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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


mm 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs°7o  solution  for  infants 

V«%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

V2%  nasal  spray  for  adults 

'/2°7o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 


'Proctor.  D.  F.:  The  Nose,  Paranasal  Sinuses,  al 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34.  f 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 

In  colds  and  sinusiis 

® 

HCI 

(brand  of  phenylephrine  hydrochloride) 

solutions/sprays/j<l 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  the  Doctor  and  his  Patient  . . . 


It, reflects  a doctor’s  understanding  of  the  financial  complications  accompanying  illness,  assuring  both 
the  doctor  and  patient  that  obligations  will  be  met  as  need  arises  . . . That's  why  doctors  sponsor  Blue 
Shield  . . . That’s  why  doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . . . 
Blue  Shield  ...  A vital  link  in  a doctor-patient  relationship  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROLINA 
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Contributions  of  Original  Articles 

Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced  i are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee.  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis,  Arch  Int  Med  44  :554,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviations  for 
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e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 
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following 


infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  t 
mobilize  defenses  during  convalescence. ..aid  response  to  primary 
The  patient  with  a severe  infection,  and  many  others  undergoing 


Stress  Formula  Vitamins  Lederle 


logic  stress,  may  benefit  from  STRESSCAPS. 


he  body 
therapy, 
physio- 


Each  capsule  contains: 

VitaminBi  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B?  (Riboflavin) 

10  mg. 

Niacinamide 

1 00  m g . i 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg.  f 

Vitamin  B i 2 Crystalline 

4 mcgm . t 

Calcium  Pantothenate 

20  mg.  i 

Recommended  intake:  Adults,  1 

capsule  | 

daily,  for  the  treatment  of  vitamin  deficien-  i 
cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 
(three  months’  supply). 

and  100  1 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

' 8693-4 


An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

Y 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


y^-Hemolytic  Streptococci  2,3,1 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all effectiveness  of  87.3%,  higher  than  chloramp^'",;col 
and  erythromycin,  and  significantly  higher  than  :y- 
cline  and  penicillin. 

The  Plus. ..Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /j-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc.,  Science  for  the  World’s  Well-Being  ■ 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes;  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicily  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  References  1.  Isenberg,  Henry  D Health  Laboratory 
Science  2 163-173  (July)  1965.  2.  Fowler,  J Ralph  et  al  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg.  Henry  D Health  Laboratory  Science 
1 185  256  (July  Aug  11964. 
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for  patients  behind  the  C02  curtain 


The  lethargic  hypoventilators 

Hypoventilators  may  be  drowsy  and  lethargic  when  they 
must  be  awake  and  alert.  The  reason:  retention  of  excess 
CO-2  in  the  alveoli  and  blood  caused  by  impaired  ventilation 
with  respiratory  depression.  Most  frequent  hypoventilators 
are  patients  with  pulmonary  emphysema,  extreme  obesity, 
chest  cage  abnormalities,  or  cardiopulmonary  disease. 

EMI  VAN  helps  overcome  symptoms  of  CO2  depression 
Emivan  increases  depth  of  breathing  and  rate,  when  de- 
pressed, so  that  the  lungs  "blow  off”  excess  CO2,  and  oxygen 
tension  is  restored  toward  normal.  As  the  CO2  tension  falls, 
symptoms  of  lethargy,  somnolence,  fatigue,  and  irritability 
abate.  Emivan  is  safe  to  use:  side  effects  have  rarely  been 
observed  with  oral  Emivan  (although  with  overdosage,  it 


may  sometimes  cause  wakefulness);  there  has  been  no  evi- 
dence of  toxicity. 

Side  Effect:  Wakefulness  at  night  which  responds  to  reduc- 
tion in  dosage.  Precautions:  Emivan  is  a ventilatory  adjunct 
to  other  therapeutic  measures;  its  effectiveness  is  dependent 
upon  an  unobstructed  airway.  Courses  of  administration 
should  not  exceed  eight  weeks  at  a time.  An  apparent  addi- 
tive stimulant  effect  between  Emivan  and  MAO  inhibitors 
necessitates  adjustment  of  dosage  of  either  or  both  drugs 
when  one  is  used  in  the  presence  of  the  other  Contraindica- 
tion: Known  or  suspected  epilepsy. 

Consult  product  brochure  for  dosage  and  full  information. 
Available:  60  mg.  tablets  for  oral  administration;  bottles  of 
100.  Also  20  mg.  tablets,  bottles  of  100. 


Oral  respiratory  stimulant  for  hypoventilators 


Emivan 

brand  of  Ethamivan 


U.  S.  VITAMIN  & PHARMACEUTICAL  CORPORATION  800  Second  Avenue,  New  York,  N Y 10017 


I 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 

BAYER 

a a i • 

CHIl 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


non-caine" 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 


INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


(Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Gncinnati,  Ohio  45215/Weston,  Ontario 


The  discomforts  of 

DIARRHEA 

MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate- 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly . The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


■H 


Trocinate  brand  thiphenamil  hci 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCI)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Butazolidin  alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you'll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


Usually works  within  3 to  4 days 
in  osteoarthritis 


ing  a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  , 
hematuria.  With  long-term  use,  reversi!} 
thyroid  hyperplasia  may  occur  infreque 

Dosage 

The  initial  daily  dosage  in  adults  is  300-| 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  Wh€ 
improvement  occurs,  dosage  should  be 
creased  to  the  minimum  effective  level 
should  not  exceed  400  mg.  daily,  and  is 
often  achieved  with  only  100-200  mg.  d;| 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 
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precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  mightcomeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 
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He  is  cured  of  cancer.  His  fam- 
ily doctor  detected  an  early  sign 
of  the  disease  and  started  treat- 
ment promptly. 

There  are  1,300,000  Ameri- 
cans living  today  who  have  been 
cured  of  cancer.  Many  more 
could  be  saved  if  they  saw  their 
doctors  in  time. 

An  annual  checkup  is  your 
best  way  to  fight  cancer. 
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Fight  cancer  with  a check- 
up and  a check. 
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DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
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host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  Observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 
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PROTOCOL 

This  28-year-old  unmarried  white  female 
was  admitted  to  the  Medical  College  of  South 
Carolina  Hospital  complaining  of  intermittent 
diarrhea  and  loss  of  weight.  Her  history  was 
one  of  abrupt  onset  during  adolescence  of 
watery  diarrhea  with  up  to  one  stool  an 
hour  and  a decline  in  weight  of  more  than  40 
pounds  during  the  first  two  or  three  months 
of  illness.  Her  stools  were  noted  frequently 
to  contain  both  blood  and  pus.  She  had  been 
seen  in  past  years  by  several  physicians, 
treated  for  pellagra  and  for  amoebic  dysentery 
without  any  distinct  improvement.  However, 
some  measure  of  control  had  been  achieved 
from  time  to  time  with  symptomatic  measures 
including  a bland  diet,  antispasmodics  and 
camphorated  tincture  of  opium.  Skin  tests  for 
allergy  were  said  to  have  shown  hypersensi- 
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Network  and  produced  by  the  Division  of  Post- 
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tivity  to  coffee,  peas  and  several  other  foods 
which  were  eliminated  from  her  diet.  In  gen- 
eral, her  chronic  illness  had  been  character- 
ized by  remissions  and  exacerbations  with  re- 
current pain  in  the  right  lower  quadrant, 
bloody  diarrhea,  a hypochromic  anemia 
ascribed  to  blood  loss,  periods  of  amenorrhea 
and  difficulty  maintaining  her  weight  of  125 
pounds.  A few  days  prior  to  this  admission  she 
had  been  seen  by  a physician  because  of 
increasingly  severe,  cramping  lower  ab- 
dominal pain.  An  x-ray  film  made  at  that  time 
was  reported  as  showing  marked  narrowing 
of  the  splenic  flexure  of  the  colon,  thought  to 
be  due  to  carcinoma. 

The  review  of  systems  was  otherwise  nega- 
tive except  for  intermittent  pain  and  perhaps 
some  swelling  in  the  right  foot.  The  patient's 
past  medical  history  and  family  history  were 
non-contributory. 

Physical  examination  disclosed  a rather  thin, 
tall  but  reasonably  well-nourished  young 
woman  who  was  obviously  anxious  and  tense. 
Blood  pressure  was  125/85  mm  Hg  and  the 
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ocular  fundi,  cardiovascular  system,  lungs  and 
lymph  nodes  were  essentially  normal.  The 
abdomen  was  considered  negative  except  for 
some  increase  in  peristalsis.  The  skin  showed 
moderate  pallor  but  no  lesions.  One  examiner 
described  absence  of  abdominal  cutaneous 
reflexes  and  of  deep  reflexes  in  the  lower 
extremities.  Slight  tenderness  and  minimal 
swelling  of  the  right  foot  were  noted  at  the 
time  of  admission. 

Laboratory  data  were  reported  as  follows: 
Admission  urinalysis  showed  a specific  gravity 
of  1.033  with  4-f-  albuminuria,  sugar  and 
acetone  negative,  moderate  pyuria  (25-30 
WBCs  per  high-power  field)  and  8-10  ery- 
throcytes; hemoglobin  14.0  grams  with  red 
count  4.65  million,  WBC  11,100  with  77% 
polymorphonuclear  cells,  19%  lymphocytes, 
3%  monocytes  and  1%  basophile.  Urinalysis 
two  days  later  was  completely  negative  with 
a specific  gravity  of  1.025.  A eephalin  floccula- 
tion test  was  reported  as  3-f-  and  the  pro- 
thrombin activity  normal.  Serum  sodium  and 
potassium  were  both  within  the  ranges  of 
normal.  Blood  urea  nitrogen  was  14,  total 
blood  proteins  7.36  gm/100  ml  with  albumin 
fraction  of  4.23,  alpha  globulin  1.38,  beta  .92 
and  gamma  .83.  Stool  examination  was  nega- 
tive for  microscopic  parasites  or  ova  but 
showed  a moderate  number  of  pus  cells  in 
clumps.  Cytologic  examination  of  cervical 
smears  was  negative. 

Sigmoidoscopy  revealed  the  rectal  mucosa 
to  be  flexible  and  smooth  with  some  active 
inflammatory  reaction  and  evidences  of  old 
scarring. 

An  abdominal  operation  was  performed  on 
this  patient  five  days  following  her  admission 
to  the  hospital.  The  findings,  treatment  and 
subsequent  course  will  be  discussed. 

Dr.  Dale  Groom:  Good  evening,  and  wel- 
come to  this  our  third  CPC  on  medical  tele- 
vision. The  clinical-pathological  conference 
format  is,  of  course,  a time-honored  teaching 
method  in  medicine.  While,  inevitably,  there  is 
a certain  amount  of  mystery  in  it,  in  that  the 
clinical  discussants  don’t  know  the  answers 
until  the  end,  still  the  main  objective  of  a 
CPC  is  not  necessarily  that  of  arriving  at  the 


proper  diagnosis.  Rather,  it  is  an  exercise  in 
inductive  and  deductive  reasoning,  indeed 
very  similar  to  that  which  every  physician  goes 
through  when  confronted  with  any  clinical 
problem.  I can  assure  you  that  our  discussants 
do  not  know  the  final  diagnosis  in  this  case 
and  the  material  that  they  have  at  hand  is  the 
same  as  you  have  received  in  advance, 
namely,  the  protocol. 

Clarence,  confronted  with  the  protocol 
which  you  have  been  given  and  the  x-ray 
films  which  you  will  be  shown  later,  how 
would  you  analyze  the  clinical  features  of 
this  case?  How  would  you  sift  the  wheat  from 
the  chaff? 

Dr.  Clarence  Legerton:  I think  the  impor- 
tant thing  from  the  protocol,  Dale,  that  we 
can  establish  immediately  is  that  basically 
we  are  dealing  with  a problem  of  intermittent 
diarrhea  and  loss  of  weight.  We  have  a history 
of  the  sudden  onset  of  rather  profuse  diarrhea 
beginning  in  adolescence.  This  diarrhea  was 
severe  — something  between  12  and  24  stools 
a day  — with  stools  described  as  watery.  In 
the  first  few  months  after  this  rather  ful- 
minant onset  the  patient  lost  about  30  pounds 
of  weight  and,  in  addition,  she  had  in  her 
stools  some  gross  blood  and  clumps  of  pus 
cells.  She  had  been  treated  for  pellagra  and 
for  amebiasis  but  her  response  had  not  been 
very  favorable.  I think  this  is  quite  important 
as  we  try  to  develop  the  diagnosis  in  this  case. 
She  had  had  skin  tests  for  certain  food  al- 
lergens. We  might  say  in  passing  that  skin  tests 
for  food  allergy  as  a cause  of  diarrhea  are 
seldom,  if  ever,  helpful.  I would  say  that  cer- 
tainly her  diarrhea  is  not  allergic  in  origin  — I 
think  coffee  and  peas  were  two  of  the  things 
to  which  she  reacted  — and  she  was  certainly 
not  allergic  to  the  things  we  might  expect, 
such  as  milk,  milk  products  and  wheat.  One 
of  the  very  interesting  things  about  this  illness 
is  the  fact  that  it  was  characterized  by 
exacerbations  and  remissions  and  I think  this 
is  also  a very  crucial  point  in  the  history.  She 
had  right  lower  quadrant  pain.  She  had 
bloody  diarrhea.  She  had  the  hypochromic 
anemia  one  would  expect.  She  had  difficulty 
in  maintaining  her  weight,  and  most  impor- 
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tantly,  she  had  a barium  enema  just  prior  to 
admission  which  showed  a narrowed  area, 
thought  to  be  carcinoma,  in  the  region  of  the 
splenic  flexure. 

Now,  one  little  incidental  detail  that  I feel 
is  much  more  important  than  it  might  seem 
at  first  is  the  fact  that  she  had  pain  and  swell- 
in  the  right  foot.  We  are  not  told  much  about 
this.  There  may  have  been  an  injury,  there 
may  have  been  a bruise,  or  it  may  have  been 
simply  a twisted  ankle.  But,  it  may  fit  well 
with  the  diagnosis  that  seems  to  explain  most 
logically  this  entire  clinical  picture. 

On  admission  the  hemoglobin  was  reported 
as  14  grams  and  the  white  count  was  11,000. 
I think  we  might  be  misled  in  people  with 
diarrhea  who  have  hemo-concentration  as  the 
result  of  dehydration  — her  true  hemoglobin 
value  was  likely  lower  than  this  and  we  know 
that  she  had  had  hypochromic  anemia  in  the 
past.  Hemo-concentration  is  suggested  by  the 
fact  that  the  specific  gravity  of  her  urine  was 
consistently  elevated. 

She  had  an  interesting  cephalin  floccula- 
tion: it  was  3+  and  makes  us  wonder  about 
liver  disease.  The  cephalin  flocculation  is  a 
non-specific  test  and  depends  on  alterations 
in  gamma  globulin  and  there  is  an  inhibitory 
effect  exerted  by  normal  albumin.  Then  we 
are  told  that  the  total  and  fractional  blood 
proteins  were  normal,  so  I think  we  would 
say  that  this  is  of  no  great  importance,  that 
she  probably  did  not  have  any  significant 
degree  of  liver  disease,  and  I feel  we  are  sup- 
ported in  this  statement  by  the  fact  that  the 
prothrombin  time  is  reported  as  normal. 

Now,  a very  important  thing:  we  are  told 
that  “stool  examination  was  negative”  for  ova 
and  parasites.  Was  this  one  stool?  Was  this  a 
stool  left  over  from  yesterday?  Or  3:00  in  the 
morning?  Was  this  a warm  stool?  Was  this  an 
aspirate  removed  via  the  sigmoidoscope?  Was 
it  one  stool  examination  or  was  it  twenty?  The 
answers  to  these  questions  would  be  of  great 
help  in  considering  the  possibility  of  amoebia- 
sis.  The  sigmoidoscopy  is  vitally  important  in 
any  case  of  bloody  diarrhea. 

The  protocol  further  informs  us  that  there 
was  some  active  inflammatory  reaction  and 


Figure  1. 


some  evidence  of  old  scarring  in  the  large 
bowel.  Let’s  look  at  the  barium  enema  films 
of  this  case  and  see  if  we  can  develop  some 
further  information  as  to  the  etiology  of  the 
lesion  described  in  the  protocol.  It  is  said  to 
be  in  the  region  of  the  splenic  flexure.  Here  is 
a barium  enema  (Figure  1)  with  the  barium 
entering  the  rectum,  moving  up  the  left  colon, 
and  in  this  filling  film  there  is  a narrowed 
area  just  distal  to  the  splenic  flexure.  I’m  told 
that  we  have  another  film  that  develops  this 
area  a little  better.  Here  the  barium  fills  the 
transverse  colon  and  the  cecum  is  well  out- 
lined and  appears  normal.  I think  an  impor- 
tant point,  which  is  going  to  be  helpful  in  our 
discussion,  is  the  fact  that  the  ileum  is  re- 
fluxed and  appears  normal.  It  is  not  stenotic, 
nor  does  it  show  any  other  changes  of  regional 
ileitis.  In  addition  there  is  no  evidence  of  the 
so-called  “backwash”  ileitis  that  we  some- 
times see  in  ulcerative  colitis.  These  films 
show  that  the  haustral  markings,  although 
somewhat  preserved  in  the  right  colon,  are 
generally  thickened  and  edematous.  There  is  a 
definite  pulling  down  of  the  splenic  flexure. 
Thus  the  colon  is  shortened.  It  is  certainly 
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narrowed  and  the  area  of  stricture  is  shown 
clearly.  We  do  have,  I presume,  a post-evacua- 
tion film  which  may  give  some  further  in- 
formation. On  this  somewhat  overshot  film  we 
again  see  normal  terminal  ileum.  We  see  a 
stiffened  right  colon  with  deep  haustral  mark- 
ings which  did  not  show  on  the  filling  films. 
So  this  is  not  a stricture  in  the  right  colon.  We 
see  the  transverse  colon  shortened.  I believe 
that  the  mucosal  pattern  is  abnormal  in  the 
descending  colon.  It  is  also  abnormal  in  the 
rectum.  So  we  assume  that  whatever  process  is 
developing  here  has  involved  the  entire  colon 
but  it  has  not  involved  the  terminal  ileum. 

We  also  have  a spot  film  that  shows  more 
detail  of  this  narrowed  area  that  was  thought 
to  be  carcinoma  (Figure  2).  In  it  the  con- 
stricting lesion  is  seen  to  measure  between  3 
and  4 centimeters  in  length.  The  bowel  is 
quite  narrow  at  this  point  and  the  constriction 
is  present  on  all  of  the  films  and  so  it  is  a 
consistent  defect.  I do  not  see  any  evidence  of 
tumor  formation  in  the  mucosa.  The  mucosal 
pattern  appears  to  be  fairly  smooth.  I do  not 
see  any  serrations  of  the  bowel  wall  or  any 
of  the  sawtooth  ulcers  that  we  would  expect 
in  active  ulcerative  colitis.  In  this  film  and  in 
the  others  I do  not  observe  any  of  the  flask- 
shaped ulcers  that  one  might  expect  to  find 
if  we  were  dealing  with  amebiasis  and  amebic 


ulcers  of  the  colon,  and  the  cecal  outline  is 
fairly  well  preserved. 

The  question  here  is  whether  this  is  a malig- 
nant lesion  or  a benign  stricture.  Looking  at  it 
here,  one  could  not  be  certain.  I would  lean 
towards  the  possibility  that  this  was  a benign 
inflammatory  stricture  related  to  the  process 
that  has  been  involving  the  entire  colon. 

Here  is  the  chest  film  on  this  patient  — 
unfortunately  a small  one,  but  I believe  it 
may  help  us  in  the  differential  diagnosis.  We 
are  primarily  interested  in  whether  or  not 
there  is  any  tuberculosis,  and  I do  not  see  any 
abnormality  of  the  lung  fields,  particularly 
the  right  apex.  The  heart  shadow,  the  dia- 
phragm and  what  I can  see  of  the  bone  struc- 
tures all  appear  normal.  I would  assume  that 
this  is  a normal  chest  x-ray  film  and  that  there 
is  no  pulmonary  tuberculosis. 

To  try  to  tie  these  threads  together,  the 
problem  is  that  of  a young  lady  28  years  of 
age  with  an  illness  that  dates  back  some  12 
or  14  years.  That  duration,  I think,  is  impor- 
tant. Furthermore,  this  illness  was  one  of 
exacerbations  and  remissions.  The  diarrhea 
with  stools  containing  blood  and  pus  denotes 
not  simply  diarrhea,  but  dysentery,  meaning 
inflammation  of  the  bowel.  If  gross  blood  is 
present  in  the  stool,  which  we  term  hema- 
tochezia,  and  if  pus  is  recognizable  on  fecal 
study,  then  the  disease  involves  at  least  a 
portion,  if  not  all,  of  the  large  intestine.  So  it 
is  obvious  that  she  has  inflammatory  disease, 
primarily  of  the  colon.  Our  recent  look  at  the 
x-ray  films  would  back  up  this  impression. 

We  have  seen  that  there  is  no  significant 
involvement  of  the  terminal  ileum.  Until  I saw 
the  films  I wondered  about  terminal  ileitis, 
but  this  case  does  not  fit  well  that  clinical 
picture.  In  terminal  ileitis,  which  as  you  know 
is  simply  the  most  common  form  of  regional 
enteritis,  one  would  not  expect  to  see  pus  in 
the  stools,  one  would  not  expect  to  see  blood, 
one  would  not  expect  to  have  12  or  14  years  of 
diarrhea  without  some  evidence  of  stenosis  in 
the  terminal  small  bowel,  the  picture  of  partial 
small  bowel  obstruction,  or  a palpable  mass  in 
the  right  lower  quadrant.  Likely  the  patient 
would  have  had  fistulae  between  loops  of 
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bowel,  or  perhaps  even  a cutaneous  fistula. 
The  cramps  in  regional  enteritis  usually  are 
mid-abdominal  or  peri-umbilical,  and  usually 
not  relieved  by  defecation.  This  girl  had  low 
abdominal  cramps  and  in  colonic  involvement 
such  as  this  we  would  expect  defecation  to 
give  some  relief  of  the  low  abdominal  cramp- 
ing pain.  I think  there  are  many  things  in 
the  x-ray  film  that  we  have  just  seen  that  con- 
clusively rule  out  disease  involving  the  ter- 
minal small  bowel. 

Likewise  the  evidence  we  have  of  chronic 
inflammation  involving  the  colon  would  rule 
out  many  causes  of  chronic  diarrhea.  Primary 
malabsorption  is  easily  ruled  out.  The  colon 
would  not  show  such  abnormality.  There 
would  not  be  blood  and  pus  in  the  stools. 
Functional  diarrhea,  a common  cause  of 
chronic  diarrhea,  is  quickly  excluded.  Unusual 
causes  of  chronic  diarrhea,  such  as  Whipple’s 
disease,  can  fairly  easily  be  disproved.  The 
duration  of  this  illness  by  itself  would  exclude 
bacillary  dysentery.  Now,  surely  the  sudden 
onset  of  bloody  diarrhea  with  fever  and 
weight  loss  would  make  an  ideal  case  for 
bacillary  dysentery  or  shigellosis.  And  some- 
times this  can  develop  and  eventuate  in 
ulcerative  colitis,  but  certainly  this  girl  has  not 
had  shigellosis  for  12  or  14  years.  How  about 
the  secondary  malabsorption  syndromes? 
Their  primary'  involvement,  as  in  lymphoma, 
is  in  the  small  bowel.  We  would  not  see  this 
involvement  of  the  colon,  as  we  have  seen  in 
these  films.  We  can  exclude  all  these  diag- 
noses. 

Now  what  must  we  consider  seriously  as  the 
cause  of  this  illness?  There  are  three  things 
that  come  to  my  mind  in  a case  like  this.  I 
would  first  consider  enterocolitis.  A lot  of  us 
are  inclined  to  think  that  Crohn’s  disease,  or 
terminal  ileitis  is  limited  to  the  terminal  ileum. 
It  can  spread  into  the  right  colon,  in  which 
case  we  call  it  entero-colitis,  and  we  can  have 
segmental  involvement,  even  of  the  colon, 
with  Crohn’s  disease.  This  is  termed  regional 
colitis  by  some.  Most  commonly  it  is  in  con- 
tinuity with  involvement  of  the  terminal 
ileum,  but  this  may  not  necessarily  be  so.  If 
we  know,  as  these  x-ray  films  have  shown,  that 


the  involvement  extends  into  the  rectum,  then 
we  can  rule  out  granulomatous  colitis  or 
entero-colitis  because  in  these  cases  the 
sigmoidoscopic  appearance  is  invariably  nor- 
mal. If  we  could  prove  that  this  is  a case  of 
granulomatous  colitis,  we  would  be  a good 
bit  happier  about  the  strietured  area  because 
to  my  knowledge  carcinoma  has  never  devel- 
oped in  localized  segments  of  granulomatous 
colitis.  When  granulomatous  colitis  is  present, 
the  x-ray  appearance  of  the  colon  is  similar  to 
that  seen  in  the  terminal  ileum  or  other  por- 
tions of  the  small  intestine.  These  x-ray  films 
are  more  typical  to  me  of  ulcerative  colitis  of 
long  duration. 

I think  the  second  best  bet  would  be  amoe- 
bic infection  of  the  colon.  Of  importance  in 
ruling  out  amebiasis  would  be  the  fact  that 
not  only  have  amoebae  failed  to  be  found  in 
the  stool  on  what  we  assume  were  multiple 
examinations  but  this  girl  had  treatment  for 
amoebic  dysentery  and  she  did  not  show 
significant  improvement.  I think  we  can  put 
much  weight  on  this  in  ruling  out  amoebic 
colitis  or  amebiasis. 

What  about  the  possibility  of  tuberculosis  of 
the  colon?  We’ve  seen  the  negative  chest  film 
and  this  helps  rule  out  tuberculous  involve- 
ment of  the  small  intestine.  However,  there  is 
a form  of  hyperplastic  ileocolitis  that  involves 
the  terminal  ileum  and  the  cecum  which  is 
due  to  tuberculosis.  It  used  to  be  diagnosed 
much  more  frequently;  presently  we  don’t  see 
it  very  often.  In  fact,  it’s  extremely  rare  and 
there  are  probably  three  reasons  for  this.  One 
is  that  years  ago  before  Dr.  Crohn  described 
his  entity  of  terminal  ileitis  in  1932,  many  dis- 
eases that  involved  this  area  were  thought  to 
be  tubercular.  We  now  realize  there  is  a dis- 
ease entity  involving  the  ileum  and  the  cecum, 
known  as  Crohn’s  disease  or  terminal  ileitis. 
Secondly,  this  diagnosis  is  rarely  made  because 
we  have  largely  eradicated  tuberculosis  from 
cattle.  And,  thirdly,  we  now  insist  on  much 
more  rigid  diagnostic  criteria  before  we  can 
make  the  diagnosis  of  tuberculosis  involving 
the  intestine.  Could  this  be  a case  of  primary 
tuberculosis  of  the  colon?  That  is  a very  rare 
condition.  If  the  disease  doesn’t  extend 
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directly  from  the  ileum  to  the  right  colon,  you 
may  find  only  a segmental  area  of  involve- 
ment in  the  distal-most  portion  of  the  colon 
and  it  becomes  almost  impossible  to  make  the 
diagnosis  short  of  surgery.  As  the  involved 
area  is  usually  hyperplastic,  the  symptoms  are 
most  often  those  of  obstruction  or  partial  ob- 
struction. By  x-ray  it  will  mimic  the  presence 
of  a tumor  and,  of  course,  sometimes  we  have 
to  operate  to  be  sure.  But  this  is  a most  rare 
condition  and  I would  not  seriously  suspect  its 
presence  in  this  particular  case. 

Now  this  brings  us  down  to  the  disease 
process  we  mentioned  when  looking  at  the 
films  and  which  to  my  mind  is  by  far  the  most 
likely  diagnostic  possibility  here.  That  is  so- 
called  “idiopathic”  or  chronic  ulcerative  colitis. 
This  case  has  all  of  the  symptom  complex  we 
would  expect.  It  started  in  fairly  young  life. 
It  was  characterized  by  remissions  and  exa- 
cerbations. It  continued  over  a period  of  many 
years  ( 12  to  14  perhaps ) . It  was  marked  by 
bloody  diarrhea.  It  was  marked  by  the  ab- 
sence of  any  specific  pathogens  on  stool  ex- 
amination. And  even  the  arthralgia  of  the 
foot  may  well  have  been  an  extra-colonic  com- 
plication of  ulcerative  colitis. 

Now,  I must  admit  that  the  sigmoidoscopic 
findings  give  me  same  pause,  but  this  was  not 
a very  fulminant  involvement  of  the  distal 
colon.  Usually,  as  you  know,  ulcerative  colitis 
begins  in  the  rectum  and  moves  cephalad. 
However,  remember  that  sigmoidoscopy  can 
be  completely  negative  if  you  have  segmental 
or  right-sided  involvement  only.  This  girl  had 
positive  sigmoidoscopic  findings  in  that  she 
had  an  altered  mucosal  pattern  on  the  rectum. 
She  had  universal  involvement  by  x-ray  which 
did  not,  as  I said  earlier,  extend  back  into  the 
ileum.  We  know  there  has  been  disease  in  the 
left  colon  for  the  reasons  we  mentioned  and 
it  may  be  that  the  sigmoidoscopic  findings 
were  no  more  pronounced  because  the  reason 
for  admission  was  not  an  acute  exacerbation 
of  colitis  but  purely  and  simply  the  stricture 
we  saw  on  x-ray  films,  so  evidently  the  process 
was  not  really  fulminant  at  the  time  of  ex- 
amination. We  did  not  find  ulcers  along  the 
border  by  x-ray  so  this  may  have  been  fairly 


well  burned  out  or  partially  inactive  ulcerative 
colitis.  Her  diarrhea  may  have  been  partly  due 
to  fibrosis  in  the  wall  and  failure  to  absorb 
water  from  the  intestine. 

There  are  three  main  features  that  we  de- 
pend on  in  establishing  the  diagnosis  of 
ulcerative  colitis  and  this  case  had  all  three: 
the  typical  symptom  configuration,  the  sig- 
moidoscopic findings  that  were  at  least  sug- 
gestive of  ulcerative  colitis  in  a moderately 
active  stage  and  the  absence  of  any  specific 
pathogenic  entities  on  stool  examinations. 

Going  back  for  a moment  to  the  lesion  seen 
by  x-ray,  was  this  a stricture  or  was  it  car- 
cinoma? Both  are  complications  of  ulcerative 
colitis.  From  the  x-ray  appearance,  I believe  I 
would  lean  toward  the  stricture.  Carcinoma 
could  not  be  conclusively  ruled  out,  in  my 
opinion,  short  of  operation.  This  would  be  one 
reason  for  advising  surgery  in  this  case.  Ex- 
foliative cytology  could  be  employed  — per- 
haps Dr.  Hennigar  will  mention  this  later. 
Silicone  foam  enemas  of  the  colon  are  some- 
times helpful  in  showing  a cast  of  the  colon 
and  even  getting  cells  for  study  by  the  Papa- 
nicolaou technique. 

Now,  what  do  I think  was  done  at  surgery. 
1 suspect  the  lesion  near  the  splenic  flexure 
prompted  the  surgeon  to  go  in  because  he 
could  not  otherwise  exclude  carcinoma.  The 
percentage  of  ulcerative  colitis  patients  who 
ultimately  develop  carcinoma  is  roughly  five 
per  cent.  After  a period  of  ten  years  this  per- 
centage begins  to  rise  rather  sharply.  If  this 
girl  had  in  addition,  as  we  surmise  from  the 
x-ray  films,  universal  involvement  of  the  colon, 
then  we  have  an  indication  for  total  colectomy 
as  a one-stage  procedure  with  permanent 
ileostomy.  I can  think  of  no  reason  to  do  any- 
thing less  unless  perhaps  this  girl  insisted  on 
preserving  the  rectal  segment.  I don’t  think 
she  would  be  justified  in  hoping  that  a 
reanastomosis  could  be  done  at  a later  date. 

In  summary,  I think  this  is  a case  of  chronic 
ulcerative  colitis  with  the  colonic  complication 
of  a stricture,  but  I cannot  completely  exclude 
carcinoma.  I think  it  had  the  extra-colonic 
complication  of  arthralgia  — the  so-called 
colitic  type  of  arthritis  that  mimics  rheumatoid 


6 


The  Journal  of  the  South  Carolina  Medical  Association 


CPC 


arthritis  but  is  not  as  severe,  doesn’t  lead  to 
irreversible  changes,  and  can  be  resolved 
completely  after  surgery. 

Dr.  Groom:  According  to  the  protocol,  this 
patient  was  operated  on  and  so  we  shall  have 
the  discussion  of  the  surgical  aspects.  You 
know,  it’s  said  that  the  most  important  attri- 
bute of  the  really  fine  surgeon  is  not  so  much 
that  of  technical  prowess,  but  surgical  judg- 
ment — what  he  thinks  and  does  before  he 
ever  gets  into  the  operating  room.  And, 
Charlie,  for  that  we  shall  call  on  you  for  dis- 
cussion of  the  surgical  considerations  of  this 
case.  Dr.  Charles  B.  Hanna. 

Dr.  Hanna:  Thank  you,  Dale.  Clarence,  that 
was  a most  lucid  discussion.  Perhaps  I can 
approach  it  from  a little  different  viewpoint 
by  beginning  with  what  I think  would  be  the 
differential  diagnosis.  These  should  include 
ulcerative  colitis;  diverticulitis  of  the  colon; 
carcinoma  of  the  colon  and  the  granulomas. 

I think  that  diverticulitis  should  be  con- 
sidered although  we  have  seen  the  x-ray  films 
and  they  do  not  show  any  diverticula.  Ulcera- 
tive colitis  would  certainly  be  my  first  choice 
also,  but  there  are  some  other  diseases  that  I 
think  would  bear  some  consideration.  The 
granulomas,  such  as  lymphopathia  venereum 
and  granuloma  inguinale.  Such  things  as  be- 
nign polyps,  lymphomas,  amebiasis,  tubercu- 
losis and  regional  enteritis  or  entero-colitis.  I 
believe  that  in  the  age  group  of  this  case  — 
and  especially  in  middle  age  and  beyond  — 
carcinoma  is  a prime  consideration  and  one 
in  which  there  is  no  question  about  operative 
intervention.  Dale,  if  I can  use  the  x-ray  film? 

Dr.  Groom:  Perhaps  in  reviewing  these  films 
once  again,  you  may  be  helped  in  your  own 
differential  diagnosis. 

Dr.  Hanna:  Here  in  this  spot  film  (Figure 
2)  there  is  a definite  stricture  in  the  splenic 
region.  However,  the  mucosal  folds  of  the 
colon  are  well  smoothed  out,  which  suggests 
that  we  are  dealing  with  a chronic  disease. 
Also  the  stricture  is  smooth,  very  smooth. 
There  is  no  evidence  of  any  irregularities  at 
all.  It  is  uncommon  to  see  a stricture  in  the 
splenic  region  from  ulcerative  colitis.  There- 
fore, I think  we  should  seriously  consider  the 


possibility  of  carcinoma  here.  Also,  we  may 
be  dealing  with  a double  entity  which,  in 
this  case,  would  be  ulcerative  colitis  and  car- 
cinoma. On  the  other  hand,  viewing  this  other 
film  again  (Figure  1)  we  are  impressed  with 
the  completely  smooth  mucosa  throughout  the 
colon.  That,  to  me,  is  fairly  diagnostic  of 
ulcerative  colitis. 

There  are  some  minor  points  in  the  case 
that  we  would  like  further  information  on, 
particularly  the  swelling  in  the  right  foot.  That 
could  be  traumatic.  It  could  also  be  where 
somebody  gave  an  intravenous  injection.  It 
could  be  of  little  significance,  but  it  could  also 
be  tied  in  with  ulcerative  colitis.  Diverticulitis 
we  can  safely  exclude  in  this  instance  because 
we  saw  no  diverticula  on  the  x-ray  films.  How- 
ever, it  is  well  to  point  out  that  diverticulitis 
is  a fairly  common  disease  and  that  the  asso- 
ciated presence  of  carcinoma  should  always  be 
considered.  I believe  this  occurs  in  about  3!/2 
per  cent  of  the  overall  operative  cases  of 
diverticulitis.  Carcinoma  associated  with 
ulcerative  colitis  is  also  not  unusual.  Lympho- 
pathia venereum  is  not  as  rare  as  it  is  some- 
times thought  to  be.  However,  in  this  particu- 
lar case  I do  not  think  it  is  present  because 
the  entity  that  we  are  concerned  with  is 
higher  in  the  large  bowel,  centered  around 
the  splenic  flexure,  the  descending  colon  and 
transverse  colon.  As  you  know,  lymphopathia 
venereum  gives  a positive  Frei  test.  It  in- 
volves primarily  the  lower  rectum  and  the 
perianal  region,  frequently  associated  with 
anal  fistulae.  The  complications  are  frequent 
and  centered  around  the  anus  and  lower 
rectum.  Granuloma  inguinale  is  another  dis- 
ease involving  the  perineum  and  here,  too, 
treatment  is  centered  around  the  complica- 
tions. In  this  case  no  skin  biopsy  was  taken.  In 
such  biopsies  the  Pund  cells  would  be  diag- 
nostic. 

Such  disorders  as  benign  polyps  or  adeno- 
mas should  not  present  such  a chronic  wasting 
diarrhea.  Amebiasis  we  feel  that  we  can  ex- 
clude, assuming  that  the  stool  examinations 
were  warm  and  repeatedly  and  carefully  ex- 
amined. Tuberculosis  is  now  an  uncommon 
bowel  entity.  In  my  experience  it  involves  more 
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Figure  .3. 

Lower  section  of  resected  colon  reveals  dilated  and  congested  cecum  and  ascending  colon.  Upper 
section  shows  ulcerated,  scarred  and  constricted  descending  colon. 


frequently  the  small  bowel,  but  it  can  occur  in 
the  colon.  Entero-colitis  likewise  involves 
primarily  the  small  intestine  but  can  occur  in 
the  large  bowel.  I would  stake  my  diagnosis 
on  ulcerative  colitis,  leaving  open  the  possible 
double  diagnosis  of  ulcerative  colitis  and 
carcinoma  at  the  site  of  the  stricture. 

The  findings  at  operation  would  determine 
to  a great  extent  how  the  case  was  handled 
because  if  it  turned  out  to  be  carcinoma  the 
operation  would  almost  certainly  be  a more 
extensive  one;  that  is,  it  could  entail  removal 
of  the  spleen  as  well  as  the  nodes  in  the  peri- 
gastric region,  the  transverse  colon,  the 


splenic  flexure  and  the  descending  colon, 
ffowever,  a different  approach  would  be 
necessary  if  this  were  primarily  ulcerative 
colitis.  I think  we  would  all  agree  that  a total 
colon  resection  was  indicated  with  a terminal 
ileostomy. 

Dr.  Groom:  Charlie,  before  you  leave,  given 
the  information  in  the  protocol,  do  you  think 
you  would  be  inclined  to  operate  on  this  pa- 
tient? 

Dr.  Hanna:  I would,  because  I think  that 
this  patient  has  probably  been  through  a long 
diagnostic  series  and  prolonged  treatment 
with  poor  response.  We  assume  that  she  has 
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had  adequate  medical  care.  I think  that  the 
operation  was  imperative.  I see  no  other  treat- 
ment. 

Dr.  Groom:  Thank  you,  Charlie  Hanna. 
This  is  one  patient  who  was  not  transferred 
to  the  pathology  department.  Only  a specimen 
went  to  the  pathologist.  For  the  discussion  of 
those  aspects  of  the  case,  we  turn  to  Dr.  Gor- 
don R.  Hennigar,  who  will  not  have  the  last 
word  because  our  clinicians  will  return  for 
rebuttal  after  he  gives  us  the  final  answers 
and  the  diagnosis.  Gordon,  what  did  the 
pathologist  receive  from  the  operating  room 
and,  first  of  all,  what  operation  was  done? 

Dr.  Gordon  R.  Hennigar:  This  patient  was 
operated  on  and  a pan-procto-colectomy  was 
performed.  The  specimen  revealed  that  in  the 
right  colon  there  was  considerable  congestion 
of  the  mucosa  and  the  left  portion  of  the  colon 
was  characterized  by  an  atrophy  of  the 
mucosa  and  denudation  and  ulceration  (Fig- 
ure 3). 

The  stricture  proved  to  be  of  completely  in- 
flammatory nature.  Numerous  sections  were 
prepared  and  no  carcinoma  was  detected. 
Microscopically,  the  examination  revealed  that 
there  were  defects  in  the  mucosa,  small  crypts, 
in  the  base  of  which  there  was  suppuration, 
thus  accounting  for  the  clinical  finding  of  pus 
in  the  stool.  A higher  power  view  of  the  wall 
of  these  cryptic  abscesses  showed  that  there 
was  denudation  of  the  mucosa  and  sloughing 
of  the  healthy  bowel  mucosa  into  the  lumen 
of  the  crypts.  Histologically,  pus  filling  the 
crypts,  accompanied  by  numerous  lympho- 
cytes, plasma  cells  and  eosinophils,  infiltrated 
the  base  of  the  cryptic  abscesses.  (Figure  4) 
Small  blood  vessels  were  undergoing  endo- 
thelial proliferation.  Plasma  cells  with  their 
characteristic  cart-wheel  nuclei  and  large 
amount  of  cytoplasm  were  in  evidence.  These 
plasma  cells  undoubtedly  perform  the  func- 
tion of  antibody  formation.  They  may  be 
found,  however,  in  cases  of  ulcerative  colitis  in 
great  numbers  regardless  of  whether  the  pa- 
tient shows  immunological  phenomena  (arth- 
ritis, hyperglobulinemia ) . In  the  musculature 
proper,  was  found  infiltration  of  lymphocytes 
through  the  muscle  fibers  suggesting  infiltra- 
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Figure  4. 

Ulceration  of  mucosa,  crypt  abscesses  and 
round  cell  infiltration  of  wall.  H & E x 40. 


tion  along  lymphatics.  However,  the  muscula- 
ture itself  is  not  necrotic  as  it  is  in  regional 
ileitis  and  for  the  most  part  it  is  hypertrophied 
but  intact.  Numerous  capillaries  and  fibrous 
tissue  are  seen  in  the  submucosa.  So,  we  are 
left  with  an  intact  muscle  layer  in  ulcerative 
colitis  in  its  end  stage,  accompanied  by  ex- 
tensive fibrosis. 

Another  characteristic  of  long-standing 
ulcerative  colitis  is  the  finding  of  mucosal 
bridges  or  pseudo-polyps  which  consist  of 
hypertrophied  mucosa.  These  polyps  alternate 
with  areas  of  denuded  mucosa.  Pseudo-polyps, 
rarely,  if  ever  — I have  not  seen  such  an  in- 
stance — progress  into  malignancy. 

Frequently  in  ulcerative  colitis  the  fat  is 
adherent  to  the  serosa  particularly  in  the  area 
of  a structure  and  actually  creeps  around  the 
serosal  surface  of  the  bowel.  In  fact,  this  may 
be  the  clue  to  the  surgeon  when  he  enters 
the  abdominal  cavity  that  he  is  dealing  with 
ulcerative  colitis.  It  is  a very  interesting  find- 
ing in  ulcerative  colitis  that  these  areas  of 
constriction  may  be  sharply  demarcated  from 
others  of  more  acute  inflammatory  reaction. 
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In  other  words,  the  inflammatory  condition 
does  not  progress  at  the  same  rate. 

Returning  to  the  subject  of  carcinoma, 
our  experience  in  chronic  ulcerative  colitis 
has  been  that  very  seldom  do  we  find  car- 
cinoma of  the  right  side  of  the  colon,  and  that 
the  carcinoma  is  prone  to  arise  in  the  areas 
where  the  stricture  is  present.  This  knowledge, 
I am  sure,  is  what  sensitized  Dr.  Hanna  when 
he  warned  about  the  possible  presence  of  car- 
cinoma in  the  constricted  area.  It  is  the  experi- 
ence of  many  pathologists  that  most  of  these 
carcinomas  do  begin  in  the  descending  colon, 
that  they  are  frequently  very  flat  and  only 
somewhat  ulcerated.  It  may  be  very  difficult 
to  detect  grossly  the  appearance  of  carcinoma 
in  the  area  of  constriction  in  the  descending 
colon  and  the  pathologist  must  prepare  many 
sections  to  be  certain  that  this  condition  does 
not  exist. 

Dr.  Groom:  Do  our  clinicians  have  any 
questions  for  the  pathologist  about  the  find- 
ings on  the  specimen? 

Dr.  Legerton:  I’d  like  to  ask  one  question. 
Gordon  mentioned  a procto-colectomy.  Was 
an  abdominal-perineal  procedure  done?  Was 
the  rectum  removed? 

Dr.  Hennigor:  The  rectum  was  removed, 
and  an  ileostomy  performed. 

Dr.  Legerton:  A permanent  ileostomy  was 
established?  A total  colectomy?  Everything? 

Dr.  Hennigor:  Yes,  that  is  correct. 

Dr.  Legerton:  A question  for  Dr.  Hanna.  In 
a case  like  this,  where  the  sigmoidoscopic 
appearance  is  not  acute  — it’s  moderately  in- 
volved, but  it  is  not  the  worst  thing  you’ve 
ever  seen  — if  at  the  time  of  surgery,  this  area 
that  was  strictured  but  not  malignant,  would 
you  consider  leaving  the  rectum  and  hoping 
that  some  day  you  might  then  connect  the 
ileum  to  the  remaining  rectum?  Or  do  you  feel 
that  this  has  no  value  and  no  place  in  surgical 
treatment  of  this  disease? 

Dr.  Hanna:  Leaving  part  of  the  rectum  in 
has  been  tried  but  usually  with  unsatisfactory 
results.  I would  elect  to  remove  the  rectum  if 
it  is  at  all  feasible.  Of  course  there  are  occa- 
sions when  you  can’t  do  that.  If  the  patient 
clearly  has  had  acute  dilatation  of  the  segment 


of  the  bowel  from  toxic  or  other  causes,  it 
might  be  lifesaving  to  remove  that  segment 
but  leave  the  remainder  of  the  bowel.  I do 
think  it  is  necessary  to  remove  all  active  dis- 
ease if  you  anticipate  a complete  cure.  By  this 
I wish  to  emphasize  that  any  segment  that  is 
left  in  is  still  partly  diseased  and  still  subject 
to  carcinogenic  degeneration. 

Dr.  Groom:  About  the  etiology:  the  pendu- 
lum swings  in  our  concepts  of  this  disease.  I 
remember  not  too  long  ago  we  were  reading 
and  hearing  about  Bargen’s  bacillus.  What  is 
the  current  thinking  on  etiology  of  ulcerative 
colitis? 

Dr.  Legerton:  I was  afraid  we  were  coming 
to  that.  The  best  thing  I can  say  is  that  ulcera- 
tive colitis  is  a disease  of  unknown  etiology 
and  very  poorly  understood  pathogenesis.  I 
hope  Dr.  Hennigar  will  not  disagree.  There 
have  been  as  many  as  35  different  things 
incriminated  in  its  causation.  Obviously,  no 
one  really  knows  the  etiology.  When  the 
list  of  possibilities  gets  that  long,  we  know 
that  the  correct  answer  is  not  at  hand.  We 
think  mostly  of  such  things  as  bacterial  and 
parasitic  and  viral  infiltration  of  the  colonic 
wall.  We  think  of  hypersensitivity.  We  think 
of  food  allergy.  We  think  of  all  sorts  of  genetic 
and  constitutional  presuppositions.  We  think 
of  disorders  of  the  connective  tissues  of  the 
bowel  and  of  specific  bacilli  such  as  Dale 
mentioned.  Dr.  Arnold  Bargen  thought  he 
had  isolated  one  for  awhile  — and  we  still  may 
find  one  single  etiologic  agent  — but  as  of  yet 
we  have  not  established  a specific  cause.  I’d 
like  to  say  quickly  that  I think  that  most 
clinicians,  if  I may  speak  for  them,  feel  that 
this  disease  is  a systemic  disease,  that  is 
marked  by  hypersensitivity  in  the  colon  on 
which  the  psyche  has  a tremendous  influence. 
If  I can  remember,  a psychiatric  definition  I 
think  was  apropos  — one  of  the  psychiatrists 
said  it  was  “a  complex  psycho-biological  entity 
in  predisposed  individuals  due  to  real  or 
imagined  object  loss.”  This  object  loss  might 
be  the  loss  of  a loved  one,  the  loss  of  position, 
status,  money  or  whatever.  So  this  simply 
shows  that  the  psychiatrists  have  an  answer 
and  we  have  multitudes  of  answers  but  no- 
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body  has  the  answer. 

Dr.  Hanna:  Before  Gordon  gives  us  a com- 
plete answer,  do  you  not  associate  ulcerative 
colitis  with  spasticity  of  the  colon  or  any  dis- 
order of  that  nature? 

Dr.  Legerton:  No,  I’m  glad  you  brought  that 
up.  The  irritable  colon  syndrome  is  a fre- 
quent cause  of  chronic  diarrhea  but  there  is 
no  correlation  between  the  neurogenic  diar- 
rhea of  the  irritable  colon  and  ulcerative 
colitis.  I have  seen  two  cases  in  which  I 
thought  one  had  seemed  to  lead  the  other. 
But  in  general  women  are  more  liable  to  have 
an  irritable  colon  than  men,  they  may  have 
irritable  colon  symptoms  at  intervals  all  of 
their  lives  and  never  have  it  develop  into 
ulcerative  colitis.  And  then  a young  girl,  such 
as  the  one  we  discussed,  may  suddenly  have 
the  abrupt  onset  of  ulcerative  colitis  without 
ever  having  had  any  previous  colonic  disorder. 
In  my  opinion  there  is  no  correlation  between 
the  irritable  colon  syndrome  and  ulcerative 
colitis. 

Dr.  Groom:  Do  you  think  there  is  such  a 
thing  as  the  “CUC  personality?” 

Dr.  Legation:  Generally  speaking,  the  psy- 
chiatrists feel  that  the  people  who  develop  this 
have  a personality  which  is  rather  immature, 
and  are  rather  dependent  by  nature.  These 
people  are  supposedly  tied  to  their  mother’s 
apron  strings.  They  may  have  a little  difficulty 
in  heterosexual  relationships.  Some  seem  to 
come  from  families  where  the  mother  is  the 
more  aggressive  and  the  more  dominant  per- 
sonality in  the  home  and  the  father  is  perhaps 
a little  weak  or  ineffectual.  Now  this  makes  a 
very  good  little  sketch,  but  there  are  many 
cases  in  which  we  cannot  find  any  definite 
psychiatric  background.  I feel  that  the  initial 
onset  of  ulcerative  colitis  frequently  is  not  the 
result  of  some  isolated  stress.  However,  once 
the  disease  becomes  established,  there  is  a 
very  high  correlation  between  emotional  stress, 
tension,  and  anxiety  and  the  recurrence  of 
ulcerative  colitis. 

Dr.  Groom:  In  your  opinion,  is  there  any 
autoimmune  mechanism  involved  in  chronic 
ulcerative  colitis? 

Dr.  Legerton:  That  again  is  unknown.  I 


think  that  those  who  do  the  research  in  this 
field  do  feel  that  study  of  autoimmune  and 
hypersensitivity  phenomena  of  one  sort  or 
another  perhaps  offer  our  best  hope  in  the 
future  as  we  attempt  to  find  the  actual  cause. 
There  is  some  evidence  to  support  this  theory 
at  the  present  time,  but  not  enough  to  be  con- 
clusive. 

Dr.  Groom:  How  do  you  treat  these  patients 
medically  in  your  practice,  Clarence? 

Dr.  Legerton:  Medical  treatment  varies  in 
individual  cases.  It’s  a shotgun  or  potpouri,  if 
you  will,  of  symptomatic  and  supportive 
treatment.  There  is  no  one  entity  that  is  of 
value  in  all  cases.  I think  it’s  helpful  to  divide 
them  into  mild,  moderate  and  severe.  The 
mild  case  you  may  treat  in  the  office  with  an 
antispasmodic,  with  a sedative,  with  a low 
roughage  diet,  with  a little  office  psycho- 
therapy, whatever  that  might  entail.  The  most 
effective  agent  would  be  Azulfidine,  in  my 
opinion.  The  other  sulfonamides  are  helpful, 
but  this  azo  derivative  of  salicytic  acid  and 
sulfapyridine,  called  Azulfidine,  seems  to  be 
our  best  drug  thus  far.  I caution  here  that  if 
you  do  use  it,  use  it  in  adequate  doses.  Some- 
times it’s  given  in  dosage  of  a gram  two  or 
three  times  a day  which  is  usually  not  ade- 
quate. As  much  as  four  to  six  tablets  every 
four  to  six  hours  is  indicated  around  the  clock 
in  more  severe  cases.  It  is  wise  not  to  wait 
eight  hours  between  doses  overnight.  In  the 
mild  case  do  not  use  steroids.  In  the  moderate 
ease  you  might  or  might  not  use  them.  Pa- 
tients who  are  unusually  dehydrated  or 
anemic  may  reejuire  hospitalization.  They  may 
need  the  rest  and  emotional  help  that  you  can 
give  in  the  hospital.  Severe  cases  may  require 
ACTII  and  steroids  as  life-saving  measures. 
These  are  not  curative,  only  suppressive.  They 
may  enable  you  to  prevent  a severe,  ful- 
minating exacerbation  that  would  be  life- 
threatening.  They  may  get  the  patient  in  shape 
for  surgery.  They  should  be  used  in  certain 
severe  or  fulminant  cases,  but  certainly  not  in 
the  average  uncomplicated  case  of  ulcerative 
colitis. 

Dr.  Groom:  Charlie,  in  your  opinion  what 
are  the  indications  for  surgery  in  these  cases 
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and,  more  important  perhaps,  what  are  the 
results  of  surgery? 

Dr.  Hanna:  Probably  not  one  out  of  a hun- 
dred cases  or  certainly  not  over  five  out  of  a 
hundred  cases  ever  reaches  the  surgeon’s 
hands  and  I think  that’s  a real  tribute  to  the 
management  by  the  internist.  Certainly,  Clar- 
ence handles  twenty  to  one  of  these  that  I do 
because  I enter  the  picture  only  when  com- 
plications arise  that  cannot  be  controlled  by, 
as  he  says,  ACTH  and  other  steroids,  as  well 
as  diet,  psychotherapy  and  the  rest. 

First  is  the  group  with  intractable  disease, 
which  resists  all  of  the  conventional  treat- 
ments mentioned.  Then  the  surgeon  enters 
into  treatment  of  the  complications  of  the  dis- 
ease, which  are  largely  mechanical.  Bowel 
obstruction  is  one  and  that,  of  course,  would 
arise  from  stenosis.  We  see  the  idiopathic  sud- 
den toxic  dilatation  of  the  bowel  in  which  the 
bowel  must  be  decompressed  or  removed.  We 
see  the  associated  carcinoma  in  perhaps  3 to 
5 per  cent  of  cases.  One  should  always  be  on 
the  alert  for  associated  malignancy.  Then,  of 
course,  there  are  extreme  cases  where  pyo- 
derma gangrenosa  begins.  Arthritis  as  noted  in 
this  particular  case  can  be  a major  complica- 
tion. Hemorrhage,  occasionally  severe,  does 
occur.  I believe  that  in  most  such  cases  the 
surgical  approach  is  to  remove  the  entire  colon 
and  rectum  if  one  expects  to  achieve  a cure. 

Dr.  Groom:  And  how  about  the  follow-up 
on  operated  cases?  What  are  the  results? 

Dr.  Ilanna:  Dale,  we  still  have  real  prob- 
lems to  deal  with  in  patients  who  must  live 
with  an  ileostomy.  As  has  been  suggested, 
these  people  may  have  major  psychological 
problems  in  the  background  and  an  ileostomy 
creates  a new  problem.  However,  with  proper 
education  they  can  adjust  to  it  in  most  cases. 
Certainly  I think  they  are  improved. 

Dr.  Groom:  Apropos  of  that,  I should  say 
that  this  patient  was  operated  on  almost  ten 


years  ago  and  I’m  going  to  ask  Dr.  Hennigar 
to  give  us  a word  about  her  follow-up  course. 

Dr.  Hennigar:  This  patient  was  seen  several 
months  ago.  Dale,  by  her  surgeon  and  has  had 
no  untoward  effects  since  the  time  of  the 
operation.  She  is  getting  along  very  nicely,  we 
are  pleased  to  report. 

Dr.  Legerton:  I’d  like  to  ask  Gordon  one 
thing.  It  is  generally  understood  by  gastro- 
enterologists that  the  carcinomas  that  develop 
in  ulcerative  colitis  are  virulent,  anaplastic, 
maybe  multicentric  in  origin  and,  of  course, 
we  know  they  do  occur  in  young  people,  be- 
cause this  is  a disease  of  the  twenties  and 
thirties  primarily.  Has  that  been  your  experi- 
ence? 

Dr.  Hennigar:  Yes,  that  has  been  our  experi- 
ence. I think  that  we  can  take  a rather  broad 
concept  in  that  we  can  state  that  the  longer 
this  disease  is  in  duration,  the  higher  is  the 
incidence  of  carcinoma.  In  other  words,  al- 
though we  have  seen  carcinomas  in  young 
people  in  their  twenties  or  even  their  late 
teens  in  ulcerative  colitis,  we  find  them  mostly 
in  the  forties,  whereas  in  the  non-ulcerative 
colitis  person  we  would  expect  to  see  them  in 
their  fifties  or  sixties  or  seventies.  And  it  is 
true  that  carcinoma  occurring  in  an  area  of 
ulcerative  colitis  is  often  anaplastic,  that  it 
does  tend  to  be  more  deadly.  Again,  such 
carcinomas  are  not  like  typical  bowel  car- 
cinomas in  that  they  are  flat  and  infiltrating. 

Dr.  Legerton:  One  final  question  for  Dr. 
Hanna.  If  I sent  you  a person  who  had  ulcera- 
tive colitis  of  ten  years  duration,  but  no  ob- 
vious complications,  and  I said  I’d  like  a 
colectomy  performed  because  I fear  carcin- 
oma, would  you  take  it  out? 

Dr.  Hanna:  No. 

Dr.  Groom:  That’s  a clear  answer.  Thank 
you,  gentlemen,  for  an  interesting  discussion 
of  chronic  ulcerative  colitis. 
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THE  ATTENDING  PHYSICIAN’S  RESPONSIBILITY 
IN  POSTPARTUM  CARE 

H.  OLIVER  WILLIAMSON,  M.  D. 

Charleston,  S.  C. 


The  postpartum  period  or  puerperium  is 
that  period  extending  from  the  termina- 
tion of  labor  until  the  return  of  the 
genital  tract  to  its  normal  condition.  This  is 
usually  given  as  six  weeks,  and  indeed  secre- 
tory endometrium  has  been  found  as  early  as 
the  44th  day  following  delivery,  indicating 
return  of  gynecic  function.  The  four  leading 
causes  of  maternal  death  in  pregnancy,  labor, 
and  the  puerperium  are  commonly  given  in 
order  of  frequency  as  being  hemorrhage,  toxe- 
mia, infection  and  heart  disease.  Anesthetic 
deaths  are  beginning  to  loom  as  a significant 
factor  in  maternal  deaths.  Though  maternal 
mortality  rates  have  steadily  declined  in  this 
century,  these  four  strike  sufficiently  fre- 
quently in  the  puerperium  to  warrant  the 
constant  vigilance  of  the  physician.  Hemor- 
rhage in  the  puerperium  accounts  for  almost 
one-third  of  maternal  deaths.  Doubtless,  this 
is  a major  contributing  factor  to  other  mater- 
nal deaths  for  it  has  been  shown  that 
puerperal  infection  may  be  correlated  very 
closely  with  the  degree  of  anemia. 

The  attending  physician  should  be  espe- 
cially alert  to  the  possibility  of  postpartum 
hemorrhage  in  patients  having  a history  sug- 
gesting a predisposition  to  blood  loss.  Some 
predisposing  causes  for  uterine  atony  are 
multiple  pregnancy,  polyhydramnios  and  pro- 
longed labor.  If  the  physician  remains  with 
the  patient  constantly  during  the  first  post- 
partum hour,  he  usually  can  detect  the  boggy 
uterus  rising  out  of  the  pelvis,  and  on  inspec- 
tion note  the  dark  venous  ooze  of  blood  from 
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the  vagina  suggesting  uterine  atony.  Such 
hemorrhage  generally  will  respond  to  gentle 
uterine  massage,  and  oxytocics.  If  there  is  any 
suggestion  that  bleeding  is  continuing,  the 
physician  should  not  leave  the  patient’s  side, 
and  preparation  should  be  made  for  coping 
with  the  blood  loss.  He  should  recognize  that 
such  hemorrhage  is  not  usually  of  sudden  or 
massive  proportions,  but  usually  is  slow, 
steady,  and  moderate  in  character.  In  turn, 
this  allows  sufficient  time  for  the  physician  to 
cope  with  the  situation,  for  Beecham1  some 
years  ago  showed  that  the  vast  majority  of 
patients  dying  from  uterine  atony  do  so  in  an 
interval  of  over  two  hours  from  the  time  of 
delivery,  and  as  Eastman  and  Heilman2  have 
stated,  this  allows  ample  time  for  intensive 
treatment. 

Howard  and  others3  have  presented  a 
double  blind,  placebo-controlled  study  on 
the  effectiveness  of  oxytocic  agents.  In  their 
series,  5.3  per  cent  of  patients  receiving  a nor- 
mal saline  injection  developed  postpartum 
hemorrhage.  This  is  contrasted  to  3.2  per  cent 
of  patients  receiving  three  international  units 
of  synthetic  oxytocin  and  only  1.8  per  cent  of 
those  receiving  0.2  mg  of  methylergonovine 
maleate.  The  preparations  were  given  slowly 
and  intravenously  shortly  after  the  delivery  of 
the  placenta.  They  suggested  that  methy- 
lergonovine is  more  apt  to  produce  a severe 
pressor  response  in  patients  with  toxemia; 
however,  in  none  of  their  patients  was  ther- 
apy for  the  hypertension  warranted  with 
either  methylergonovine  or  snythetic  oxytocin. 
They  feel  that  routine  use  of  oxytocic  agents 
would  really  benefit  only  seven  out  of  100 
women;  however,  many  studies  have  shown 
that  such  agents  do  materially  reduce  blood 
loss.*  Inasmuch  as  puerperal  morbidity  may 
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be  related  to  blood  loss,  the  routine  use  of 
oxytocics  would  seem  worthy  of  consideration 
in  spite  of  the  slightly  increased  discomfort  to 
the  patient  occasioned  by  uterine  cramping. 
The  cost  of  the  medications  is  all  but  negligi- 
ble. 

If  simple  massage  and  oxytocic  agents  in 
sufficient  dosage  prove  inadequate,  bimanual 
compression  of  the  uterus  may  be  employed. 
If  this  does  not  suffice,  then  consideration 
should  be  given  to  other  procedures  such  as 
hypogastric  artery  ligation  or  hysterectomy. 
In  our  experience,  hypogastric  artery  ligation 
has  been  considered  quite  late  in  any  given 
patient.  Its  earlier  use  doubtless  would  pre- 
vent many  patients  from  reaching  a critical 
stage,  or  even  prevent  their  demise.  The  pro- 
cedure is  relatively  simple  to  perform/'  and 
anyone  qualified  to  do  abdominal  surgery 
should  be  versed  in  the  technique.  It  is 
especially  useful  where  conservation  of  the 
uterus  seems  strongly  desired.  Subsequent 
pregnancies  have  been  reported  in  patients 
undergoing  this  operation." 

With  current  aggressive  management  of 
abruptio  placentae  a Couvelaire  uterus  should 
seldom  be  allowed  to  develop  sufficiently  to 
cause  postpartum  uterine  atony  and  hemor- 
rhage. One  now  rarely  observes  this  as  an  in- 
dication for  hysterectomy.  More  conservative 
measures  usually  are  sufficient.  Postpartum 
uterine  packing  is  mentioned  only  to  be  con- 
demned. This  only  masks  the  bleeding,  and 
overcomes  the  ligature  effect  of  muscle  fibers 
of  the  myometrium  upon  the  blood  vessels  of 
the  placental  site.  Indeed,  one  is  only  pack- 
ing open  uterine  sinuses  under  such  circum- 
stances. 

Bright  red  bleeding  in  the  presence  of  a 
firm  uterus  suggests  obstetrical  lacerations. 
Predisposing  causes  include  operative  manipu- 
lations such  as  occur  with  internal  version, 
forceps  procedures,  Duhrssen’s  incision,  and 
episiotomies.  Precipitate  delivery  may  also  be 
associated  with  lacerations.  Under  such  cir- 
cumstances, the  patient  should  be  properly 
prepared,  and  thoroughly  examined  to  ascer- 
tain the  site  of  hemorrhage.  Such  examinations 
should  include  visualization  of  the  entire 


cervix  and  vagina.  This  procedure  calls  for 
adequate  exposure  and  lighting,  and  seldom 
can  be  achieved  without  at  least  one  assistant. 
If  bright  arterial  bleeding  persists,  one  should 
be  assured  that  a ruptured  uterus  does  not 
exist.  Current  feeling  is  that  total  and  not 
supracervical  hysterectomy  should  be  per- 
formed should  this  feared  complication  of 
pregnancy  be  present.  Since  most  of  such 
lacerations  extend  into  the  lower  uterine  seg- 
ment or  cervix,  the  patient  may  continue  to 
bleed  to  the  point  of  exsanguination  if  a lesser 
procedure  is  employed. 

If  the  patient  experiences  serious  obstetric 
shock,  she  should  be  followed  carefully  over 
a protracted  period  of  time,  inasmuch  as  she 
is  particularly  prone  to  develop  certain  com- 
plications to  which  her  non-pregnant  sister 
is  not  subject.  These  include  postpartum 
pituitary  necrosis,  or  Sheehan’s  syndrome.  The 
reason  for  the  peculiar  vulnerability  of  the 
pituitary  gland  of  the  pregnant  woman  to 
necrosis  is  unknown.  There  are  analogous 
situations  involving  the  adrenals  and  kidney. 
Sheehan  no  longer  believes  that  thrombosis  is 
the  primary  lesion,  but  rather  that  arterial 
vasospasm  of  the  vessels  supplying  the 
anterior  pituitary  and  stalk  produce  the 
necrosis,  and  that  any  clots  present  are 
secondary  phenomena.7  Patients  experiencing 
profound  hemorrhage  with  shock  lasting  over 
one  hour  should  be  observed  for  the  appear- 
ance of  lactation.  If  this  occurs,  one  may  be 
reasonably  assured  that  the  patient  does  not 
have  fullblown  Sheehan’s  syndrome.  However, 
Israel  and  Constan  and  others8  have  called 
our  attention  to  patients  with  unrecognized 
pituitary  necrosis.  These  patients  are  termed 
by  many  as  having  “partial  Sheehan’s  syn- 
drome” inasmuch  as  the  individual  trophic 
functions  may  be  only  in  borderline  compro- 
mise, or  else  one  or  more  trophic  functions 
obliterated  with  others  retained. 

Patients  experiencing  obstetric  shock  also 
must  be  observed  closely  for  urinary  output 
inasmuch  as  they  may  develop  renal  cortical 
necrosis.  The  outlook  with  this  disorder  is 
quite  poor. 

In  treating  patients  with  obstetric  shock, 


14 


The  Journal  of  the  South  Carolina  Medical  Association 


POSTPARTUM  CARE 


primary  objectives  are  to  stay  the  hemorrhage 
and  replace  blood  loss.  If  cerebral  ischemia  is 
present  the  patient’s  head  may  be  lowered 
momentarily,  but  prolonged  maintenance  of 
the  patient  with  head  lowered  is  not  con- 
ducive to  good  respiration,  and  predisposes  to 
aspiration.8  In  obstetrics,  one  seldom  has  time 
to  install  a vena  caval  catheter  to  follow  ven- 
ous pressure,  hence  one  is  more  likely  to  rely 
upon  neck  vein  distention,  and  the  appearance 
of  basilar  crepitant  rales  as  signs  of  over-trans- 
fusion with  congestive  heart  failure. 

There  is  increasing  evidence  that  pressor 
substances  are  undesirable,  especially  in  septic 
shock.  Therefore,  if  one  suspects  that  shock  is 
complicated  by  sepsis,  such  agents  probably 
are  best  not  used,  though  consideration  might 
be  given  to  their  use  should  systolic  pressure 
fall  below  70  to  80  mm  Hg.°  Aramine  may 
indeed  cause  or  perpetuate  shock  when  given 
in  increasing  doses.  If  a pressor  agent  seems 
desirable,  we  usually  give  phenylephrine 
hydrochloride  ( Neosynephrine ) feeling  that  it 
is  safer  and  there  is  less  chance  of  a tissue 
slough  in  event  of  extravasation. 

The  best  treatment  available  for  toxemia  of 
pregnancy  is  obstetrical  delivery.  Once  a pa- 
tient is  delivered,  the  further  in  time  she  is 
removed  from  her  delivery  the  less  apt  she  is 
to  have  a convulsion.  However,  it  still  be- 
hooves the  attending  physician  to  be  alerted 
to  the  possibility  of  such  occurrence.  Again  he 
should  be  especially  alerted  to  this  possibility 
in  those  so  predisposed;  e.g.  patients  with  dia- 
betes mellitus,  multiple  pregnancy,  or  in  those 
with  signs  or  symptoms  suggesting  antepartum 
or  intrapartum  pre-eclampsia.  Though  there 
are  therapeutic  nihilists  in  the  field,"  most  ob- 
stetricians feel  that  patients  exhibiting  pre- 
monitory signs  or  symptoms  of  a convulsion 
should  be  sedated.  Certainly  once  the  fetus 
has  been  delivered,  sedation  carries  little  haz- 
ard, and  may  take  one  of  many  forms;  e.g. 
magnesium  sulfate,  barbiturates,  morphine, 
or  related  drugs.  Convulsions  occurring  late  in 
the  puerperium  should  not  be  diagnosed  as 
toxemic  in  origin  without  considerable  thought 
and  study.  Epilepsy  may  make  its  appearance 
first  under  such  circumstances. 


Patients  experiencing  their  first  seizures 
some  week  to  ten  days  after  delivery  should 
be  suspected  of  having  cerebral  venous 
thrombosis  of  puerperal  origin. 12’ 13  Such  pa- 
tients may  have  a Jacksonian  or  generalized 
type  seizure.  They  usually  have  severe  head- 
aches and  variable  paresis  and  possibly 
aphasia.  Gradual  improvement  now  seems  to 
be  the  rule  in  such  individuals,  though  a 
significant  number  still  succumb.  Anticoagula- 
tion is  contraindicated  as  small  focal  hemor- 
rhages are  frequently  present.  Patients  ex- 
periencing late  postpartum  hemorrhage  should 
be  suspected  of  having  retained  secundines. 
This  complication  can  usually  be  prevented 
by  careful  inspection  of  the  placental  margins 
for  any  torn  vessels  suggesting  an  accessory 
lobe,  and  careful  inspection  of  the  maternal 
surface  for  any  missing  cotvledon,  or  portion 
thereof.  Prompt  uterine  exploration  at  the 
time  of  delivery  will  usually  prevent  this  com- 
plication. One  should  also  examine  the  pla- 
centa for  the  number  of  umbilical  arteries. 
The  incidence  of  fetal  anomalies  associated 
with  single  umbilical  arteries  ranges  up  to  55 
per  cent"  and  the  anomalies  are  non-specific. 
We  have  seen  it  with  renal  anomalies,  cystic 
fibrosis  and  CNS  lesions. 

If  oxytocics  do  not  cause  expulsion  of  sus- 
pected retained  secundines,  and  no  portion 
can  be  visualized  on  examination  by  speculum, 
the  patient  may  undergo  uterine  curettage. 
This  should  be  performed  carefully,  keeping  in 
mind  the  possibility  of  uterine  perforation. 

Considerable  attention  has  recently  been 
focused  upon  the  so-called  Asherman’s  syn- 
drome15 or  Fritsch-Asherman  syndrome.16 
Synonyms  include  endometrial  sclerosis,  intra- 
uterine synechiae,  and  “intrauterine  ad- 
hesions.” Patients  undergoing  puerperal  curett- 
ment  are  particularly  predisposed  to  the  de- 
velopment of  this  condition.  Here  most,  if  not 
all,  of  the  endometrial  cavity  is  obliterated  by 
scar  tissue  with  resultant  coaptation  of  the 
myometrial  surfaces.  Oligomenorrhea,  or 
amenorrhea  results,  with  sterility  the  rule. 
Diagnosis  is  usually  made  by  hysterography. 
(Filling  defects  Fig.  1 ) Treatment  is  relatively 
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Figure  1. 

Photograph  showing  endometrial  cavity  with 
scarring  producing  filling  defects.  Patient  had 
amenorrhea  following  puerperal  curettage.  Endo- 
metrial cavity  obliterated  at  first  hysterogram. 
This  photograph  taken  following  repeated  curet- 
tage, dilatation,  and  estrogen  administration. 

unsatisfactory.  The  best  results  to  date  have 
been  obtained  generally  by  repeated  careful 
uterine  dilatation  and  curettage.  Estrogens 
are  usually  then  administered  to  bring  about 
endometrial  proliferation. 

The  patient  experiencing  fever  in  the  puer- 
perium  generally  will  have  endometritis, 
pyelonephritis,  mastitis,  or  thrombophlebitis 
as  a cause  of  her  infection.  Of  course,  many 
obscure  lesions  may  appear  at  this  time,  but  if 
one  searches  carefully  for  the  foregoing,  he 
will  generally  find  the  cause  of  the  febrile 
episode  in  the  majority  of  patients.  Endo- 
metritis should  be  suspected  in  patients  hav- 
ing foul  lochia.  Under  such  circumstances, 
sterile  examination  by  speculum  should  be 
performed,  especially  in  those  cases  not  re- 


sponding readily  to  antibiotic  therapy,  inas- 
much as  retained  secundines  may  be  serving 
as  a wick  for  ascending  infections,  or  as  a cul- 
ture medium  for  putrefactive  bacteria.  Studies 
have  shown  that  carefully  performed  vaginal 
examinations  during  labor  probably  do  not 
predispose  to  endometritis  any  more  than 
examinations  done  rectally.17’ 18  However,  pa- 
tients with  prolonged  rupture  of  the  mem- 
branes and  those  undergoing  many  repeated 
examinations,  as  well  as  patients  with  anemia 
and  dystocia,  are  predisposed  to  endometritis. 
We  have  noted  that  the  incidence  of  endo- 
metritis varies  cyclically  with  the  oncoming  of 
each  new  group  of  medical  students  or  house 
officers.  As  their  proficiency  and  techniques 
improve,  the  incidence  of  this  complication 
falls.  A double-blind  study19  indicates  that 
administration  of  broad  spectrum  antibiotics 
to  mothers  with  premature  rupture  of  the 
membranes  prior  to  delivery  will  reduce  the 
incidence  of  puerperal  endometritis,  para- 
metritis and  pyelonephritis.  However,  it  will 
do  nothing  towards  preventing  the  develop- 
ment of  intrauterine  pneumonitis  of  the  fetus 


Figure  2. 

Photograph  of  a hysterogram  showing  oblitera- 
tion of  endometrial  cavity  except  where  repeatedly 
sounded. 
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as  was  hoped.  Patients  with  endometritis 
should  be  followed  meticulously  and  be  given 
supportive  care  as  well  as  vigorous  antibiotic 
therapy.  Local  measures  such  as  douching 
are  to  be  condemned  and  hysterectomy  is 
usually  unnecessary  and  may  prove  lethal. 

Once  acute  pyelonephritis  is  diagnosed  in 
the  puerperium,  it  should  be  treated  vigor- 
ously and  for  a protracted  period  of  time.  The 
incidence  of  pyelonephritis  may  be  decreased 
by  having  the  patient  void  prior  to  the  time 
of  her  delivery,  in  an  attempt  to  circumvent 
catheterization.  If  the  latter  procedure  is  re- 
quired, careful  attention  to  aseptic  technique 
should  be  employed.  Patients  undergoing 
regional  anesthesia  especially  should  be  in- 
structed to  empty  their  bladders  as  quickly 
as  possible.  Bladder  atony  following  all  types 
of  obstetrical  delivery  is  common,  and  pa- 
tients should  be  observed  carefully  to  prevent 
overdistention.  Puerperas  should  be  encour- 
aged to  evacuate  the  bladder  completely  to 
prevent  residual  urine  and  subsequent  infec- 
tion. 

It  is  doubtful  that  breast  engorgement  as 
such  causes  fever  for  any  protracted  period  of 
time.  So  called  “milk  fever”  is  thought  to  be 
very  exceptional  and  a rise  in  temperature 
coincident  to  milk  letdown  is  usually  indica- 
tive of  infection.  Chloramphenicol  is  said  to 
be  the  most  effective  drug  in  treating  puer- 
peral mastitis,  though  in  our  hands,  penicillin 
and  streptomycin  have  proved  efficacious.  If 
fluctuation  is  found,  drainage  is  in  order,  and 
incisions  should  be  made  radially  and  under 
general  anesthesia  to  allow  exposure  of  any 
pockets  of  purulent  exudate  present. 

While  discussing  the  breasts,  it  seems  ger- 
mane to  point  out  the  so  called  Chiari-From- 
mel  syndrome.  This  consists  of  continued 
lactation  beyond  the  normally  expected  time, 
amenorrhea,  coupled  with  uterine  and 
ovarian  atrophy.28  In  the  absence  of  uterine 
atrophy,  this  diagnosis  should  not  be  made.  It 
is  exceedingly  rare  to  find  a patient  meeting 
the  full  criteria  for  the  syndrome.  It  should  be 
recalled  that  lactation  may  be  initiated  or  con- 
tinued by  manipulation,  psychosis,  pituitary 


tumors,  drugs  (tranquilizers,  hormones),  and 
operations. 

As  regards  lactation,  it  should  be  recalled 
that  many  drugs  are  secreted  in  the  milk, 
including  opiate  derivatives,  atropine  (which 
may  suppress  lactation),  salicylates,  iodides, 
sex  hormones,  propylthiouracil  and  related 
drugs.  As  to  the  latter  two,  Curtis21  reported 
a case  of  a lactating  woman  receiving  Enovid 
who  was  nursing  a male  infant  who  in  turn 
developed  gynecomastia.  The  gynecomastia 
promptly  regressed  following  discontinuance 
of  the  drug.  It  would  seem  that  this  represents, 
most  likely,  a case  of  hypersensitivity  to  the 
drug,  but  we  should  be  aware  of  this  possibil- 
ity, and  look  for  it.  We  have  done  so  with  a 
fair  number  of  patients  who  have  been  placed 
on  sequential  estrogen  and  progestagen  ther- 
apy for  contraception  in  the  immediate  puer- 
perium while  nursing.  Though  we  have 
specifically  searched  for  such  gynecomastia, 
it  has  not  been  noted  to  date.  Propylthiouracil 
may  be  secreted  in  the  milk  in  sufficient 
quantities  to  produce  hypothyroidism  in  the 
nursing  infant,  hence  infants  of  mothers  re- 
ceiving this  drug  probably  should  not  nurse. 

Recently,  hyperbilirubinemia  has  been 
noted  in  a few  infants  who  were  nursing.  This 
condition  cleared  on  discontinuance  of  nurs- 
ing, only  to  re-appear  when  nursing  was  re- 
sumed.22 Pregnanediol,  the  degradation  pro- 
duce of  progesterone,  has  been  incriminated. 
The  clinical  implications  of  this  finding  re- 
main to  be  elucidated.  Theoretically  pro- 
gesterone levels  in  the  mother  should  be 
quite  low  at  this  time  though  low  levels  may 
be  sufficient  to  bring  about  this  phenomenon. 
This  jaundice  has  been  noted  as  early  as  the 
second  day  of  neonatal  life,22  but  should  be 
readily  differentiated  from  hemolytic  jaundice. 
It  would  appear  advisable  to  give  thought  be- 
fore pressing  for  breast  feeding  in  Rh  nega- 
tive mothers  with  Rh  positive  infants  because 
of  possible  clinical  confusion  should  jaundice 
appear. 

While  on  the  subject  of  drugs  and  their 
transmission,  it  is  well  to  note  recent  reports 
of  adverse  reactions  to  various  thiazide  diu- 
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reties.  These  have  included  thrombocytopenic 
purpura  in  newborn  infants,  when  the  mother 
has  received  the  drug  during  the  gestation. 
Rodriquez,  et  al,  reported  seven  cases  with 
one  death.23  Also,  fatal  hemorrhagic  pan- 
creatitis in  gravid  women  has  been  reported 
in  association  with  the  ingestion  of  such 
drugs.24  Abnormal  pigmentation  and  deteriora- 
tion of  teeth  of  the  infant25  and  deposition  of 
the  drug  in  bones  with  resulting  growth-stunt- 
ing has  been  reported  in  infants  bom  of 
mothers  receiving  tetracyclines  during  preg- 
nancy. It  remains  to  be  seen  whether  or  not 
tetracyclines  are  secreted  in  milk  in  quantities 
sufficient  to  produce  these  findings. 

Mothers  with  congestive  heart  failure  are 
not  out  of  danger  upon  completion  of  their 
delivery.  Tremendous  hemodynamic  changes 
ensue,  predisposing  to  development  of  con- 
gestive heart  failure.  This  may  occur  within 
the  first  24  hours  after  delivery,  or  indeed  may 
occur  later  when  edema  fluid  is  being  mobil- 
ized. Such  patients  should  be  observed  care- 
fully. If  a valvular  lesion  is  present,  prophy- 
lactic antibiotics  probably  are  in  order.  Con- 
sideration may  be  given  to  sterilization  in  pa- 
tients having  Class  III  or  IV  heart  disease 
which  is  irremediable  by  surgery. 

Upon  discharge  of  the  patient  from  the  hos- 
pital, it  behooves  a physician  to  give  explicit 
instructions  regarding  warning  signs  and 
symptoms  of  complications.  Also  advice  re- 
garding toilet  habits,  sexual  activity,  personal 
hygiene,  exercise,  and  related  subjects  may 
be  given.  If  the  patient  does  not  wish  to 
nurse,  a tight  breast  binder  applied  prior  to 
lactation  and  left  in  place  for  some  48  hours 
will  usually  suffice  to  prevent  lactation.  Estro- 
gens and  androgens  may  suppress  lactation, 
but  the  former  may  precipitate  profuse  hemor- 
rhage after  the  patient  has  been  discharged, 
and  the  latter  may  virilize  the  patient;  there- 
fore, they  seem  to  offer  little  advantage  to  the 
patient.28 

Studies  have  shown  that  bath  water  does 
not  enter  the  vagina,27  and  one  may  safely 
prescribe  tub  baths,  or  Sitz  baths,  in  the 
puerperium.  Indeed,  these  may  promote  com- 
fort, and  contribute  to  personal  hygienic  care. 


However,  douching  is  contraindicated. 

The  patient  should  be  instructed  to  return 
to  the  physician  in  approximately  six  weeks, 
unless  an  earlier  visit  is  ordered.  Thorough 
evaluation  of  the  breasts,  abdomen,  and  pel- 
vic viscera  may  then  be  performed.  The  latter 
should  include  Papanicolaou  smears  if  they 
are  indicated,  and  the  ovaries  should  be 
thoroughly  examined  inasmuch  as  one  seldom 
can  examine  them  during  the  period  of  gesta- 
tion once  the  uterus  is  out  of  the  pelvis.  While 
the  patient  is  on  the  examining  table,  con- 
sideration may  be  given  to  cervical  cauteriza- 
tion if  “erosion”  is  severe  and  cancer  has 
been  ruled  out.  It  is  felt  by  some  authors  that 
such  cauterization  may  be  prophylactic 
against  cervical  cancer28' 29  If  the  patient  de- 
sires to  be  fitted  with  a diaphragm,  the  time 
she  is  on  the  table  may  be  the  propitious 
moment.  The  blood  pressure  should  be  care- 
fully taken,  and  the  urine  re-examined  for 
formed  elements,  sugar,  and  albumin.  Any 
abnormality  of  these  should  be  adequately 
investigated,  and  treated. 

Should  a physician  be  so  unfortunate  as  to 
have  a maternal  death  in  his  practice,  he 
should  promptly  report  it  to  the  responsible 
authorities.  In  South  Carolina,  the  House  of 
Delegates  of  the  South  Carolina  Medical  Asso- 
ciation adopted  a resolution  in  May,  1965,  ap- 
proving the  reporting  of  all  maternal  deaths 
within  twenty-four  hours  by  telephone  or  tele- 
graphic communication  with  the  Maternal  and 
Child  Health  Division  of  the  State  Board  of 
Health.  Accurate  reporting  of  such  deaths 
ultimately  results  in  further  lowering  of 
maternal  death  rates.  A “maternal  death  is  the 
death  of  any  woman  dying  of  any  cause  what- 
soever while  pregnant  or  within  90  days  of  the 
termination  of  the  pregnancy,  irrespective  of 
the  duration  of  the  pregnancy  at  the  time  of 
termination  or  the  method  by  which  it  was 
terminated.”30 

Summary 

Attention  has  been  recalled  to  the  preven- 
tion of  postpartum  hemorrhage,  toxemia,  and 
infection.  Some  clinical  situations  unique  to 
the  puerperium  have  been  briefly  discussed 
including  Sheehan’s  syndrome,  Asherman’s 
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syndrome,  Chiari-Frommel  syndrome,  cere- 
bral venous  thrombosis,  and  secretion  of  cer- 


tain drugs  and  hormones  in  milk,  with  possible 
adverse  side  reactions. 
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BILATERAL  HYPOGASTRIC  ARTERY  LIGATION 
FOR  CONTROL  OF  BLADDER  HEMORRHAGE 

A CASE  REPORT 

JOSHUA  TAYLOE,  B.  S.,  M.  D.° 


Bilateral  hypogastric  artery  ligation  is  a 
relatively  expeditious  and  simple  pro- 
cedure which  is  at  times  life  saving  or 
at  least  life  prolonging.  It  therefore  deserves 
consideration  and  should  be  a part  of  every 
resident’s  training  and  every  practitioner’s 
knowledge. 

Hypogastric  artery  ligation  has  been  per- 
formed more  in  the  past  five  to  ten  years 
although  it  is  not  a new  procedure  in  gyne- 
cological surgery.  Baumgartner,1  in  1888,  was 
the  first  to  employ  bilateral  hypogastric  artery 
ligation  for  inoperable  carcinoma  of  the 
uterus.  Howard  Kelly,'  in  1893,  ligated  both 
internal  iliac  and  both  ovarian  arteries  during 
abdominal  hysterectomy  for  a bleeding  cer- 
vical cancer  with  extensive  broad  ligament 
involvement.  In  1896,  Pryor3  of  New  York 
advocated  bilateral  ligation  in  inoperable 
cases  to  cause  tumor  shrinkage.  As  one  can 
see,  the  early  use  of  hypogastric  artery  liga- 
tion was  confined  to  patients  with  uterine 
cancer.  More  recently  it  has  been  used  in 
postpartum  hemorrhage  and  in  hemorrhage 
following  vaginal  and  abdominal  hyster- 
ectomy. 

It  is  the  purpose  of  this  paper  to  present 
even  another  indication  for  bilateral  hypo- 
gastric artery  ligation— that  of  ligation  for 
control  of  bladder  hemorrhage  secondary  to 
irradiation  cystitis. 


“From  the  Department  of  Obstetrics  and  Gynecology, 
Medical  College  Hospital,  Charleston,  South  Caro- 
lina. 

Read  at  District  IV  Meeting  of  The  American  Col- 
lege of  Obstetricians  and  Gynecologists,  Jacksonville, 
Florida,  October,  1964. 


Case  Report 

L.B.J.,  a 51  year  old  Negro  female  was  first  ad- 
mitted to  the  Medical  College  Hospital  of  South 
Carolina  on  August  24,  1961,  with  a history  of  ab- 
dominal pain,  fever,  and  menorrhagia.  Examination 
revealed  an  extremely  anemic  obese  colored  female 
in  acute  distress.  The  cervix  was  replaced  by  a 
necrotic  mass,  biopsies  of  which  revealed  epidermoid 
carcinoma  of  the  cervix.  The  uterus  was  irregular  in 
shape  and  some  26-28  weeks  in  size.  Rectovaginal 
examination  revealed  a pelvic  abscess.  Her  tempera- 
ture was  102°  F.  and  her  hemoglobin  was  4.5  grams. 
IVP’s  confirmed  the  presence  of  the  large  abdominal 
mass  and  showed  incomplete  obstruction  of  the 
ureters  at  the  pelvic  brim.  She  was  given  whole 
blood  transfusions,  antibiotics,  and  on  the  second 
hospital  day  had  1000  ml  of  a purulent  material 
drained  through  the  cul-de-sac.  By  September  9,  1961, 
she  was  essentially  afebrile  and  as  no  further  blood 
donors  could  be  found,  she  was  discharged  to  be 
followed  closely  in  the  Cancer  Clinic  and  was  to 
begin  supervoltage  x-ray  therapy. 

She  was  seen  in  the  Gyn  Cancer  Clinic  on  Septem- 
ber 11  and  was  found  to  have  a temperature  of  102°. 
Pelvic  examination  revealed  re-accumulation  of  the 
abscess.  She  was  re-admitted,  placed  on  massive 
doses  of  antibiotics,  and  again  had  the  pelvic  abscess 
drained  per  vaginam.  She  continued  to  run  a febrile 
course  with  temperatures  ranging  up  to  105°.  It 
was  then  decided  that  exploration  with  drainage  of 
the  abscess  in  this  manner  was  the  only  hope  for 
this  patient.  Therefore  on  October  10  she  underwent 
exploration  which  showed  a large  uterine  fibro- 
myomata,  multiple  pelvic  abscesses  and  a large  right 
tubo-ovarian  abscess.  She  underwent  supracervical 
hysterectomy,  right  salpingo-oophorectomy,  and  left 
salpingectomy.  Her  post-operative  course  was  com- 
plicated by  septicemia  and  wound  dehiscence  but  by 
some  miracle  she  survived.  She  was  discharged  on 
November  7,  1961,  after  eight  weeks  hospitalization. 

She  was  hospitalized  for  the  third  time  on  Novem- 
ber 19,  1961,  at  which  time  she  had  insertion  of  the 
Ernst  radium  applicator,  technirpie  No.  7.  She 
tolerated  this  procedure  well.  This  was  followed  by 
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supervoltage  x-ray  therapy  during  the  month  of 
December,  1961,  with  a dose  of  approximately  6500- 
7000  R across  the  pelvis.  She  again  tolerated  this 
well. 

She  was  then  followed  at  regular  intervals  in  the 
Gyn  Cancer  Clinic  again  without  difficulties  and 
with  negative  Papanicolaou  smears  until  January, 
1964.  A routine  chest  x-ray  film  on  January  10,  1964, 
showed  multiple  metastatic  nodules  in  both  lung 
fields.  In  late  January,  she  began  having  gross  hema- 
turia with  the  passage  of  blood  clots.  The  VPC  at 
that  time  was  22  volumes  per  cent.  She  was  there- 
fore admitted  for  the  fourth  time  for  further  evalua- 
tion. Pelvic  examination  revealed  no  evidence  of 
residual  or  recurrent  carcinoma.  Cystoscopic  ex- 
amination showed  no  evidence  of  carcinoma  but 
rather  multiple  small  bleeding  areas  compatible  with 
irradiation  cystitis.  The  patient  received  a total  of 
six  pints  of  blood  as  well  as  Imferon  (iron  dextran). 
The  VPC  was  now  28  volumes  per  cent  with  a 
hemoglobin  level  of  9 grams.  Her  urine  cleared 
somewhat  and  she  was  discharged  on  the  eighth 
hospital  day  on  Azo-Gantrisin  and  chlorambucil,  0.2 
mg  per  kg.  She  also  had  had  diabetes  since  1961, 
controlled  on  oral  hypoglycemic  agents.  She  was 
changed  to  NPH  insulin  because  of  persistently 
elevated  blood  sugar  and  discharged  on  February 
11,  1964,  on  35  units  daily. 

After  discharge  the  hematuria  increased  in 
amount  and  the  VPC  dropped  from  28  volumes 
per  cent  to  14  volumes  per  cent.  She  was  given 
three  pints  of  blood  in  the  Cancer  Clinic.  Her 
bladder  was  also  irrigated  with  1/8  per  cent  solu- 
tion of  silver  nitrate  but  the  bladder  hemorrhage 
continued.  On  February  28,  1964,  two  and  one-half 
weeks  after  her  discharge,  she  had  a VPC  of  13.5 
volumes  per  cent  with  hemoglobin  3.85  grams.  She 
was  given  two  pints  of  blood  in  the  Cancer  Clinic 
and  admitted  to  the  hospital  for  further  evaluation 
and  treatment  of  irradiation  cystitis.  Tidal  drainage 
of  the  bladder  was  begun  but  to  no  avail,  as  the 
patient  continued  to  pass  grossly  bloody  urine  with 
clots.  A urology  consultation  was  obtained  as  to  the 
possibility  of  construction  of  an  ileal  bladder  or 
tending  and,  even  with  lung  metastasis,  it  was  felt 
that  such  a procedure  was  not  warranted  in  the  face 
of  lung  metastasis. 

The  patient  was  discussed  at  length  with  the  at- 
tending and.  even  with  lung  metastasis,  it  was  felt 
that  something  definitive  must  be  done.  Therefore, 
on  March  4,  1964,  after  having  received  eight  pints 
of  blood,  the  patient  underwent  bilateral  extra- 
peritoneal  hypogastric  artery  ligation  without  diffi- 
culty. Bilateral  inguinal  incisions  were  made.  Each 
hypogastric  artery  was  ligated  with  two  ligatures  of 
00  black  silk.  The  artery  was  not  divided.  Post- 
operatively  the  patient’s  urine  slowly  cleared,  and 
by  the  tenth  post-operative  day  her  urine  was  clear. 
She  was  discharged  on  Thiosulfil  and  insulin. 


Since  March  she  has  been  followed  closely  in  the 
Gyn  Cancer  Clinic.  In  June  she  was  having  no  GU 
difficulties  except  for  a few  episodes  of  hematuria. 
When  last  seen  in  August,  1964,  a chest  x-ray  film 
revealed  advancing  pulmonary  metastasis  but  her 
hemoglobin  was  stable  and  she  was  without  GU 
complaints. 

Discussion 

The  abundant  collateral  circulation  to  the 
pelvic  structures  is  such  that  once  bilateral 
hypogastric  ligation  is  performed  there  have 
been  no  ill  effects  upon  the  pelvic  viscera. 
Siegil  and  Mengert4  cite  45  cases  of  bilateral 
hypogastric  artery  ligation  in  which  there 
were  no  serious  complications.  Reich  and 
Nechtow"  report  a series  of  82  cases  in  which 
they  did  not  encounter  a single  case  in  which 
any  type  of  circulatory  embarrassment  or 
distress  developed  in  the  pelvic  viscera,  the 
bladder,  the  bowel,  the  buttocks,  or  the  vulva 
as  a result  of  hypogastric  artery  ligation. 
Other  case  reports8'"  confirm  this.  In  review- 
ing the  literature,  only  one  gynecological  case 
was  found  in  which  necrosis  was  a problem. 
This  was  a case  report  by  Finaly  in  1925  of 
a 76  year  old  woman  in  whom  a Wertheim 
operation  for  carcinoma  of  the  cervix  was 
done  and  bilateral  hypogastric  arterial  liga- 
tion was  a part  of  the  operative  technique.  A 
week  after  the  operations,  despite  the  fact 
that  pre-operative  cystoscopy  was  normal,  un- 
controllable hematuria  occurred.  Two  weeks 
later  a large  flap  of  tissue  was  eliminated 
through  the  vagina.  This  tissue  was  found  to 
be  necrosed  mucosa  of  bladder  with  the 
attached  urachus.  This  patient,  however,  sur- 
vived and  was  discharged  a month  post- 
operative with  a permanent  vesical  fistula. 

The  circulation  to  the  pelvic  structures 
after  bilateral  ligation  of  the  hypogastric 
artery  is  effected  through  the  following  chan- 
nels: 1)  both  ovarian  arteries  from  the  aorta, 
2)  branches  of  the  inferior  epigastric  artery 
from  the  external  iliac,  3)  superior  hemor- 
rhoidal artery  from  the  inferior  mesenteric 
artery,  4)  circumflex  and  perforating 
branches  of  the  deep  femoral  arteries  of 
both  sides,  5)  lower  lumbar  arteries  of  both 
sides  from  the  aorta. 

There  are  two  approaches  to  ligation  of  the 
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hypogastric  arteries,  the  transperitoneal  ap- 
proach and  the  extraperitoneal  approach.  The 
extraperitoneal  approach  was  used  in  our 
case  as  the  patient’s  mid-lower  abdomen  was 
quite  scarred  secondary  to  the  dehiscence  and 
supervoltage  x-ray  therapy.  Bilateral  inguinal 
incisions  are  made  in  this  approach.  The  sub- 
cutaneous tissues  are  dissected  away,  a 
muscle  splitting  incision  is  made,  and  the 
peritoneum  is  exposed.  The  parietal  peri- 
toneum is  gently  reflected  medially  to  expose 
the  posterior  peritoneum,  with  the  vessels 
palpable  beneath.  A Mixter  forceps  is  used  in 
elevating  the  hypogastric  artery— care  must 
be  taken  not  to  injure  the  external  iliac  vein 


which  lies  posteriorly  and  laterally.  Two 
strands  of  No.  00  black  silk  ties  are  used  to 
ligate  the  vessel.  No  cut  is  made  between  the 
ligatures.  The  transperitoneal  approach  neces- 
sitates only  one  incision  and  it  is  easy  to 
ligate  the  ovarian  arteries  if  need  be. 

Summary 

In  summary,  we  have  presented  another 
indication  for  bilateral  hypogastric  artery 
ligation,  that  is  ligation  for  control  of  bladder 
hemorrhage  secondary  to  irradiation  cystitis. 
The  procedure  is  a simple  one  and  every 
obstetrician-gynecologist  should  be  aware  of 
its  possibilities. 
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CLINICAL  NOTE 


A BOON  TO  HEMOPHILIACS 

Frederick  F.  Adams,  M.  D.,  Samuel  E.  Elmore,  M.  D., 
and  George  Dean  Johnson,  M.  D. 

Spartanburg,  S.  C. 

In  1959  at  the  Coagulation  Laboratory  in  the 
Department  of  Medicine  at  Stanford  University  cold- 
insoluble  precipitate  which  forms  when  frozen  plasma 
is  thawed  in  the  cold  was  found  to  be  rich  in  A H G 
(anti-hemophiliac  globulin).  Since  then  it  has  been 
learned  that  such  cold  precipitate  represents  signifi- 
cant quantities  of  the  total  plasma  A H G.  A pro- 
cedure has  been  developed  completely  in  the  closed 
plastic  bag  system  in  such  a way  that  A H G can  be 
separated  and  whole  blood  reconstituted  except  for 
the  A H G.  The  yield  of  A H G is  approximately  70% 
of  that  in  each  unit  of  plasma. 

The  A H G is  dissolved  in  sterile  pyrogen-free 
citrate  saline  solution  ( 1 part  3.8%  sodium  citrate 
solution  to  5 parts  normal  saline  solution)  and  given 
intravenously.  Two  units  of  this  type  A H G was 
given  to  one  of  our  hemophiliacs  on  October  12,  1965 


and  thus  up  to  November  18  he  had  shown  no  further 
hemorrhage. 

Advantages  of  this  system  are  many:  (1)  type 
specific  A H G for  each  hemophiliac  can  be  stored 
and  used  when  needed.  ( 2 ) Only  the  A H G is 
removed  and  the  reconstituted  whole  blood  can  be 
used  for  any  other  purpose.  (3)  The  A II  G is  much 
more  concentrated  than  any  other  method.  All  the 
A H C»  available  can  be  dissolved  in  about  10  ml  of 
diluent.  (4)  Much  less  expensive.  The  one  patient 
that  this  method  has  been  used  on  previously  had  to 
pay  as  much  as  $225.00  a month  for  A H G in 
plasma,  blood,  etc.  Our  patient,  like  so  many  families 
of  hemophiliacs,  is  long  on  friends  but  short  on  cash. 
(5)  Ease  of  administration;  10  ml  of  A H G is  much 
easier  to  give  intravenously  than  100  ml.  All  hemo- 
philiacs have  small  veins  and  this  method  requires 
much  less  time. 

Dr.  Judith  Pool  who  discovered  this  method  feels 
that  this  is  the  long  awaited  breakthrough  for  hemo- 
philiacs. If  subsequent  cases  respond  as  well  as  our 
first  one  has  we  certainly  agree. 
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X-RAY  FILM  OF  THE  MONTH 


S.  E.  PUCKETTE,  M.  D. 

Medical  College  Hospital, 
Charleston,  S.  C. 


This  lateral  spot  film  of  the  lumbar 
spine  was  taken  on  a 52-year-olcl  white 
male  who  for  several  weeks  had  had 
low  baek  pain  and  slight  temperature  eleva- 
tion. Two  months  prior  to  this  the  patient  had 
had  a carbuncle  on  the  right  shoulder  which 
responded  readily  to  penicillin  therapy. 


The  basic  differenital  diagnostic  problem 
here  lies  between  the  possibility  of  an  in- 
fection and  the  possibility  of  neoplasm,  par- 
ticularly metastastic  neoplasm.  The  tipoff  that 
this  is  an  infection  lies  in  the  disintegration 
of  the  disc  as  exhibited  by  narrowing  of  the 
interspace.  Infections  of  the  spine  in  the 


majority  of  cases  are  blood  borne  phenomena 
which  localize  first  in  the  cancellous  structure 
of  the  vertebral  body.  Having  established 
growth  here,  the  organisms  extend  along  the 
central  sinusoid  and  penetrate  the  thin  central 
portion  of  the  vertebral  end  plates.  From  there, 
the  bacterial  culture  develops  mainly  in  the 
substance  of  a nucleus  pulposus.  With  de- 
struction of  the  nucleus  pulposus,  there  is 
compression  of  this  space,  progressive  dis- 
integration of  the  annulus  fibrosus,  and  sub- 
sequent destruction  of  the  articulating 
cartilages  and  vertebral  end  plates. 

Thus,  infection  of  the  spine  as  shown  here 
due  to  staphylococcus  begins  usually  as  osteo- 
myelitis which  invades  the  disc  space.  This 
is  attributed  to  the  lytic  enzymes  of  the  bac- 
teria which  work  more  favorably  on  carti- 
lage and  fibrous  tissue  than  they  do  on  bone. 
Neoplasm  usually  remains  localized  in  the 
vertebral  body  as  it  follows  the  blood  supply 
which  is  present  in  bone  but  not  in  the  disc 
space.  Further,  neoplasm  tends  to  attack  the 
pedicles  relatively  much  more  frequently 
than  the  body  of  the  vertebrae. 

In  the  spine,  the  usual  offending  organisms 
are  the  tubercle  bacillus,  staphylococcus,  and 
brucella  organisms.  In  patients  with  sickle 
cell  disease,  the  salmonella  organisms  are 
quite  common.  Histories  are  a big  help  in  the 
differential  diagnosis  of  the  infection  group; 
the  above  history  is  an  extremely  common 
one  with  staphylococcus.  Staphylococcus  in- 
fection also  tends  to  produce  in  a shorter 
period  of  time  more  bone  destruction  and  to 
excite  more  sclerosis  and  peripheral  calcifica- 
tion than  do  other  bacteria. 
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THE  JOURNAL  OF  DR.  WILLIAM  JOSEPH  HOLT 
IN  THE  CRIMEAN  WAR 


JOSEPH  I.  WARING,  M.  D. 

Charleston,  South  Carolina 


In  1854  William  Joseph  Holt  of  Augusta, 
Georgia,  was  one  of  thirty  American 
postgraduate  medical  students  in  Europe 
who  volunteered  for  the  Russian  Medical 
Corps  in  the  Crimean  War.  Of  these,  Dr. 
Holt,  three  South  Carolinians,  and  a num- 
ber of  other  American  physicians  served  at 
the  siege  of  Sevastopol.  Among  his  friends 
and  companions  were  Dr.  Courtenay  King  of 
Charleston,  Dr.  Davega  of  Charleston  (pre- 
sumably Dr.  Columbus  Davega),  and  Dr.  E. 
R.  Turnipseed  of  Columbia.  With  other 
papers,  the  journal  of  his  experience  is  pre- 
served in  the  South  Caroliniana  Library  of 
the  University  of  South  Carolina  in  Columbia. 
It  gives  a vivid  account  of  his  travels  to 
Russia  and  his  service  at  Sevastopol  while  it 
was  under  siege  by  the  combined  Rritish, 
French  and  Turkish  forces.0 

When  the  Crimean  War  was  declared,  Rus- 
sian-Ameriean  feeling  was  very  cordial,  and  it 
was  natural  that  sympathizers  with  the  Rus- 
sian cause  would  cast  their  lots  with  this 
friendly  nation  in  distress.  There  was  also  an 
additional  attraction,  inasmuch  as  the  Russians 
offered  the  volunteers  several  times  the  pay 
allotted  to  their  own  surgeons  and  treated 
them  with  such  consideration  and  apprecia- 
tion that  some  jealousy  was  created  among  the 
Russian  regulars.  For  those  graduates  of 
American  medical  schools  who  were  follow- 
ing the  custom  of  the  times  of  obtaining  post- 
graduate instruction  by  walking  the  wards  of 
the  hospitals  in  Berlin,  Vienna,  and  particu- 
larly in  Paris,  combined  appeals  of  sympathy 
for  a good  cause,  the  offer  of  good  pay,  and 


Published  with  the  consent  and  approval  of  the 
South  Caroliniana  Library,  University  of  South  Caro- 
lina. E.  L.  Inabinett,  Librarian. 

This  publication  was  supported  by  PHS  Grant 
GM  06509. 


the  chance  for  obtaining  surgical  experience 
on  the  battlefield  must  have  been  strong. 

William  Joseph  Holt,  M.  D.,  son  of  William 
White  Holt,  a prominent  judge  of  Augusta, 
Georgia,  was  a student  at  the  South  Carolina 
College,  where  he  graduated  A.B.  in  1850, 
turning  then  to  the  Medical  College  of 
Georgia  and  pursuing  the  two  years  of  re- 
quired study  for  his  M.D.  degree.  Here  his 
preceptor  and  professor  of  surgery  was  Dr. 
L.  A.  Dugas,  a prominent  and  capable 
Georgia  surgeon  and  the  father  of  Mary 
Dugas,  who  was  later  to  become  Holt’s  wife. 

After  graduation  at  Georgia,  Dr.  Holt  spent 
a brief  time  in  Philadelphia  and  then  went  to 
Paris  to  complete  his  postgraduate  education 
under  the  authorities  of  the  time.  What  par- 
ticular circumstance  stimulated  his  interest  in 
service  in  Russia  is  not  recorded,  but  in  a 
letter  of  a later  date  he  said:  “I  did  not  join 
the  service  either  to  amuse  myself  or  for  the 
temptation  of  making  money,  but  to  devote 
myself  to  helping  those  who  need  me.  I came 
here  with  the  idea  of  being  as  useful  as  pos- 
sible.”1 

It  is  stated  that  thirty  American  surgeons 
and  physicians  obtained  positions  on  the 
Medical  Staff  of  the  Russian  Army  between 
the  opening  of  the  war  and  the  year  of  peace. 
Twenty  of  them  were  medical  students  in 
Paris  who  had  been  recruited  there  for  the 
Russian  Medical  Corps.  Many  of  them  were 
fated  for  early  deaths.  An  account  of  their  ex- 
periences says  that:  “Almost  half  of  the  Ameri- 
can doctors  in  Russia  during  the  Crimean 
War  fell  victims  to  such  diseases  as  typhus 


"Dr.  Holt  was  rather  free  with  his  spelling  of  Russian 
names.  An  attempt  has  been  made  to  correct  as 
many  as  could  be  identifed.  In  this  effort,  the 
assistance  of  Mr.  A.  Izvekov  of  the  Russian  Embassy 
in  Washington.  D.  C.,  has  been  most  valuable. 
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fever,  cholera,  and  smallpox,  diseases  which 
swept  away  more  human  lives  than  were 
lost  on  the  battlefield.”2 

Holt  joined  the  Russian  Medical  Service  at 
Brussels  on  July  30,  1854,  served  in  the  Army 
on  the  Danube,  spent  one  month  at  Kishinev 
and  one  month  at  Odessa,  where  he  helped 
care  for  the  wounded  of  the  Battle  of  the 
Alma.  He  then  proceeded  to  Simpheropol, 
later  to  Eupatoria,  and  finally  to  Sevastopol 
itself,  where  he  began  in  January,  1855,  a 
distinguished  service  during  the  furious 
siege,  a part  of  a struggle  which  was  later 
characterized  as  the  “most  ruinous,  most  cruel, 
and  least  justifiable  of  all  the  modern  cam- 
paigns.” The  journal  which  he  kept  gives 
graphic  and  often  gruesome  accounts  of  his 
many  operations,  of  the  lack  of  necessary 
clothing,  doctors  and  supplies  for  the  Rus- 
sians, and  of  the  same  deficiencies  among 
the  Allies  as  reported  to  him  by  prisoners  or 
deserters.®  It  gives  accounts  of  hospital  con- 
ditions and  reports  of  cases,  practically  all  of 
them  surgical  in  nature.  In  one  day  during 
the  pressure  of  the  evacuation  of  Sevastopol 
Holt  alone  performed  sixteen  major  opera- 
tions and  assisted  in  49  others. 

Perhaps  the  only  worthw  hile  product  of  this 
campaign  was  the  development  of  new  sur- 
gical techniques  and  of  military  nursing 
activities,  especially  the  famous  work  of  Flor- 
ence Nightingale.3 *  A similar  and  somewhat 
earlier  effort  on  the  part  of  the  Russians 
under  the  direction  of  the  Grand  Duchess 
Helena  Pavlovna  and  the  famous  surgeon 
Pirogoff®  ® produced  a corps  of  300  trained 
nurses  and  volunteer  helpers  which  was  to 
furnish  a model  for  use  in  our  own  civ  il  wa* r.1 
After  a bout  with  typhus  in  1854,  Holt  had 

°A  contemporary  account  of  the  Russian  Medical 
services  at  Sevastopol  gives  an  impression  that  facili- 
ties were  better  than  Holt  saw  them.  It  stated  that 
there  were  500  doctors  at  the  siege,  assisted  by  the 
Sisters  of  Charity  and  numerous  surgeons’  aides 
/feldshers).  It  also  noted  that  there  were  three 
principal  hospitals  and  several  branches,  one  at 
Simpheropol.  The  Hospital  de  l’Ouest  had  a capa- 
city of  3000  beds,  as  did  the  Hospital  de  L’Est. — 
Gazette  Medical  de  Strasbourg,  15th  year,  No. 
10:544  et  se</ . (October  27,  1855),  taken  from 
“Le  Service  Medical  Russe  a Sebastopol’’  in  the 
Gazette  d’Augsbourg,  Algemeine  Zeitung  (October 
5,  1855). 


a serious  attack  of  cholera.  He  paid  sincere 
tribute  to  the  nursing  care  which  he  re- 
ceived from  the  Russian  ladies.  Indeed,  it  may 
be  judged  that  all  of  his  activities  were  not 
warlike,  for  he  speaks  often  of  the  social  life 
of  the  higher  class  Russians,  and  appears  to 
have  made  many  firm  friends  among  medical 
and  civilian  companions. 

In  June,  1855,  he  requested  that  his  service 
be  terminated  (he  had  contracted  for  a year) 
and  finally  in  December  of  that  year,  having 
previously  achieved  the  rank  of  Lieutenant 
Colonel  and  after  receiving  decorations  from 
the  Czar,  including  Orders  of  St.  Anne  and 
St.  Stanislaus,  the  Sevastopol  medal  and  other 
honors,  he  started  his  long  trip  home  to 
Georgia.®®® 

Shortly  after  his  return,  he  married  Mary 
Dugas.  His  immediate  medical  activities  are 
not  recorded  but  in  1861  he  was  working  in 
the  Confederate  General  Hospital  at  Pensa- 
cola as  Acting  Assistant  Surgeon.  In  1862  he 
was  offered  a commission  as  surgeon  in  the 
19th  Alabama  Volunteers  and  moved  to  Dal- 
ton, Georgia,  where  he  remained  for  some 
time  in  charge  of  a hospital.  A letter  of  intro- 
duction from  one  of  his  friends  there  stated 
that  “he  is  held  in  very  high  esteem  by  his 
acquaintances,  not  only  as  a gentleman  but  as 
a very  superior  surgeon.”5  Later  he  joined  the 
5th  Georgia  Regiment,  proceeded  to  Chat- 
tanooga and  served  with  active  participation 
in  the  bloody  campaigns  of  Tennessee. 

* “Nikolai  Ivanovich  Pirogoff  was  an  outstanding  Rus- 
sian surgeon  who  served  as  consultant  at  Sevastopol 
from  March,  1854,  to  July,  1856.  His  letters  to  his 
wife  describe  the  campaign. — B.  M.  Fried,  “Piro- 
goff in  the  Crimean  Campaign,”  Bull.  N.  Y.  Acad. 
Med.,  31:519  (1955). 

oti0In  spite  of  his  honors  and  decorations,  Holt  had 
some  difficulty  in  obtaining  his  pay.  He  wrote  to 
General  Duschakoff  on  June  21,  1855:  “Now  after 
nine  months  of  duty  which  I have  spent  one  at 
Kishinev,  one  at  Odessa  and  seven  at  Simpheropol, 

I have  only  been  paid  2/3  or  334  Roubles  and  they 

have  refused  to  give  me  the  money  for  expenses  or 

to  give  me  the  difference  in  payment  ...  To  prove 

that  my  services  had  been  greatly  appreciated,  I 

received  the  award  of  St.  Anne  and  you  can 
imagine  my  surprise  when  my  salary  had  been  re- 
fused even  though  I had  completed  my  duties 
although  so  terribly  sick.  I am  flattered  with  the 
distinction  and  I will  keep  it  as  a permanent 
souvenir  of  this  campaign,  but  is  that  all  that  can 
be  given  to  me?  I do  not  think  so  . . .”  ( Holt  Papers, 
South  Caroliniana  Library). 
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July  of  1869,  or  perhaps  an  earlier  date, 
found  Holt  in  Montgomery,  Alabama,  pre- 
paring to  become  a physician-planter.  His 
affairs  went  poorly  at  first  and  in  1871  he 
was  driven  into  bankruptcy,  but  by  1872  he 
could  write  of  a very  busy  practice,  “going 
day  and  night.”  He  lived  out  an  active  and 
useful  life  until  1882.  He  was  described  as 
“a  friend  of  the  needy  and  an  ornament  of 
society.”  Several  published  eulogies  speak 
with  great  sincerity  of  the  high  regard  in 
which  he  was  held  and  picture  him  as  an 
ideal,  dedicated  and  skillful  man  of  medicine. 

A tribute  to  his  character  from  one  of  his 
Crimean  protegees,  a survivor  of  the  Charge 
of  the  Light  Brigade  read: 

“Though  the  requirements  of  his  duties 
have  taken  him  far  from  Sevastopol,  he  has 
left  there  a most  beautiful  reputation  for  his 
talents  in  a profession  which  he  exercised  with 
so  much  clemency  and  a large  number  of 
hearts  regretted  his  departure.  Providence 
has  given  him  that  most  precious  of  qualities, 
the  art  of  making  himself  beloved.”" 

Some  of  Dr.  Holt’s  surgical  experiences  are 
described  in  the  following  excerpts  from  his 
diary. 

18th  Sept.  Took  charge  of  my  wards  at  the  large 
Hospital  of  Kishinev,  my  charge  is  principally  in 
diseases  of  the  eye.  The  patients  have  been  most 
horribly  maltreated.  Several  gone  blind  from  pure 
mistreatment. 

I performed  several  operations,  once  for  terrigium 
[pterygium],  twice  punctured  the  anterior  chamber 
with  good  results  for  staphyloma  and  once  extracted 
the  crystaline  lens. 

13th  Oct.  While  at  Odessa  I had  charge  of  some 
of  the  340  wounded  at  the  battle  of  the  Alma  fought 
between  the  French  and  English  on  one  side  and 
Russians  on  the  other;  20th  Sept,  they  were  brought 
to  Odessa  by  an  English  steamer  ....  Went  in  the 
evening  and  reported  myself  at  the  comptoir  general 
of  the  Hospital  and  after  I had  finished  my  affairs 
there  called  on  Dr.  Tvitkoff  and  then  met  again  Dr. 
Schreiber  whose  acquaintance  I made  at  Jassi.  They 
seemed  very  glad  to  see  me,  told  me  that  there  were 
only  a few  ( ten ) doctors  and  7 or  8000  wounded 
soldiers  and  officers.  Told  me  to  come  around 
in  the  morning  and  commence  operating,  that  I would 
have  nothing  to  do  but  cut  and  that  after  I had 
finished  here  I would  probably  be  sent  to  Sevastopol 
to  operate. 

23rd  Nov.  Presented  myself  this  morning  to  Dr. 


Tvitkoff  and  after  a little  delay  he  conducted  me 
to  the  Hospital  and  told  me  that  I had  nothing  to  do 
but  occupy  myself  with  the  operations.  Such  a sight 
I never  before  beheld.  There  lay  before  me  thousands 
of  poor  soldiers,  dying  and  groaning.  I made  a hur- 
ried visit  with  the  chief  Dr.  Tvitkoff  who  introduced 
me  in  my  capacity  as  operator  to  several  other 
Doctors  and  the  poor  soldiers.  They,  as  soon  as  they 
heard  who  I was,  begged  my  services,  with  most 
heartrendering  entreaties.  I extracted  a ball  from  the 
breast  of  a patient  in  passing  and  went  to  the 
operating  room,  where  I amputated  the  humerus  of 
three  soldiers,  two  for  comminuted  fractures  of  the 
lower  fourth  of  the  humerus  and  one  of  the  articula- 
tion humero  cubital.  I employed  the  circular  procedy 
in  the  three  cases. 

25th  Nov.  Went  to  the  Hospital  and  extracted  some 
balls  and  performed  an  amputation  of  the  thigh  and 
disarticulation  humero-scapular  on  the  right  side  .... 
Just  as  I had  taken  the  arm  off  and  ligated  the 
artery,  I glanced  at  the  patient  and  saw  him  sinking 
very  fast.  He  was  exceedingly  weak  before  the  opera- 
tion commenced,  lost  a good  deal  of  blood,  and 
besides  that,  the  chloroform  was  administered  in  the 
vertical  position.  1 was  opposed  to  the  administration 
of  chloroform,  but  the  patient  demanded  it  and  I was 
overruled.  I immediately  had  him  placed  in  the 
horizontal  position  and  with  the  greatest  of  difficulty 
and  chance  restored  his  respiration  which  had 
entirely  ceased.  I never  shall  forget  my  feelings  on 
the  occasion.  I was  surrounded  by  a number  of 
surgeons  who  seemed  not  to  know  what  to  do,  were 
aghast  and  perfectly  useless  to  me.  My  friend  Dom- 
broffsky  seemed  to  be  the  only  one  possessed  of  him- 
self. What  was  my  joy  to  see  the  poor  fellow  faintly 
commencing  to  breathe!  When  the  excitement  ceased, 
I was  complimented  by  all  and  Dr.  Reisky  was  so 
rejoiced  that  he  came  and  kissed  me.  The  poor  patient 
was  carried  off  alive,  but  I am  afraid  he  will  not  long 
survive.  He  was  nearly  dead  before  the  operation,  it 
was  his  only  chance  for  life  and  what  little  chance 
there  was,  is  much  lessened,  by  his  recent  mis- 
fortune. It  has  learned  me  the  lesson,  never  to  be 
influenced  by  the  will  of  the  patient  against  my 
proper  judgment. 

26th  Nov.  Visited  as  many  of  the  wounded  as  I 
could  and  passed  to  the  operating  room  where  I per- 
formed an  amputation  of  the  forearm  of  an  officer, 
the  lower  third  of  the  leg  of  a soldier  and  two  am- 
putations of  the  arm.  I visited  my  previous  cases  and 
found  them  all  doing  well.  I was  especially  surprised 
to  find  the  case  of  humero-scapular  disarticulation 
doing  so  well,  my  hopes  for  his  life  are  a little  better. 
While  engaged  in  dressing  one  of  the  cases  of 
amputation,  the  feldsher  came  running  to  me  and  told 
me  that  there  was  a patient  dying  from  secondary 
hemorrhage.  I left  the  dressing  in  the  hands  of  my 
aide  and  arrived  immediately  at  his  bedside,  which 
I found  in  a pool  of  blood,  the  case  was  one  of  Dr. 
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Reisky’s,  amputation  of  the  thigh.  I ligated  the 
femoral  artery  and  arrested  the  hemorrhage,  but  the 
poor  fellow  expired  in  an  hour  afterwards. 

5th  Dec.  Went  to  the  Hospital  and  dressed  as  usual 
my  cases.  Found  the  case  operated  on  of  the  arm  on 
1st  Dec.  dying  and  also  one  of  the  leg  set  25th  Nov. 
in  a very  bad  state,  had  to  ligate  anew  the  anterior 
tibial  artery  on  account  of  secondary  hemorrhage. 
The  flaps  have  nearly  sloughed  off  and  the  wound 
is  in  a state  of  incipient  gangrene.  Went  also  to  assist 
my  friend  King  in  an  amputation  of  an  arm  of  an 
English  soldier.  Draper  and  Turnipseed  have  been 
ordered  to  Sevastopol  and  will  leave  as  soon  as  pos- 
sible. 

On  the  next  day  Dr.  Holt  became  ill  for  a 
period  of  two  weeks,  suffering  from  what  was 
said  to  be  typhus  fever. 

On  getting  well  I was  appointed  chief  of  another 
Hospital  called  the  Gubernskoe  pravlenie.  Here  I had 
my  hands  full  for  a while  in  endeavoring  to  arrange 
the  terrible  Pest-House.  Here  were  sent  the  sick  and 
wounded  prisoners  on  the  lower  story  and  Russians 
upstairs.  Oh!  In  what  a terrible  condition  were  the 
poor  soldiers.  Hacked  and  pierced  with  many  wounds 
which  might  well  be  the  envy  of  a general.  There  lay 
the  poor  fellows  on  straw  on  the  floor,  actually  rotting 
with  the  straw  under  them.  They  were  almost  piled 
in  heaps  and  many,  many  had  not  seen  clean  linen 
for  six  weeks.  As  I said  they  lay  on  straw  on  the 
floor  and  cases  of  typhus  fever,  diarrhoea,  etc.  etc. 
were  crowded  indiscriminately  with  gangrenous 
wounds,  etc.  The  poor  fellows  many  of  them  were 
too  weak  to  go  out  for  the  purpose  of  performing  the 
calls  of  nature  and  there  they  lay  like  hogs  fastened 
up  in  a close  room  and  rotting  upon  their  own  filth. 

I performed  several  operations  among  which  as 
most  important  I will  cite  an  amputation  of  thigh,  leg 
and  arm.  I resected  and  disarticulated  several  fingers 
and  toes  and  extracted  a curiously  shaped  ball  from 
the  anterior  part  just  in  front  of  the  elbow  joint  be- 
tween the  bifurcation  of  the  brachial  artery.  The  ball 
had  entered  the  arm  externally,  just  above  the  in- 
sertion of  the  deltoid  and  had  resisted  the  scrutinizing 
search  of  the  famous  Pirogoff.  On  the  12th  February 
1855,  I paid  my  tribute  to  my  imprudence,  by  an 
attack  of  typhus  fever.  I was  sick  a month,  had 
petechiae  very  marked  and  remained  in  a complete 
state  of  unconscienceness  for  ten  days. 

Upon  again  recovering  I was  appointed  Surgeon 
of  a Hospital  called  the  Salle  De  Noblesse  and  there 
had  a great  many  interesting  cases,  having  amputated 
successfully  a thigh,  three  arms  and  one  forearm,  once 
for  chopart,”  disarticulated  many  toes  and  fingers 
and  performed  a very  pretty  operation  on  the  hand 
having  removed  the  little,  ring  and  middle  fingers 
with  the  corresponding  metacarpal  bones  at  the  carpo- 
metacarpal articulations  and  thus  saving  the  fore- 

0 Amputation  of  the  foot. 


finger  and  thumb  which  was  declared  impossible  by 
my  chief  and  several  surgeons.  About  this  time  we 
heard  of  the  distressing  and  melancholy  news  of  the 
death  of  our  friends  King  and  Draper.  Poor  King 
died  at  Kertch  on  the  13th  March00  and  Draper  at 
Sevastopol  on  the  20th  March.  They  both  died  of 
Typhus  Fever. 

On  account  of  my  bad  health  caused  by  frequent 
illnesses,  cholera  twice,  with  chronic  diarrhoea  I was 
compelled  to  leave  the  camp  before  Eupatoria  and 
treat  myself  seriously  at  Simpheropol  and  in  the 
country'  near  there — 25  versts — at  a most  excellent, 
kind  and  motherly  ladie’s  Madame  Groten.  I left 
Eupatoria  the  15th  July  and  being  compelled  to  treat 
myself  seriously,  I remained  with  my  friend  Read 
until  the  first  August,  when  Mr.  Groten  sent  in  for 
me  and  I and  Dr.  Morton  of  Tenn.  who  had  just  come 
from  Sevastopol  sick  went  out  together. 

Aug.  26  — September  8.  During  this  period 
Dr.  Holt  records  numerous  major  operations, 
many  of  them  amputations  of  the  thigh.  He 
described  one  of  these  as  a sort  of  contest: 

Today  I was  called  on  by  my  Chief  my  old  friend 
Dr.  Reisky  to  amputate  the  thigh  of  a Soldier,  who 
was  obliged  to  loose  both  thighs.  A German  doctor 
was  engaged  with  the  other  thigh  and  as  he  is 
extremely  jealous  of  me  and  as  both  operations  were 
of  the  same  nature  on  the  same  patient  I have  every 
reason  to  believe  that  our  Chief  made  a test  of  our 
skill.  I made  a most  beautiful  operation  and  had 
finished  dressing  my  thigh  while  the  German  was 
taking  up  his  arteries.  The  old  doctor  took  me  aside 
and  proclaimed  me  victor. 

9th  Sunday,  Sept.,  1855.  Sevastopol  was  evacuated 
last  night  by  the  Russians  and  the  scene  is  one  of 
the  most  heart-rendering,  pitiable,  that  man  can 
possibly  imagine  ....  I assisted  today  in  perform- 
ing 49  operations  and  performed  myself  two  amputa- 
tions of  the  thigh,  three  of  the  leg,  two  of  the  fore- 
arm, four  arms,  three  arms  at  surgical  neck  of  the 
Humerus  and  two  fingers,  one  at  the  carpo-metacarpal 
articulation  and  other  at  phalange-metacarpal— 
making  in  all  16.  A pretty  good  day’s  work! 

10th  Sept.  Sevastopol  still  burning  and  everything 
perfectly'  quiet.  The  silence  which  is  interrupted  now 
and  then  by  an  explosion  is  almost  as  terrible  as  the 


°°I  have  just  received  the  painful  intelligence  from 
Simpheropol,  of  the  death  of  Dr.  King,  one  of  the 
young  American  surgeons  in  the  Russian  Service: 
He  died  at  Kertch  of  malignant  typhus  fever.  He 
was  much  beloved  by  all  who  knew  him,  and  the 
news  of  his  decease  will  be  a severe  blow  to  his 
relatives  and  friends  in  Charleston,  South  Carolina. 
I am  not  informed  at  what  time  he  died,  but  prob- 
ably about  the  middle  of  the  month  of  March.  I 
believe  he  was  related  to  the  editor  of  the  Charles- 
ton Courier.  — Letter  from  Thomas  II.  Seymour, 
St.  Petersburg,  April  26,  1855,  in  the  National 
Archives. 
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noise  of  the  bombardment.  I performed  today  chopart 
once,  exarticulated  at  the  shoulder,  amputated  two 
thighs,  two  legs,  three  arms,  one  forearm  and  two 
fingers. 

11th  Sept.  I performed  chopart  on  a soldier  while 
my  Chief  Dr.  Reisky  was  engaged  in  performing  the 
same  operation  on  the  other  foot  of  the  patient.  I 
also  amputated  a thigh,  three  legs,  three  arms  at 
Surgical  neck  of  Humerus,  two  arms  at  lower  third 
and  cut  off  three  fingers  of  a French  prisoner  and 
one  finger  of  an  Englishman. 


12th  Sept.,  1855.  Times  are  beginning  to  grow 
pretty'  warm  in  our  quarter.  The  French  have  com- 
menced shooting  at  a battery  on  the  hill  back  of  our 
Hospitals,  putting  us  between  the  fire  and  today  I 
saw  six  or  eight  bombs  very  near  me.  I amputated 
today  six  thighs,  one  leg,  one  arm  at  lower  third,  one 
at  upper  third,  one  at  surgical  neck  and  disarticulated 
Scapulo-humero  twice — for  the  last  ten  days  we  have 
been  working  every  day  from  6 o’clock  in  the  morn- 
ing and  performed  the  last  operation  by  candlelight. 
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The  peroneal  compartment  syndrome.  Emmett  M. 
Lunceford,  Jr.,  M.  D.  (Columbia).  Southern  Med  J 
58:621-623  (May)  1965. 

Peroneal  compartment  syndrome  or  ischemic 
necrosis  of  the  peroneal  muscles  is  an  uncommon 
lesion.  It  is  similar  to  the  anterior  tibial  compartment 
syndrome.  In  each  there  is  a rapid  onset  with  sub- 
sequent necrosis  of  the  muscles.  If  allowed  to  progress, 
a peroneal  compartment  syndrome  can  produce  a 
complete  drop  foot  with  resultant  inability  to  utilize 
the  foot  normally  in  walking.  The  case  report  is  that 
of  a young  white  female  who  developed  the  syndrome 
after  prolonged  standing  and  walking.  She  sub- 
sequently developed  pain  in  the  leg  that  persisted  and 
was  seen  by  the  author  5 days  after  onset.  Six  days 
after  onset  the  involved  area  in  the  leg  was  explored 
and  a very  taut  fascia  over  the  peroneal  compartment 
was  found.  On  excising  the  fascia  the  peroneal  muscle 
was  found  to  be  gray  to  white  with  a few  areas  of  red 
muscle  fibers.  The  anterior  tibial  compartment  was 
inspected  and  the  muscle  found  to  be  red  and 
healthy. 

The  patient’s  postoperative  course  was  satisfactory. 
She  gradually  regained  dorsiflexion  of  the  ankle  and 
sensation  returned. 

The  etiology  of  this  condition  is  unknown.  It  is 
felt  to  be  due  to  some  vascular  irritation  producing 
arterial  spasm.  In  this  particular  case  the  peroneal 
artery  was  not  visible  on  arteriogram  and  it  is  felt  that 
this  blockage  or  absence  of  blood  supply  played  a 
part  in  the  production  of  the  syndrome. 


Use  of  the  Moore  self-locking  vitallium  prosthesis 
in  acute  fractures  of  the  femoral  neck— Emmett  M. 
Lunceford,  Jr.,  M.  D.  (Columbia).  Bone  Joint  Surg 
47- A:  832-841  (June)  1965. 

Use  of  the  vitallium  Moore  prosthesis  in  190  acute 
fractures  has  been  discussed,  operative  indications 
presented,  and  modifications  of  Austin  Moore’s  origi- 
nal technique  described.  The  new  I-beam  type  of 
intramedullary  stem  attached  to  the  prosthesis  is 
described  as  well  as  the  technique  of  its  insertion. 
Indications  for  primary  prosthetic  replacement  in 
acute  fractures  include:  old  age,  mental  disease,  pa- 
tient receiving  shock  therapy,  Parkinson’s  disease,  con- 
ditions causing  confinement  to  a wheel  chair  or  bed. 
pathological  fractures,  rheumatoid  arthritis,  irradiation 
osteitis,  caisson  disease,  and  congenital  hip  dysplasia, 
and  traumatic  dislocation  of  the  hip  with  fracture  of 
the  femoral  head. 

Some  of  the  causes  of  a painful  prosthesis  are  dis- 
cussed. These  include:  infection,  improper  prosthetic 
seating,  metallic  corrosion  and  tissue  reaction,  im- 
proper head  size,  toggle  or  acetabular  wandering,  con- 
tractures, periarticular  ossification  or  calcification,  and 
redundant  ligamentum  teres. 

Results  of  the  operation  are  encouraging  and  success 
is  directly  proportional  to  the  surgeon’s  wisdom  in 
selecting  cases,  operative  skill,  and  understanding  of 
physiological  and  mechanical  problems,  combined 
with  prolonged  proper  postoperative  management. 
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The  one  thing  we  can  expect  in  these  times  is 
change.  Looking  back  over  1965  we  are  astounded  at 
what  has  actually  happened  within  a period  of  twelve 
months.  We  freely  predict  that  this  past  year  will  be 
known  as  the  Year  of  Change.  Not  only  have  there  been 
outstanding  advances  in  the  field  of  scientific  medicine 
but  there  have  been  developments  in  other  spheres,  pro- 
grams instigated  or  put  into  effect,  which  will  affect  the 
life  and  work  of  every  practicing  physician. 

The  federal  government  has  enacted  laws  which  will 
have  profound  influence  upon  the  health,  the  welfare, 
and  the  medical  care  of  our  people— Medicare,  provision 
for  regional  medical  complexes,  the  antipoverty  program,  expanded  Kerr-Mills  benefits. 

Congress  has  passed  the  1965  Civil  Right  Bill  which  has  affected  the  administration  and 
work  of  hospitals  and  other  medical  institutions. 

Provision  has  been  made  for  expansion  of  federal  services  and  assistance  to  public  schools 
and  universities. 

A new  group  of  leaders  in  governmental  medical  affairs  has  appeared  in  Washington:  John 
Gardner,  Secretary  of  H.E.W.;  Phil  Lee,  M.  D.,  Assist.  Secretary,  H.E.W.;  William  Stewart, 
M.  D.,  Surgeon  General  of  the  Public  Health  Service. 

The  Department  of  H.EAV.  is  carrying  on  discussion  with  leaders  of  the  AMA  regarding 
the  regulations  involved  in  implementing  Medicare. 

Provision  has  been  made  for  the  appointment  of  a new  Board  of  Trustees  for  the  Medical 
College  of  S.  C. 

A new  President  of  the  Medical  College  of  S.  C.  has  been  named  — Dr.  William  M.  Mc- 
Cord. 

It  has  been  interesting  to  watch  the  reaction  of  physicians  to  these  changes— there  has  been 
no  unanimity  of  opinion.  Some  applaud  the  programs  which  have  been  started,  others  oppose 
every  action  which  draws  the  government  into  the  health  picture.  Some  contend  that  since  the 
law’s  have  been  enacted  it  is  the  function  of  the  physician  to  cooperate  with  the  government  in 
administering  the  laws— reserving  the  right,  however,  to  criticize,  and  to  attempt  to  change  or 
modify  the  laws  as  deemed  desirable.  Othere  maintain  that  the  laws  do  not  require  cooperation 
and  that  non-cooperation  should  be  the  course  of  action.  Some  are  rebellious  and  insist  upon 
aggressive  action  and  opposition.  Others  accept  the  changes  as  part  of  a world-wide  social 
revolution  and  advise  physicians  to  accept  them  and  to  attempt  to  lead  the  forces  at  work. 

In  the  discussion  which  is  now  going  on  among  members  of  our  Association  and  among  the 
physicians  of  the  country,  I would  urge  that  we  accept  the  following  code  of  conduct  for  our 
debate— argue  with  reason  and  not  with  emotion,  present  facts  and  not  fiction,  give  others 
credit  for  being  intelligent,  respect  the  sincerity  and  honesty  of  your  opponent,  and  be  cour- 
teous. 

Julian  P.  Price,  M.  D. 
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Editorials 


The  Metric  System 

Efforts  have  been  made  for  many  years  to 
change  our  present  system  of  weights  and 
measures  over  to  the  metric  system.  Many 
people  use  a mixture  of  the  two  and  while  in 
scientific  circles  there  is  an  increasing  leaning 
toward  the  metric  system,  its  adoption  as  a 
national  measure  is  still  not  popular. 

A national  survey  indicated  that  54  percent 
of  business  people  opposed  the  change,  41 
percent  supported  it,  and  5 percent  sit  on  the 
fence.  South  Carolina  showed  40  percent  in 
favor,  50  percent  opposed,  and  10  percent 
mugwumps.  The  United  States  and  England 
appear  to  he  the  only  countries  which  hold 
out  for  the  older  system.  Opposition  to  the 
change  is  centered  largely  on  the  cost  of 
replacing  scales,  specifications,  and  many 
other  details  essential  to  business. 


Microfilmed  Journal 

For  those  who  wonder  what  the  future  fate 
of  the  medical  journal  might  he,  there  is  food 
for  thought  in  the  announcement  of  the  first 
microfilmed  journal  in  the  medical  field.  The 
International  Microfilm  Journal  of  Legal 
Medicine  has  appeared  and  is  to  be  had  either 
in  conventional  microfilm  or  on  microcards, 
4x6  inches  in  size,  which  latter  can  accommo- 
date 98  pages  of  the  usual  size.  These  thin 
cards  offer  tremendous  advantages  in  the  mat- 
ter of  storage  and  a thousand  pages  on  the 
cards  can  he  stored  in  an  area  an  eighth  of  an 
inch  in  thickness.  The  chief  catch  for  the 
ordinary  fellow  is  that  he  must  have  available 
or  purchase  a viewer  which  costs  at  least  $125. 
It  is  not  likely  that  this  trend  will  overwhelm 
current  medical  journalism  to  any  great  extent 
in  the  near  future. 


Cigarettes,  No 

The  American  Cancer  Society,  firm  in  its 
conviction  that  the  smoking  of  cigarettes  is  a 
very  hazardous  occupation,  has  put  responsi- 


bility for  reducing  or  abolishing  the  habit 
clearly  on  the  physicians  of  the  country.  The 
Board  of  the  Society  resolved  that  the  physi- 
cian be  urged  to  recognize  the  importance 
of  his  own  attitude  and  action  as  a non-cigar- 
ette smoker,  thereby  setting  a firm  example  for 
his  patients.  But  the  physician  is  urged  to  go 
further  and  to  make  a positive  approach  to- 
ward discouraging  cigarette  smoking,  explain- 
ing the  hazards  involved  and  the  difficulty 
of  breaking  the  habit  once  established.  A great 
many  medical  societies  and  health  groups 
have  already  gone  officially  on  record  in 
recognizing  the  health  hazards  of  cigarette 
smoking,  but  probably  the  most  important 
element  in  the  medical  field  is  the  individual 
physician  himself  who  can  make  close  contact 
with  his  patient. 


Abou  Ben  Doctor 

And  lo!  The  doctor’s  name  led  all  the  rest. 
So  said  Changing  Times  recently  in  its  listing 
of  incomes.  The  physicians  median  annual 
earnings  of  1959  were  $14,561.  The  current 
estimate  is  $16,000,  with  a considerable  gap 
between  this  and  the  nearest  competitor’s. 

Presumably  this  represents  net  income.  How 
the  estimate  was  made  is  not  specified. 
Dentists,  medical  science  professors,  and 
osteopaths  occupy  lower  rungs.  Maybe  our 
glittering  gold  (or  a reasonable  substitute  for 
it)  does  give  some  reflection  on  our  slightly 
shopworn  image. 


Verbal  Prejudices 

Every  editor  — or  anybody,  for  that  mat- 
ter — is  entitled  to  certain  prejudices  related 
to  the  use  of  certain  words  and  expressions. 
No  doubt  the  list  below  might  be  justified, 
but  for  this  editor  they  cause  a sort  of  crawl- 
ing of  the  vocabulary. 

And/or  — The  origin  of  the  use  of  this 
oddity  is  blamed  on  British  bureaucracy  — 
“to  be  avoided  in  selfrespecting  speech  or 
writing”  says  one  commentator. 
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Presently  — Until  now,  this  meant  “before 
long.”  Now  it  means  “now.”  What’s  wrong 
with  “now”? 

Reveal  — In  medicalese,  examinations  seem 
to  “reveal”  incessantly,  but  not  in  the  tried  and 
true  implication  of  superhuman  participation. 

“This”  is  true  — What  happened  to  “that”? 

“X-rays”  are  invisible,  but  films  and  plates 
can  be  seen  and  read. 

Our  readers  must  have  many  more  verbal 
aversions  which  might  be  added  to  this  index 
expurgatorius.  Comments  are  invited. 


LETTER  TO  THE  EDITOR 

November  26,  1965 

The  Editor: 

President  Julian  P.  Price’s  article  on  The  President’s 
Pages  of  the  November  number  of  The  Journal  is  an 
interesting  and  well-planned  discussion  of  the  present 
status  of  nursing  education  in  South  Carolina.  It 
reflects  the  characteristic  kindliness  and  magna- 
nimity of  the  author.  Dr.  Price  is  noted  for  his  sense 
of  fairness  and  for  his  generosity  toward  those  whose 
opinions  differ  from  his. 

There  is  no  doubt  that  the  program  of  nursing 
education  is  in  a state  of  rapid  change.  The  changes 
are  necessary  to  fill  rapidly  changing  opportunities 
and  needs  for  nurses.  The  scope  of  their  services 
extends  far  beyond  those  of  bedside  nursing.  They 
are  also  necessary,  if  South  Carolina  trained  nurses 
shall  be  eligible  for  license  to  practice  in  other  states. 

As  Dr.  Price  states,  the  old  hospital  training  schools 
are  rapidly  disappearing.  They  are  being  replaced  by 


the  diploma  schools  with  four  or  five  year  courses, 
leading  to  the  B.S.  degree  in  nursing  and  the  Associ- 
ate degree  schools,  with  two  year  courses  in  basic 
sciences  and  techniques  along  with  a smattering  of 
studies  in  the  liberal  arts. 

The  school  of  nursing  in  the  Medical  College  of 
South  Carolina  is  in  transition  from  a certificate  hos- 
pital school  to  a diploma  school.  The  change  is  being 
made  to  help  meet  the  needs  of  South  Carolina  for 
better  educated  nurses,  prepared  for  teaching  and 
administration  and  who  have  the  basic  educational 
requirements  to  go  on  to  postgraduate  training  as 
specialists  in  teaching,  and  higher  administrative  posi- 
tions and  in  public  health  and  other  more  technical 
work  in  the  field  of  nursing. 

As  Dr.  Price  points  out,  it  has  been  difficult  for 
doctors  to  adjust  their  attitudes  to  that  of  more 
highly  educated  nurses,  and  to  relegation  of  kindly, 
skillful  bedside  nursing  to  more  technical  and  more 
impersonal  nursing  services.  They  have  also  found  it 
difficult  to  adjust  themselves  to  the  attitude  of  in- 
dependence which  is  being  drilled  into  students  of 
nursing.  Nurses  are  being  taught  that  nursing  is  no 
longer  a profession  subservient  to  that  of  medicine, 
that  nurses  are  colleagues  but  not  servants  of  the  doc- 
tor. and  that  they  are  no  longer  sisters  of  the  doctor 
with  claims  to  patronizing  protection  and  affection 
of  master  toward  servant. 

Unfortunately,  the  leaders  of  nursing  education 
have  gone  too  far  in  demanding  the  independence  of 
the  nurse,  and  her  professional  prerogative  in  patient 
care. 

No  doubt  in  time  the  pendulum  will  swing  back 
and  the  nursing  profession  and  the  medical  profession 
will  each  become  adjusted  to  an  attitude  of  respect 
one  for  the  other,  and  to  the  reestablishment  of  an 
esprit  de  corps,  and,  perhaps,  even  to  a true  affection 
one  for  the  other. 

J.  Decherd  Guess,  M.  D. 


EXCERPTS  FROM  A 
REPORT  ON  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 

American  Medical  Association 
November  28  — December  1,  1965 

“Usual  and  Customary”  and  Prevailing  Fees 


One  of  the  most  controversial  issues  before  the 
Mouse  and  the  Reference  Committee  on  Insurance 
and  Medical  Service  was  the  “usual  and  customary” 
fee  concept  and  the  prevailing  fees  program  of  the 
National  Association  of  Blue  Shield  Plans. 

The  House  reaffirmed  its  support  of  the  “usual  and 
customary”  fee  concept  as  the  basis  for  reimbursing 
physician  participants  in  government  programs  at  all 
levels  of  government.  It  also  urged  “the  individual 
physician’s  usual  and  customary  fee  concept  to  all 
third  parties.” 

It  took  this  action  after  modifying  a Board  of 
Trustees’  report  on  the  new  “prevailing  fees”  program 
of  NABSP.  The  modified  report  recommended: 


“That  the  concept  of  the  prevailing  fees  program 
of  the  NABSP  be  noted  as  one  of  the  methods  of 
compensation  in  those  regions  where  the  prevailing 
fees  program  is  approved  by  the  local  or  state  medi- 
cal society.” 

In  its  report,  the  Board  recalled  a statement  adopted 
by  the  House  at  the  1965  Annual  Convention,  which 
recommended  that  when  government  assumes  finan- 
cial responsibility  for  an  individual’s  health  care,  re- 
imbursement for  professional  services  should  be  on  the 
same  basis  as  in  the  case  of  other  indispensable  ele- 
ments of  health  care. 

“Therefore,  reimbursement  for  the  services  of  phy- 
sicians participating  in  government-supported  pro- 
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grams  should  be  on  the  basis  of  ‘usual  and  customary’ 
fees,”  the  statement  said. 

Billing  and  Payment  for  Medical  Services 

Eight  statements  on  fees  charged  by  physicians  for 
medical  services  were  affirmed  by  the  House.  These 
are  applicable  “irrespective  of  whether  such  fees  are 
paid  by  the  patient,  or  paid  or  reimbursed  in  whole 
or  in  part  under  Public  Law  89-97.  or  any  other  third 
party  plan,”  the  House  stated.  Here  are  the  eight 
statements: 

“1.  The  intimate  relationship  between  physician 
and  patient  is  served  best  without  the  interposition  of 
any  third  party  carrier,  whether  in  the  area  of  diag- 
nosis and  treatment  or  the  payment  for  these  services. 

“2.  It  is  the  patient’s  responsibility  to  deal  with 
third  party  carriers  in  the  area  of  financial  assistance 
provided  that  the  physician  is  at  all  times  mindful  of 
his  obligations  to  the  patient  under  Section  I of  the 
Principles  of  Medical  Ethics. 

“3.  The  physician-patient  relationship  is  served 
best  when  there  is  an  advance  understanding  regard- 
ing the  payment  of  fees  and  the  physician  bills  the 
patient  directly  for  services  rendered.  However,  the 
physician  is  ethically  free  to  choose  in  each  case  the 
manner  in  which  he  is  to  be  compensated,  based 
upon  the  exercise  of  his  independent  judgment. 

“4.  The  American  Medical  Association  does  not 
approve  of  any  program  which  may  directly  or  in- 
directly promote  the  charging  of  excessive  fees  or 
which  interferes  witli  the  physician’s  right  to  charge 
fees  commensurate  with  the  services  he  renders. 

“5.  The  American  Medical  Association  opposes  any 
program  of  dictation,  interference,  or  coercion, 
whether  direct  or  indirect,  affecting  the  freedom  of 
choice  of  the  physician  to  determine  for  himself  the 
extent  and  manner  of  participation  or  financial  ar- 
rangement under  which  he  shall  provide  medical  care 
to  patients  under  Public  Law  89-97,  or  other  third- 
party  plans. 

“6.  It  should  be  remembered  that  insurance  does 
not  create  any  new  wealth.  It  merely  assists  in  con- 
servation. Insurance  may  conserve  the  ability  of  an 
insured  person  to  fulfill  his  normal  financial  obliga- 
tions. It  does  not  enhance  his  ability  to  discharge 
added  responsibilities  if  they  are  in  the  form  of  in- 
creased fees.  To  use  insurance  as  an  excuse  to  revise 
professional  fees  upward  is  but  to  contribute  to  the 
defeat  of  its  purpose.  If  these  indisputable  and  self- 
evident  facts  are  not  embraced  by  the  entire  member- 
ship of  the  profession,  then  it  will  have  dealt  irrepar- 
able harm  to  the  whole  movement.  Also,  any  such 
failure  might  give  impetus  to  whatever  demand  now 
exists  for  forcing  rigid  benefit  schedules  on  the  pro- 
fessional. (The  foregoing  is  from  a report  of  the 
Council  on  Medical  Service  to  the  House  of  Dele- 
gates at  the  Clinical  Meeting  in  1954). 

“7.  The  charging  of  an  excessive  fee  is  unethical 
and  is  contrary  to  Section  7 of  the  Principles  of  Medi- 
cal Ethics.  The  physician’s  fee  should  be  com- 
mensurate with  the  services  rendered  and  the  pa- 
tient’s ability  to  pay.  (The  foregoing  is  from  a report 


of  the  Judicial  Council  which  was  approved  by  the 
House  of  Delegates  of  the  Clinical  Meeting  in  1960). 

“8.  It  is  not  contrary  to  conscience  for  the  physi- 
cian to  consider  the  patient’s  ability  to  pay  if  he  fixes 
his  particular  fee  within  reasonable  limits.  In  matters 
relating  to  fees,  the  physician  should  try,  to  the  best 
of  his  ability,  to  insure  justice  to  the  patient  and  him- 
self and  respect  for  his  profession.  (The  foregoing  is 
from  an  opinion  of  the  Judicial  Council  in  1958).” 
Membership  Dues 

A $25-a-year  increase  in  membership  dues, 
effective  Jan.  1,  1967,  was  endorsed  by  the  House 
when  it  was  informed  by  the  Board  that  additional 
income  will  be  needed  by  then  to  avoid  deficit 
spending. 

The  increase,  to  $70  a year  for  the  AMA’s  165,000 
dues-paying  members,  will  go  before  the  House  for 
final  action  at  the  1966  Annual  Convention  because 
AMA  Bylaws  state  that  annual  dues  may  be  pre- 
scribed by  the  House  only  for  the  ensuing  calendar 
year. 

Board  Chairman  Percy  E.  Hopkins,  M.  D.,  told 
the  House  that  “during  1964  and  1965.  the  AMA  will 
have  incurred  an  operating  deficit  of  more  than  1 
million  dollars.”  The  budget  for  1966,  he  said,  is  now 
narrowly  in  balance. 

“In  a society,”  Doctor  Hopkins  said,  “which  has 
adopted  inflation  as  a national  policy  and  in  which 
our  system  of  medical  care  has  become  a pawn  of 
politicians,  it  is  not  realistic  to  expect  that  we  can 
limit  tomorrow’s  programs  to  yesterday’s  income. 
Already  demands  are  mounting  from  medical  societies 
and  physicians  for  a stronger  and  more  effective 
AMA.  These  needs  must  be  met  and  they  must  be 
adequately  financed.” 

Doctor  Hopkins  said  that  AMA’s  income  in  1960 
was  just  under  16  million  dollars,  while  in  1966  it 
will  exceed  27  million,  an  increase  of  11  million. 
“This  represents  increases  of  3.9  million  dollars  from 
membership  dues,  4.3  million  in  advertising  revenue, 
and  2.8  million  from  other  sources. 

“During  this  same  period,”  he  stated,  “the  chal- 
lenges thrust  upon  the  Association  required  even 
greater  expenditures— from  15.7  million  dollars  in 
1960  to  a need  for  27.6  in  1966.” 

In  support  of  the  dues  increase,  the  House  noted 
that  AMA’s  dues-paying  members  provide  less  than 
30  per  cent  of  the  Association’s  income. 

Federal  Health  Care  Laws 

The  House  took  a number  of  actions  with  regard 
to  federal  health  care  laws  passed  in  1965,  such  as 
PL  89-97  (Medicare)  and  PL  89-239  (the  Heart 
Disease,  Cancer  and  Stroke  Amendments).  These 
actions  included: 

—“That  the  AMA  immediately  seek  remedial 
action  to  delete  the  requirement  in  Public  Law  89-97 
that  a patient  be  hospitalized  to  establish  eligibility 
for  nursing  home  care.” 

—“That  the  AMA  immediately  seek  remedial  action 
to  amend  Public  Law  89-97,  Part  B,  Title  XVIII,  by 
deleting  the  word  ‘receipted’,  from  Section  1842  — 
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Part  3.  Item  B,  line  (ii),  and  substituting  ‘such  pay- 
ment will  be  made  on  the  basis  of  a method  of  pay- 
ment so  arranged  to  preserve  and  continue  the  pro- 
fessions current  practice  of  billing.’  ” Also  approved 
“that  the  AMA  recommend  that  the  Department  of 
Health.  Education  and  Welfare  establish  that  an 
agreement  for  payment  between  the  patient  and 
physician  constitutes  valid  evidence  of  services 
rendered.” 

—Authorized  a study  of  the  constitutionality  of 
PL  89-97  by  calling  on  the  Board  to  “take  such 
action  as  may  be  necessary  and  appropriate  to  pro- 
vide for  the  study  and  investigation  of  all  aspects  of 
PL  98-97  for  the  purpose  of  determining  possible 
court  action  to  test  the  legality  and  constitutionality 
of  any  provision  or  regulation  issued  under  the  law,” 
and  authorized  the  Board  to  “initiate  such  legal  pro- 
ceedings as  it  may  deem  advisable  to  implement  the 
purpose  and  intent  of  this  resolution.” 

—Endorsed  the  Council  on  Medical  Services’ 
recommendation  “that  the  state  and  local  medical 
societies  be  urged  at  this  time  to  assume  leadership 
in  the  establishment  of  local  advisory  committees” 
under  the  Heart  Disease,  Cancer  and  Stroke  Amend- 
ments of  1965.  The  House  noted  that  a National 
Advisory  Council  under  PL  89-239  already  has  been 
appointed  by  federal  officials  and  that  the  AMA  was 
not  given  an  opportunity  to  recommend  possible 
appointees  to  the  Council.  “Therefore,”  the  House 
declared,  “active  physician  participation  at  the  state 
and  local  levels  is  of  utmost  importance.” 

—Urged  HEW  to  “seek  consultation  with  practicing 
physicians”  in  formulating  regulations  under  Title 
XIX  as  has  been  done  under  Title  XVIII  of  the 
medicare  law.  It  also  instructed  the  AMA  President 
and  AMA  Advisory  Committee  to  HEW  to  “offer  and 
urge  such  consultation.” 


—Adopted  a resolution  that  the  Board  “continue  to 
seek,  through  all  appropriate  means,  the  implementa- 
tion and  administration  of  federal  medical  and  health 
programs  other  than  those  of  the  Armed  Forces  and 
Veterans’  Administration  by  the  Surgeon  General  of 
the  Public  Health  Service,  and  especially  those  pro- 
grams under  Title  XIX  of  PL  89-97.” 

Other  Important  Actions 

Disapproval  was  expressed  by  the  House  of  portions 
of  the  Coggeshall  report,  “Planning  for  Medical 
Progress  Through  Education.”  published  earlier  this 
year  by  the  Association  of  American  Medical  Colleges. 
The  House  opposed  “the  basic  philosophy”  of  portions 
of  the  report;  such  as: 

—That  the  AAMC  should  “serve  as  spokesman  for 
organizations  concerned  with  education  for  health  and 
medical  sciences”  and  “no  other  organizations  is  in  a 
comparable  position  to  bring  together  and  express  a 
comprehensive  view.” 

—That  “the  professional  aspects  of  education  for 
health  and  medical  sciences  should  be  regarded  as  an 
essential  function  and  fully  integrated  component  of 
university  organization,  with  decreasing  dependence 
upon  or  control  by  organized  professions  and  their 
related  associations.” 

A policy  statement  on  federal  aid  to  medical  educa- 
tion was  adopted  by  the  House.  It  urges  that  ( 1 ) a 
major  objective  of  the  policies  of  the  AMA  should  be 
to  place  the  control  of  the  full  range  of  medical  school 
functions  in  their  institutional  governing  bodies,  (2) 
action  of  the  AMA  should  be  designed  to  achieve  this 
objective  by  proposal  of  appropriate  legislation,  and 
(3)  the  AMA  should  foster  diverse  sources  of  support 
for  medical  schools  under  circumstances  that  prevent 
any  extramural  source  from  exercising  controlling  in- 
fluence. 


News 


William  Osier  Medal 
Student  Essay  Contest 

The  William  Osier  Medal  of  the  American  Associa- 
tion for  the  History  of  Medicine  is  awarded  for  the 
best  unpublished  essay  on  a medico-historical  subject 
written  by  a student  in  one  of  the  medical  schools  in 
the  United  States  or  Canada.  All  students  who  are 
candidates  for  the  degree  of  Doctor  of  Medicine,  or 
who  graduated  in  1965.  are  eligible.  This  medal,  first 
awarded  in  1942,  commemorates  the  great  physician. 
Sir  William  Osier,  who  stimulated  an  interest  in  the 
humanities  among  students  and  physicians  alike. 


Essays  should  demonstrate  either  original  research 
or  an  unusual  appreciation  and  understanding  of  a 
medico-historical  problem.  Maximum  length  is  10.000 
words.  The  prize-winning  essay  will  be  submitted  to 
the  Editorial  Committee  of  the  Association,  which  may 
recommend  it  for  publication  in  the  Bulletin  of  the 
History  of  Medicine. 

Essays  must  be  submitted  by  March  23,  1966,  to  the 
Chairman  of  the  Osier  Medal  Committee,  William  K. 
Beatty,  Librarian  and  Professor  of  Medical  Bibliog- 
raphy, Northwestern  University  Medical  School,  303 
East  Chicago  Avenue,  Chicago,  Illinois  6061 1. 
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CONFERENCE  OF  COUNTY  MEDICAL  SOCIETY  OFFICERS 
AND  OTHER  INTERESTED  MEMBERS 
OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

The  annual  conference  will  be  held  in  Columbia,  tentatively,  on  Sunday, 
February  27.  The  program  is  not  yet  completed,  but  will  include  discussion  of 
Medicare  and  related  topics  by  speakers  from  the  AMA  and  other  organizations. 
Subjects  will  include  the  role  of  the  AMA,  of  the  Hospital  Association,  the 
Welfare  Department,  Blue  Cross-Blue  Shield  and  other  Insurance  Institutions. 

Interested  physicians  are  invited  to  attend.  Those  planning  to  come  are 
asked  to  notify  Mr.  M.  L.  Meadors,  309  W.  Evans  Street,  Florence,  so  that 
adequate  luncheon  arrangements  may  be  made. 


1966  Norman  A.  Welch,  M.  D.  Essay  Contest 
On  Medical  Ethics 

The  American  Medical  Association,  through  its  Judi- 
cial Council,  will  sponsor  a Medical  Ethics  Essay  Con- 
test, open  during  this  academic  year  to  junior  and 
senior  students  in  accredited  medical  schools  in  the 
United  States. 

The  contest,  to  be  known  as  the  Norman  A.  Welch, 
M.  D.  Essay  Contest,  is  another  step  in  the  Judicial 
Council’s  Expanded  Program  on  Medical  Ethics,  ac- 
cording to  the  joint  announcement  by  F.  J.  L.  Blas- 
ingame,  M.  D..  AMA’s  Executive  Vice  President,  and 
James  IT  Berge,  M.  D.,  Chairman  of  the  Judicial 
Council. 

Cash  prizes  totaling  $1,000,  made  possible  by  a 
special  appropriation  by  the  AMA’s  Board  of  Trustees, 
will  be  awarded  to  the  winning  essays.  First  prize  will 
be  $500,  second  prize  $300,  and  third  prize  $200. 

The  contest  is  being  named  in  honor  of  the  late 
Norman  A.  Welch,  M.  D.,  a leading  figure  in  Ameri- 
can medicine  for  many  years,  who  died  September  3, 
1964,  while  serving  as  the  118th  President  of  the 
AMA. 

Complete  contest  rules,  as  well  as  suggested  essay 
topics,  are  available  upon  written  request  from  the 
Department  of  Medical  Ethics,  American  Medical 
Association,  535  N.  Dearborn  Street,  Chicago,  Illinois 
60610.  They  also  may  be  obtained  at  the  offices  of  the 
medical  school  deans. 

June  1,  1966,  has  been  set  as  the  deadline  for 
entries  in  the  contest,  which  the  Judicial  Council 
hopes  will  be  continued  on  an  annual  basis.  Awards  in 
the  1965-66  contest  will  be  announced  at  the  AMA 
Clinical  Convention,  in  November,  1966. 

Judging  of  the  contest  will  be  by  a Medical  Ethics 
Essay  Contest  Committee,  composed  of  prominent 
physicians,  and  by  members  of  the  Judicial  Council. 


Auto  Safety  Study 

Members  of  the  South  Carolina  Highway  Patrol, 
physicians  of  participating  hospitals,  the  South  Caro- 
lina Board  of  Health,  the  South  Carolina  Medical  Asso- 
ciation and  the  South  Carolina  Hospital  Association 
are  cooperating  in  a special  study  of  auto  accidents. 


Three  hour  indoctrination  lectures  are  currently  being 
held  on  the  new  intensive  three-year  research  study 
aimed  at  making  automobiles  safer  “packages”  for 
drivers  and  passengers  in  the  State. 


American  College  of  Physicians 
Postgraduate  Course  in 
Medical  Genetics 

February  14-19,  1966 

JOHNS  HOPKINS  UNIVERSITY  SCHOOL 
OF  MEDICINE 
Baltimore,  Md. 

Registration  forms  and  requests  for  information  are 
to  be  directed  to:  Edward  C.  Rosenow,  Jr.,  M.  D., 
Executive  Director.  American  College  of  Physicians, 
4200  Pine  Street,  Philadelphia,  Pa.  19104. 


Variety  Children’s  Hospital 
6125  S.  W.,  31st  Street 
Annual  Pediatric  Postgraduate  Course 
Gastrointestinal  Disorders  in  Children 

Miami,  Florida 
March  9-12.  1966 

This  program  is  acceptable  for  20  accredited  hours 
by  the  American  Academy  of  General  Practice. 


Annual  Assembly 
Southeastern  Surgical  Congress 

( Second  largest  American  surgical  association ) 
MARRIOTT  MOTOR  HOTEL  - ATLANTA 
FEB.  28  - MAR.  3,  1966 
For  further  information  write  to: 

A.  H.  Letton,  M.  D.,  Secretary-Director 
340  Boulevard,  N.  E.,  Atlanta,  Ga.  30312 

The  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital 

Roanoke,  Virginia 

Announces  to  the  profession  its  Thirty-Ninth  Annual 
Spring  Congress  in  Ophthalmology  and  Otolaryngol- 
ogy, April  4 through  April  8,  1966. 
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South  Carolina  Academy  of  Pediatrics 
Seminar  on  Tuberculosis  and  Hepatitis 
Columbia  Hotel 
Columbia,  South  Carolina 
February  25,  1966 
9:00  A.  M.  - 4:30  P.  M. 


9:00  A.M. 
10:00  A.M. 
10:05  A.M. 
10:40  A.M. 
11:00  A.M. 
11:05  A.M. 

11:25  A.M. 
11:40  A.M. 
12:00  A.M. 
12:30  P.M. 
2:30  P.M. 
3:15  P.M. 
4:00  P.M. 
4:30  P.M. 


Breakfast  — Business  Meeting— AAP  Executive  Committee 
Introductions 

Infectious  Hepatitis— Diagnosis  and  Theory 
Epidemiology  of  Infectious  Hepatitis 
Break 

Pediatric  Infectious  Hepatitis  as  a Problem  in  Hospitals 
and  Institutions 
Serum  Plepatitis 

Local  Programs  in  Hepatitis  and  T uberculosis 

Question  and  Answer  Period 

Lunch  — Business  Meeting 

Modern  Chemotherapy  of  Tuberculosis 

Chemoprophylaxis  of  Pediatric  Tuberculosis 

Question  and  Answer  Period 

Adjourn 

( Provided  Through  the  CDC  Seminar  Service  Program ) 


Joan  P.  Giles,  M.  D. 
Ronald  F.  Johnson,  M.  D. 


Joan  P.  Giles,  M.  D. 
Ronald  F.  Johnson,  M.  D. 

State  Personnel 


Raymond  F.  Corpe,  M.  D. 
Sidney  Dressier,  M.  D. 


Raymond  F.  Corpe,  M.  D. 
Battey  State  Hospital 
Rome,  Georgia 
Sidney  Dressier,  M.  D. 
Communicable  Disease  Center 
Atlanta.  Georgia 


PARTICIPATING  SPEAKERS 

Joan  P.  Giles.  M.  D. 

New  York  University  School  of  Medicine 
New  York.  N.  Y. 

Ronald  F.  Johnson.  M.  D. 

Communicable  Disease  Center 
Atlanta.  Georgia 


Doctors  in  the  News 

I)r.  Robert  Mann  of  Easley  has  volunteered  to 
serve  for  a month  at  a hospital  in  Jordan.  Plans 
were  made  through  AMDOC. 

Dr.  Carr  T.  Larisey  of  Hampton  has  been 
chosen  by  the  Wade  Hampton  Chapter,  Children 
of  the  Confederacy,  to  receive  the  Cross  of  Mili- 
tary Service. 

I)r.  .1.  K.  Newsom  of  Cheraw  has  been  appointed 
to  the  S.  C.  Aeronautics  Commission. 

Dr.  Edward  L.  Proctor  of  Conway  received  the 
Distinguished  Service  Plaque  at  the  VFW  Post 
Ill’s  Veteran’s  Day  festivities. 

Dr.  Julian  Price  of  Florence  participated  in  a 
special  TV  report  on  the  White  House  Health 
Conference  held  recently. 

Dr.  Dale  Groom  of  the  Medical  College  of 
South  Carolina  also  appeared  on  the  program. 
Dr.  Price  also  appeared  as  guest  speaker  for  the 
Society  Hill  Lions  Club  Ladies  Night. 

Dr.  B.  O.  Whitten  received  an  honorary  doctor 
of  humanities  degree  on  December  5 from  Presby- 
terian College. 

Dr.  George  C.  Smith  of  Florence  has  been 
elected  to  the  17-member  council  of  the  Southern 
Medical  Association. 

Dr.  C.  Tucker  Weston  has  been  named  South 
Carolina  State  Chairman  of  the  1966  March  of 
Dimes. 

Dr.  .1.  T.  Taylor  announces  the  relocation  of  his 
office  for  the  practice  of  general  medicine  at  435 
North  Cedar  Street  in  Summerville. 

Dr.  Robert  S.  Clarke,  Jr.,  of  Due  West  has  been 


named  chairman  of  the  Abbeville  County  Board  of 
Health.  Dr.  C.  L.  DeLoach  of  Calhoun  Falls  is  a 
member  of  the  Board. 

Dr.  Theodore  M.  Davis,  developer  of  prostatic 
surgery  and  1965  nominee  for  the  Nobel  Prize  in 
medicine,  has  been  named  recipient  of  the  Valen- 
tine Award  of  the  New  York  Urological  Society. 
Dr.  Davis  will  receive  the  Valentine  Award  in 
New  York  on  March  16.  Only  four  other  physi- 
cians have  ever  received  the  recognition. 


American  Academy  of  Pediatrics 
Spring  Session 
April  25-27,  1966 
The  Queen  Elizabeth  Hotel 
Montreal,  Canada 


South  Carolina  Tuberculosis  Association 

The  list  below  shows  South  Carolina  physicians  who 
are  serving  as  honorary  chairmen  for  the  1965  Christ- 
mas Seal  Campaign  in  their  communities: 

Abbeville  — R.  S.  Clarke,  Jr..  M.  D. 

Berkeley  - W.  K.  Fishburne.  M.  D. 

Cherokee  — L.  L.  DuBose 
Edgefield  — T.  K.  Eairey,  M.  D. 

Florence  — J.  Howard  Stokes.  M.  D. 

Georgetown  — Robert  E.  Quinn,  M.  D. 

Saluda  — Robert  L.  Sawyer,  M.  D. 

Spartanburg  — Furman  T.  Wallace,  M.  D. 
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Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  be  taken  daily. 

In  men:  in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include: 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets/Vaginal— 500-mg.  inserts 


SEARLE 


Research  in  the  Service  of  Medicine 


Seventh  District  Medical  Society  Officers 

New  officers  elected  for  the  Seventh  District  Medi- 
cal Society  at  their  meeting  in  Kingstree,  on  Septem- 
ber 23  were  as  follows:  Dr.  Robert  Harper  of 

Andrews,  President;  Dr.  Marian  Davis  of  Manning, 
Secretary-Treasurer;  Vice-Presidents  for  each  county, 
Dr.  Robert  O.  Jones  of  Georgetown,  Dr.  Leroy  Dennis 
of  Bishopville,  Dr.  A.  C.  Bozard  of  Manning,  Dr. 
Perry  Davis  of  Pinewood,  and  Dr.  George  David  of 
Kingstree. 

Atlanta  Graduate  Medical  Assembly 

Sponsored  by  Fulton  County  Medical  Society 
February  6.  7.  8,  9,  1966 
Marriott  Motor  Hotel 
Courtland  & Cain  Streets 
Atlanta,  Georgia  30303 
(404)  688-6500 

Write  to:  875  W.  Peachtree  Street,  N.  E. 
Atlanta,  Georgia  30309 


Psychiatric  Day-Care  Program 

A day-care  program  for  the  mentally  ill  has  begun 
at  Greenville  General  Hospital.  The  program  is  the 
first  undertaken  by  a nonmental  hospital  in  South 
Carolina. 


New  Orleans  Graduate  Medical  Assembly 

The  twenty-ninth  annual  meeting  will  be  held 
March  7 - 10,  1966,  headquarters  at  The  Roosevelt 
Hotel. 

A clinical  tour  AROUND  THE  WORLD  will  follow 
the  New  Orleans  meeting. 

Write  to  Room  1528,  1430  Tulane  Ave.,  New 
Orleans,  La.  70112 


19th  National  Conference  on  Rural  Health 

Broadmoor  Hotel 
Colorado  Springs,  Colorado 
March  16-19,  1966 


RESEARCH  ACTIVITY  AT  THE 
MEDICAL  COLLEGE  OF  SOUTH 
CAROLINA 


This  activity  has  reached  a new  high,  it  was  an- 
nounced by  Dr.  William  M.  McCord,  president  of  the 
institution.  “We  now  have  over  $1,500,000  in  grant 
monies  to  support  research  projects  at  the  Medical 
College,”  said  Dr.  McCord. 

Dr.  McCord  said,  “The  increase  of  over  a quarter 
of  a million  dollars  in  grant  support  money  is  gratify- 
ing because  research  is  an  important  and  integral  part 
of  medical  education  today.  We  intend  to  continue  to 


improve  and  increase  our  efforts  in  this  area  in  order 
to  add  new  knowledge  to  the  field  of  medicine  and  to 
be  in  a position  to  teach  the  latest  information  and 
techniques  to  our  medical  students.  There  are  students 
of  medicine,  dentistry,  pharmacy,  nursing,  medical 
technology,  inhalation  therapy,  x-ray  therapy,  cyto- 
technology,  etc.,  through  at  least  12  different  cate- 
gories. and  research  activity  is  necessary  to  their 
education  and  training.” 

“It  is  obvious  that  a teacher  cannot  be  a fully  com- 
petent teacher  if  he  thinks  that  the  latest  and  most 
reliable  facts  are  those  recorded  in  the  most  recently 
issued  textbook,”  Dr.  Kinard  continued.  “It  has  taken 
several  years  to  write  the  book  and  a minimum  of  18 
months  to  edit  and  publish  this  most  recent  text  and 
yet  only  yesterday,  some  researcher  has  brought  forth 
a new  concept,  or  new  drug,  or  new  treatment.  The 
teacher  in  any  branch  or  division  of  medicine,  must  be 
looking  into  the  journal  which  was  delivered  to  the 
library  today,  or  learn  from  the  clinical  conference  he 
attended  yesterday,  or  from  data  he  accumulates  in  his 
own  research  laboratory,  for  the  latest  facts  which  are 
applicable  in  this  specific  medical  problem.” 

Dr.  Robert  P.  Walton,  Researcher  Coordinator, 
stated,  “About  35  granting  agencies  contribute  total 
support  amounting  to  about  $1,500,000  annually.”  Dr. 
Walton  further  stated  that  some  hundred  research  and 
training  projects  employ  approximately  the  same  num- 
ber of  staff  investigators,  assistants,  and  technicians. 
Most  of  the  operations  are  centralized  in  the  8-story 
Research  Building.  This  new  structure  contains  rooms 
with  built-in  electric  shielding,  cold  rooms,  an  animal 
surgery  floor,  rooms  for  auto-radiography  and  color 
photography,  a computer  facility  and  electronic  and 
mechanical  repair  and  development  shops. 
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Two  electron  microscopes  are  directed  by  experi- 
enced specialists  in  this  field  and  a third  such  instru- 
ment is  in  the  planning  stage.  These  instruments  per- 
mit visualization  of  small  structures  in  the  cell  which 
are  not  seen  at  all  with  the  ordinary  light  microscope, 
and  the  range  of  visible  recognition  through  the  elec- 
tron microscope  exceeds  that  of  the  traditional  micro- 
scope by  about  the  same  degree  that  the  ordinary 
microscope  exceeds  that  of  the  naked  eye.  An  entirely 
new  science  of  ultrastructure  is  being  developed  by 
instruments  of  this  type  and  the  Medical  College  is 
actively  recruiting  scientists  with  experience  in  these 
sophisticated  techniques. 

A series  of  gas  chromatographs,  spectrophotometers 
and  recording  spectrofluorimeters  are  utilized  in  sev- 
eral parts  of  the  medical  complex  for  the  purpose  of 
identifying  and  measuring  body  chemicals  and  drugs 
injected  into  the  body.  Automatic  radio-isotope 
counting  equipment  is  also  routinely  used  for  the  pre- 
cise quantitation  of  minimal  doses  of  diagnostic  agents. 
These  advanced  analytic  techniques  are  daily  finding 
out  new  facts  regarding  critical  changes  in  body 
chemistry. 

A laser  beam  photo-coagulator  is  being  used  for  the 
re-attachment  of  the  displaced  retina,  and  the  unique 
capacity  of  this  instrument  for  concentrating  heat  at 
a distant,  minute  point  is  be'ing  explored  for  other 
uses.  Advanced  magnetostriction  generators  are  in- 
stalled in  the  research  areas  and  tlieir  peculiar  effects 
on  bacteria  are  being  subjected  to  a variety  of  tests 
which  are  expected  to  disclose  possible  new  methods 
of  control  of  bacterial  growth. 

Electronic  amplification  and  recording  is  extensively 
used  in  a variety  of  projects,  and  the  centralized 
electronic  repair  and  development  shops  routinely 
keep  these  devices  in  operation.  This  equipment  pro- 
vides records  of  changes  in  blood  pressure,  nerve 
impulses,  intracellular  potentials  and  blood  flow 
changes,  as  well  as  the  routine  electrocardiograms 
and  electroencephalograms. 

Present  research  activity  at  the  state  medical  college 
in  Charleston  is  substantial  and  is  clearly  in  good  posi- 
tion for  potential  expansion.  Besides  its  unique  back- 
ground of  long-term  leadership  in  the  medical  affairs 
of  its  area,  its  present  research  programs  include  sev- 
eral examples  of  important  scientific  breakthroughs 
which,  when  fully  exploited  on  the  national  level, 
should  lead  to  substantial  increased  research  activity. 
Nationally  supported  medical  research  is  approaching 
the  $2,000,000,000  annual  level  and  logically  this  will 
be  invested  in  those  areas  with  promising  break- 
throughs of  an  advanced  nature.  The  Medical  College 
of  South  Carolina  presents  a number  of  significant 
accomplishments  strategically  capable  of  justified  ex- 
pansion. 

Experimental  visualization  of  the  micro-circulation 
by  quartz-rod  illumination  has  been  primarily  de- 
veloped in  the  Department  of  Anatomy,  and  this  de- 


partment is  an  international  focus  of  interest  in  this 
important  field.  Quartz-rod  illumination  is  a source 
of  cold  light  used  to  illuminate  small  blood  vessels 
and  other  living  tissue  for  microscopic  examination  of 
the  blood  flow.  The  cold  light  was  necessary  to  pre- 
vent tissue  damage  and  abnormal  activity  caused  by 
the  heat  from  usual  light  sources. 

The  Professor  of  Surgery  headed  the  Army  research 
task  force  in  Korea  which  developed  important  new 
knowledge  in  the  treatment  of  battle  casualties.  The 
surgery  staff  at  the  Medical  College  is  actively  ex- 
ploring several  aspects  of  treatment  of  burns  and  burn 
shock.  Some  are  making  vital  contributions  to  the 
techniques  of  open  heart  surgery  and  experiments  with 
membrane  oxygenators  at  this  school  may  well  provide 
safer  conditions  for  this  type  of  corrective  heart  sur- 
gery. 

A bio-medical  engineer  has  imaginative  work  under- 
way in  which  air  bubbles  furnish  a supporting  cushion 
for  severely  burned  patients.  He  is  also  interesting 
industry  in  technical  medical  research  to  improve 
techniques  and  instruments  in  surgery.  One  such  ex- 
ample of  this  industrial  cooperation  with  medicine  is 
the  development  of  an  air-powered  dermatome  used 
in  skin  graft  procedures. 

Punch  biopsies  of  the  kidney,  are  being  analyzed 
to  try  to  gain  insight  into  the  patient’s  future  health, 
and  this  will  be  aided  by  electron  microscopic  studies 
of  these  critically  indicative  samples  of  the  living  kid- 
ney. A cardiologist,  working  with  industrial  engineers, 
has  developed  a new  principle  of  recording  heart 
sounds,  particularly  heart  murmurs.  Chromosone 
characteristic  are  being  observed  as  a guide  to  the 
diagnosis  of  genetic  abnormalities. 

New  facts  in  the  control  of  heart  disease  and  stroke 
are  being  obtained  through  sophisticated  measure- 
ments of  circulatory  function  and  fat  metabolism, 
which  have  been  conducted  in  hundreds  of  patients 
with  this  data  being  subjected  to  computer  analysis. 
The  basic  science  staff  is  developing  fundamental 
new  knowledge  regarding  respiratory  control  and 
cardiac  performance.  Special  electronic  monitoring 
devices  for  directly  measuring  heart  contractile  force 
were  developed  here  and  are  now  being  used  in 
some  200  laboratories  in  all  parts  of  the  world. 

A possible  new  plasma  substitute,  based  on  experi- 
ments in  carbohydrate  polymer  chemistry,  has  been 
introduced  by  staff  members  and  is  now  being  con- 
sidered by  government  agencies  as  a routine  emer- 
gency treatment.  A unique  method  of  recording  intra- 
cellular electric  potentials  in  the  normal  beating  heart 
is  another  promising  technique  in  process  of  explora- 
tion. Several  agents  are  being  examined  for  long-term 
cancer-causing  effects  in  the  lungs  and  cervix. 

More  than  a hundred  publications  appear  each  year 
from  the  Medical  College  in  some  50  medical  and 
scientific  journals. 
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Death 


Dr.  I.  A.  Phifer 

Spartanburg  urologist.  Dr.  Isaac  Avery  Phifer,  60, 
died  unexpectedly  on  October  27.  He  was  a native  of 
Spartanburg  County. 

Dr.  Phifer  was  a member  of  the  International  Col- 
lege of  Surgeons.  Diplomate  of  the  American  Board  of 


Urology,  member  of  the  American  Urological  Associa- 
tion, and  of  the  American,  state  and  county  medical 
associations.  He  attended  Presbyterian  and  Wofford 
colleges  and  was  a graduate  of  the  Medical  College  of 
South  Carolina.  He  interned  at  Buffalo,  N.  Y. 


Book  Reviews 


CONSULTATION  WITH 
YOUR  DOCTOR  FOR 
PERSONAL  UNDER- 
STANDING O F MAR- 
RIAGE. Jean  J.  Ruther- 
ford and  Robert  N. 
Rutherford.  Budlong  Press 
Co.,  Chicago.  1964.  Pp.  95. 
$1.50. 

This  small  book  is  one  of 
a series  designed  to  be  ob- 
tained through  a physician’s 
office  for  patients.  The  co- 
is  a family  counselor  and  the 
other  an  assistant  Clinical  Professor  of  Obstetrics  and 
Gynecology,  speak  of  themselves  as  a happily  married 
couple  especially  well  qualified  to  share  their  advice 
with  others.  This  advice  with  pertinent  illustrations 
is  disseminated  through  the  next  92  pages.  There  are 
sections  and  chapters  dealing  with  practically  every 
imaginable  aspect  of  marriage  and  also  with  marriage 
at  various  ages  in  the  lives  of  the  partnership.  There 
is  a particularly  pertinent  section  on  “Forced  Mar- 
riage.” This  is  a useful  booklet  in  the  doctors  arma- 
mentarium for  marriage  counseling. 

J.  Richard  Sosnowski,  M.  D. 


RHEUMATIC  FEVER:  Diagnosis,  Management 
and  Prevention.  Volume  II  in  the  Series  Major 
Problems  in  Clinical  Pediatrics.  By  Milton  Marko- 
witz and  Ann  Gayler  Kuttner  with  a special 
chapter  on  Community  Health  Services  by  Leon 
Gordis.  W.  B.  Saunders  Company,  Philadelphia 
and  London.  1965.  $7.50. 

This  monograph  is  presented  in  a very  readable 
style  covering  all  aspects  of  this  disease.  The  book 


relies  heavily  on  summarizing  the  many  studies  and 
writings  about  rheumatic  fever,  but  presents  them  in 
a well  organized  manner.  The  first  sections  of  the 
book  concern  etiology  and  pathogenesis,  followed  by 
sections  pertaining  to  diagnosis  and  treatment  and 
chronic  rheumatic  heart  disease. 

The  appendix  presents  in  a concise  form  a summary 
of  the  major  problems  in  diagnosis,  antistreptococcal 
prophylaxis,  and  prevention  of  subacute  bacterial 
endocarditis.  An  extensive  bibliography  is  included. 

This  book  should  serve  as  a good  review  and  refer- 
ence book  on  rheumatic  fever  for  anyone  treating 
patients  with  the  disease. 

Margaret  Q.  Jenkins,  M.  D. 


DIURETIC  THERAPY  An  Appraisal  of 
Diuretic  Drugs,  by  DeGraff-Lyon.  The  C.  V. 
Mosby  Company,  Saint  Louis.  1965.  Pp.  41.  Price 
$3.50. 

This  compilation  of  articles  appearing  in  recent 
issues  of  American  Heart  Journal  is  essentially  a sound 
review  of  information  relating  to  diuretic  agents. 
Consideration  is  given  to  all  classes  of  diuretics  includ- 
ing the  latest  ones  to  make  their  appearance,  such  as 
triamterene  (Dyrenium)  and  ethacrynic  acid.  Al- 
though its  brevity  (41  pages)  limits  treatment  of  the 
subject  in  depth,  the  publication,  nevertheless,  con- 
tains considerable  useful  information  for  the  prac- 
ticing physician.  For  example,  data  such  as  trade 
names,  dosage  forms,  and  maximum  effective  doses 
are  presented  in  tabular  form.  Of  special  significance 
is  the  discussion  of  the  limitations  of  usefulness  and 
the  major  complications  encountered  in  the  use  of 
this  group  of  drugs.  Sufficient  attention  is  devoted 
to  the  pharmacology  of  the  compounds  for  an  ap- 
preciation of  the  basic  mechanisms  of  action  of  each 
group.  Ample  references  to  the  recent  literature  are 
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used  to  document  the  authors’  statements.  In  general, 
the  reaction  of  this  reviewer  to  this  publication  is 
favorable. 

James  A.  Richardson,  Ph.D. 


TWINS:  TWICE  THE  TROUBLE,  TWICE 
THE  FUN,  by  Betsy  Holland  Gehman.  J.  B.  Lip- 
pincott  Company,  Philadelphia  and  London.  1965. 
Pp.  224.  $4.95. 

A book  for  popular  reading  which  aims  at  re- 
assuring the  possibly  baffled  mother  of  twins.  It 
stresses  the  separate  individuality  of  the  twin.  Written 
in  a breezy  style,  laced  with  anecdotes,  it  offers  much 
practical  advice. 

JIW 


TEXTBOOK  OF  OBSTETRICS,  by  J.  C.  Ullery 
and  Z.  J.  R.  Hollenbeck.  The  C.  V.  Mosby  Com- 
pany, St.  Louis.  1965.  $17.50. 

There  is  little  excuse  for  this  volume.  The  author 
states  that  “probably  90%  of  the  graduates  in  medi- 
cine within  the  next  few  years  will  never  do  another 
delivery  after  they  leave  college.”  It  is  presumably 
for  this  group  that  it  was  written,  and  it  has  all  the 
ear-marks  of  the  Vade  Mecum  of  a hundred  years 
ago,  even  to  the  drawings. 

The  book  covers  the  entire  subject  of  obstetrics 
rather  well.  The  chapters  on  bleeding  and  contra- 
ception are  very  good.  The  reviewer  did  not  care  for 


the  chapter  on  breech  presentation.  On  the  whole  it 
is  well-written,  solid  and  factual. 

But  it  reminded  the  reviewer  of  a cook  book — some 
basic  facts,  then  general  directions  to  be  followed.  It 
lacks  the  broad  base  of  the  older  standard  texts,  the 
detail,  the  controversial  aspects  and  the  bibliography. 
If,  as  the  author  states,  it  was  written  for  the  “90%, ” 
then  it  reminds  one  of  the  old  New  England  state- 
ment about  a goose,  “it’s  too  much  for  one  person  and 
not  enough  for  two.” 

J.  M.  Wilson,  M.  D. 

PRINCIPLES  OF  CHEST  ROENTGENOLOGY: 
A Programed  Text,  by  Benjamin  Felson,  M.  D., 
Aaron  S.  Weinstein,  M.  D.  and  Harold  B.  Spitz, 
M.  D.  W.  B.  Saunders  Company,  Philadelphia. 
1965.  Pp.  221.  $6.00. 

This  paperback  programed  text  is  an  introduction 
to  the  basic  principles  of  reading  chest  films.  It  is 
intended  and  recommended  for  the  medical  student, 
intern,  or  anyone  beginning  a specialty  in  which 
chest  roentgenology  plays  a part.  The  form  of  the 
book  is  that  of  a programed  text  which  is  probably 
new  to  most  medical  readers.  It  employs  the  Socratic 
method  of  supplying  bits  of  information  ( in  frames ) 
and  then  asking  questions  concerning  this  information 
with  much  repetition.  Interspaced  between  the 
frames  are  witty  comments  which  keep  interest  and 
help  hammer  home  various  points. 

S.  E.  Puckette,  M.  D. 


? FURNITURE,  SURGICAL  EQUIPMENT,  INSTRUMENTS,  LABORATORY 
SUPPLIES  ORTHOPEDIC  APPLIANCES  AND  SUPPLIES 


NOW!  STEAM  AND  DRY  STERILIZATION  IN  A SINGLE  UNIT! 


OMNI  = CLAVE 

THE  AMAZING  NEW  2-IN-l  AUTOCLAVE 
ANOTHER  REMARKABLE  INNOVATION 
BY  PELTON  & CRANE 

Let  us  demonstrate  these  features  to  you  ; 

• Single-knob  action  sets  pressure  and  temperature 

• Reaches  pressure  in  10  minutes  from  a cold  start;  in 
less  than  4 minutes  on  successive  cycles 

• Condenses  steam  returning  it  to  reservoir  for  re-use 

• Accommodates  up  to  3 trays,  instruments  up  to  13 
inches  in  length  in  the  chamber  which  is  7”  x 14” 

• Forged  bronze  door  with  positive  locking  action 

• OMNI-CLAVE  feet  are  adjustable  to  compensate  for 
varying  cabinet  depths 

Distributors  of  KNOWN  BRANDS 
of  PROVEN  QUALITY 


WINCHESTER  SURGICAL  SUPPLY  COMPANY 

1919  “CAROLINA S’  HOUSE  OF  SERVICE”  1966 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


January,  1966 
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for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 

Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525. 

Published  as  a public  service  "Kwj' 

in  cooperation  with  the  Advertising  Council. 


“My  colleagues 
thought  I was 

i>* 

crazy! 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 
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Thank  You  For  Your  Support  Of  The  New  Major  Medical  Plan 
Recommended  By  The  S.  C.  M.  A.  Insurance  Committee. 

Over  200  members  have  already  insured  themselves  and 
their  families  for  this  outstanding  health  program. 
CATASTROPHE  H.  E.  L.  P.  ( Health  Expense  Loss  Pro- 
tection) is  not  only  new  — it  is  different  — an  entirely 
new  concept  in  protection  for  medical  expense  loss  — a 
broader  and  more  comprehensive  coverage  for  In-Hospital 
and  Out-of-Hospital  care. 

Members  are  being  contacted  on  a county  by  county 
basis.  Requests  for  information  from  any  member  in  the 
state  under  age  65  will  be  answered  promptly. 
Catastrophe  H.  E.  L.  P.  is  underwritten  by: 

AMERICAN  HEALTH  AND 
LIFE  INSURANCE  COMPANY 

and  is  administered  by: 

J.  BOYCE  TALBERT,  JR.,  Regional  Manager 
HENRY  H.  HATCHELL,  JR.,  Representative 
P.  O.  Box  469,  Florence,  S.  C. 


The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling  the 
inflammatory  symptoms  of  many  dermatoses  including  neuro- 
dermatitis, atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis.  The  0.1%  Cream  or  Oint- 
ment is  usually  effective  in  abating  symptoms  of  skin  conditions 
responsive  to  topical  triamcinolone,  but  the  0.5%  Cream  may  be 
preferable  in  more  resistant  cases.  Dosage:  Apply  small  quantity 
to  area  3 or  4 times  daily.  Side  effects  are  rare.  Contraindications : 
tuberculosis  of  the  skin,  herpes  simplex,  chickenpox,  and  vaccinia. 
Use  with  care  on  infected  areas.  Do  not  use  in  the  eyes.  Supplied  in 
5 and  15  Gm.  tubes  and  V2  lb.  jars.  Also  available  in  foam  form  and 
with  Neomycin. 


Arist©eort  is" 


TOPICAL  CREAM  0.1% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


630-6 


Indications:  ’Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  'Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety  and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  arc  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 

4??*  WALLACE  LABORATORIES 

XfTf.Cranburv.  N.J, 
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introducing  a new  high-strength  dosage  f 


SKiNEJ 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccaP 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


lications:  Indicated  in  the  therapy  of  acute  severe  infec- 
ns  caused  by  susceptible  organisms  and  primarily  by 
:teria  more  sensitive  to  the  combination  than  to  either 
mponent  alone.  In  any  infection  in  which  the  patient  can 
expected  to  respond  to  a single  antibiotic,  the  combina- 
is  not  recommended.  Signemycin  should  not  be  used 
ere  a bacteriologically  more  effective  or  less  toxic 
3nt  is  available.  Triacetyloleandomycin,  a constituent  of 
\nemycin,  has  been  associated  with  deleterious  changes 
liver  function.  See  precautions  and  adverse  reactions. 
ntraindications:  Contraindicated  in  individuals  who  have 
Dwn  hypersensitivity  to  any  of  its  components.  Not  recom- 
inded  for  prophylaxis  or  in  the  management  of  infectious 
>cesses  which  may  require  more  than  10  days  of  con- 
uous  therapy.  If  clinical  judgement  dictates  therapy  for 
ger  periods,  serial  monitoring  of  liver  function  is  recom- 
inded.  Not  recommended  for  subjects  who  have  shown 
normal  liver  function  tests,  or  hepatotoxic  reactions  to 
icetyloieandomycin. 

? cautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
ministered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
more  days,  may  produce  hepatic  dysfunction  and  jaun- 
e.  Adults  requiring  3 gm.  of  Signemycin  initially  should 
H/e  liver  function  followed  carefully  and  the  dosage  should 
Q reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
Ep erience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being* 
New  York,  N.Y.  10017 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma.  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


Announcing 

EUTRQIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 
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Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 


TM  — TftAOCMARK 


New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide.1,2,3  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quart,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1%  of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being, 

This  is  in  distinct  contrast  to  most  I 

other  antihypertensive  therapy.  Ibbb 


Prescribing 
information  for 

EUTRQN 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 

CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  14  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 

PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 

SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction  I 

of  the  dose,  discontinue  the  drug.  Wiiaav 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


ramine  nvan 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


Blood-glucose 
screening  for  all 
your  patients? 


DEXTROSTIX— 

provides  a clinically  useful 
determination  when  performed 
according  to  directions* 


i'DEXTROSTlX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....’’*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix"  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V..  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— aN  your  patients 
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Elkhart,  Indiana 
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WHEN  MOTHER'S  IRON  ISN'T  UP 

MOTHERHOOD 


TO 


IN  BRIEF;  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elementaliron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainablefrom 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  Imferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 


imferon' 


The  ''Pain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  containsr  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

JZS  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 


The  Journal  of  the  South  Carolina  Medical  Association 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


Oantil  (mepenzolate  bromide)  works  in  the  colon. 
In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 

with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 
Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
by  reducing  dosage.”1 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy — withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riesa,  J . A . : Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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diet-rite.  cola... 

America’s  Number  1 


Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all . . . less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


more  complete  relief  for  the  "dyspeptic" 

DACTILASE* 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

♦Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  . 

ACHROCIDIN 

^^Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  . . . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y.  €£E> 


when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 

geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains  : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  16  oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


On  Stelazine  brand  of  trifluoperazine 

she's  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine'  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  &■  French  Laboratories 
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approximating  the  diuretic  efficacy  of  meralluride 


METAHYDRIN 

(trichlormethiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin*  (meralluride  injec- 
tion)— the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 

‘Gold,  H.,  et  al : Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 

LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


IN  BRIEF-  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 

' or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin'5’  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 


ACTINE 


TABLETS  & 


LACTINEX — a viable  culture 
containing  both  Lactobacillus 
acidophilus  and  L.  bulgaricus — was 
first  introduced  to  help  restore 
the  flora  of  the  intestinal  tract 
in  infants  and  adults.1’2,3,4 

Further  clinical  work  showed 
LACTINEX  to  be  successful  in  the 
treatment  of  fever  blisters  and  canker 
sores  of  herpetic  origin.4, 5>  6’ 7 

No  untoward  side  effects  have  been 
reported  in  12  years  of  clinical  use. 

Literature  on  indications  and  dosage 
available  on  request. 

(/)  Frykman , H.M.:  Minn.  Med.,  Vol.  38,  Jan.  1955 
Path,  E.J.:  The  J.A.M.A. , Vol.  163,  No.  15,  April  13, 
(3)  McGivney,  J.:  Texas  State  Jour,  of  Med.,  Vol.  51, 1 
Jan.  1955.  (4)  Stern,  F.  H.:  Jour,  of  The  Amer.  Ger. 
Vol.  11,  No.  3,  Mar.  1963.  (5)  Weekes,  D.  J.:  N.Y. 
Jour,  of  Med.,  Vol.  58,  No.  16,  Aug.  1958.  (6)  Abbott , 
Jour,  of  Oral  Surg.,  Anes.  & Hosp.  Dental  Serv.,  Vo, 
July  1961.  (7)  Weekes,  D.  J.:  E.E.N.T.  Digest,  Vol 
No.  12,  Dec.  1963. 
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the  price  of  "success” 

lgo 

103 


Hypertension  has  been  called  the  price  of  success... and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 


THERAPY 
YOU  CAN  STAY 
WITH 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin'5  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 


In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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into  a bundle  of  joy 


GOLIC,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


PEDIATRIC  PIPTAL® 
with  PHENOBARBITAL 


each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  PiptaP  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 
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Piptal®  (pipenzolate  bromide)  efficiently 
suppresses  acid  secretion  and  motility 
. . . relieves  pain  and  spasm  of  peptic 
ulcer.  Despite  its  potent  gastrointestinal 
effects,  “its  clinically  effective  therapeutic 
dose  is  well  below  that  required  to  produce 
side  reactions.”1  Because  urinary  retention 
is  rarely  a problem,  piptal  (pipenzolate  bro- 
mide) is  “a  highly  desirable  drug  in  the 
treatment  of  peptic  ulcer  in  older  patients 
. . .”2  Tolerance  to  piptal  (pipenzolate  bro- 
mide) has  not  been  demonstrated,  and  the 
drug  may  be  administered  over  prolonged 
periods  without  loss  of  efficacy,  piptal-phb 
is  specifically  designed  for  the  tense  ulcer  pa- 
tient who  will  benefit  from  the  sedative  effect 
of  phenobarbital. 

1— Pomeranze,  J.,  and  Gadek,  R.J.:  Am.  Pract.  & Digest 
Treat.  8:73-77  (Jan.)  1957 

2 — Asher,  L.M.:  Am.  J.  Digestive  Diseases  4:272  (Apr.)  1959 


Prompt  relief  of 
pain  and  spasm 
in  functional 
g.i.  distress... 


P I P T A L®  P I p T AL'-PHB 

(pipenzolate  bromide)  (phenobarbital,  16  mg.,  pipenzolate  bromide,  5 mg.) 


IN  BRIEF:  PIPTAL — Each  tablet  contains  5 mg.  pipenzolate  bromide,  PIPTAI^PHB — Each  tablet  (or  5 cc.  of  elixir)  contains 
phenobarbital  (warning:  may  be  habit  forming)  16.0  mg.,  Piptal  (pipenzolate  bromide)  5 mg.  The  elixir  contains  alcohol  20%. 
Side  Effects:  Dry  mouth,  blurring  of  vision  or  drowsiness  may  occur. 

Contraindications:  Withhold  in  glaucoma,  bladder  or  g.i.  obstruction,  cardiac  arrhythmias  and  in  sensitivity  to  anticholinergics 
or  phenobarbital  (Piptal-PHB).  Caution  should  be  observed  in  patients  with  prostatic  hypertrophy. 

Administration  and  Dosage:  PIPTAL  or  PIPTAL-PHB  Tablets:  One  tablet  three  times  a day  before  meals  and  one  or  two 
tablets  at  bedtime.  (PIPTAL-PHB  Elixir:  One  teaspoonful  three  or  four  times  daily  for  adults  and  children  over  six  years  of  age.) 

Supplied:  PIPTAL  (pipenzolate  bromide)  5.0  mg.  Tablets — bottles  of  100.  PIPTAL-PHB  Tablets — bottles  of  100. 
PIPTAL-PHB  Elixir — bottles  of  8 fluid  ounces. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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call  for  the  therapeutic  vitamin  formula 


Best  Economical  Stress  Tablet  Available 

Economical  high  potency  BESTA  with  C (300  mgm 
ascorbic  acid)  is  indicated  when  patients  need  thera- 
peutic amounts  of  B and  C vitamins.  BESTA  is 
especially  suitable  during  the  ‘‘flu’’  and  "u.r.i.” 
seasons,  or  other  periods  of  illness  or  stress  such 
as  chronic  or  acute  infections,  burns,  surgery,  toxic 
conditions,  alcoholism,  and  conditions  involving 
special  diets.  Literature  and  samples  available  upon 
request. 

Dosage:  one  to  two 
^ tablets  daily. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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For  those  who  cannot  cope  realistically  with  the  emotional  turmoil  and  stress  of  modern  living,  the 
physician  has  at  hand  many  valuable  psychotherapeutic  aids.  One  of  the  most  useful  is  Librium,  a 
pre-eminent  prescription  for  excessive  anxiety  in  this  modern  age. 

LIBRIUn/lfchlordiazepoxide  HGI) 

5 mg  10  mg  25  mg  capsules  in  #50’s 


In  prescribing:  Dosage— Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg 
t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  Side  Effects:  Side  effects,  usually  dose-related,  include  drowsiness,  ataxia, 
minor  skin  rashes,  edema,  menstrual  irregularities,  nausea  and  constipation.  When  treatment  is  protracted,  blood  counts 
and  liver  function  tests  are  advisable.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual 
maintenance  dosages  should  be  determined.  Precautions:  Advise  patients  against  possibly  hazardous  procedures  until 
maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  combining  with  other  psychotropics, 
particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  in  long-term  treatment  and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symp- 
toms, similar  to  those  seen  with  barbiturates  or  meprobamate,  can  occur  upon  abrupt  cessation  after  prolonged  overdosage. 
Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  for  pregnant  patients.  Supplied:  Capsules,  5 mg,  10  mg 

and  25  mg,  bottles  of  50.  Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


- 
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Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

Vs°7o  solution  for  infants 

'/i°7o  solution  for  children  and  adults 

V«%  pediatric  nasal  spray  for  children 

Vi  % solution  for  adults 

V2 °7o  nasal  spray  for  adults 

Vj°7o  jelly  for  children  and  adults 

1°7o  solution  for  adults  (resistant  cases) 


'Proctor,  D F.:  The  Nose,  Paranasal  Sinuses,  at 
Ears  in  Childhood,  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34.  , . — 


Winthrop  Laboratories,  NewYork,  N.Y.  10016 

In  colds  and  sinusi! 


HCI 

(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jc 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therap}';  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  Doctors  and  the  Health  Care  Needs  of  Senior  Citizens  . . . 


The  fact  that  over  4 million  Senior  Citizens  have  Blue  Shield  protection  is  vivid  proof  of  the  sound> 
realistic  benefits  of  a voluntary  program  for  the  elderly  . . . That's  why  doctors  sponsor  Blue  Shield 
. . . That's  why  doctors  guide  Blue  Shield  . . . That's  why  doctors  recommend  Blue  Shield  . . . Blue 
Sh;ield  ...  A vital  link  between  doctors  and  health  care  needs  for  Senior  Citizens  . . . 


YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROLINA 
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Contributions  of  Original  Articles 

Length — Short  articles  of  about  2,600  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
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should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee,  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis,  Arch  Int  Med  44  :664,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviations  for 
journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 
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too  young 
to  be  so  tired 


revive  interest. ..restore  activity 

"™,\|ert0I1jC 


Earli  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride. 2 mg.;  thiamine  hydrochloride  (vitamin  Ri)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
Bo),  1 mg. ; niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositolt, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  hnoivs  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly... with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 

Indications : 1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications : As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  In< 
Cincinnati,  Ohio/Weston.  Ontario 
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She's  on  a diet. 

She's  discouraged. 
She  needs  your  help. 

You  can  encourage  her 
with  DEXAMYL® 

brand  of  dextroamphetamine 
sulfate  and  amobarbital 

'Dexamyr  is  the  mood-lifting 
anorectic;  it  not  only  assures 
unexcelled  control  of  appetite 
but  also  improves  outlook. 


Formula:  Each  'Dexamyl'  Spansule® 
(brand  of  sustained  release  capsule) 
No.  1 contains  10  mg.  of  Dexedrine® 
(brand  of  dextroamphetamine  sulfate) 
and  1 gr.  of  amobarbital,  derivative 
of  barbituric  acid  [Warning,  may  be 
habit  forming].  Each  'Dexamyl'  Span- 
sule capsule  No.  2 contains  15  mg.  of 
Dexedrine  (brand  of  dextroampheta- 
mine sulfate)  and  \Vi  gr.  of  amobarbi- 
tal [Warning,  may  be  habit  forming]. 
Principal  cautions  and  side  effects: 
Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or 
barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hy- 
pertension. Insomnia,  excitability  and 
increased  motor  activity  are  infre- 
quent and  ordinarily  mild.  Before 
prescribing,  see  SK&F  product  Pre- 
scribing Information.  Smith  Kline  & 
French  Laboratories,  Philadelphia 
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BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


in  U.R.I. 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  @ 

ACHROCIDIM 

^^Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN®  Tetracycline  HCI  ..  . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


Hyoscyam.ne  Sulfate  n 

Atropine  Sulfate  on'  mR 

Hyoscine  Hydrobrom.de  m* 

Sodium  Benzoate  (Preservative)  ^ mg 
Alcohol  3.8  per  cent  ^ 

FOR  RELIEF  OF  SIMPLE  DIARRHEA 

Shake  weu 


"ROBINS 


Robins: 


this  part  for 
diarrhea 

Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcenteffect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


this  part  for 
its  discomforts 

Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
sider the  belladonna  components 
of  Donnagel®  to  be  medicine’s 
most  effective  depressants  of  in- 
testinal motility.12  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  ‘‘little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action."3 


Donnagel  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 


References:  1.  Kramer,  P.,  and  Ingel- 
finger,  F.J.:  Med.  Clin.  N.  Amer.,  32:1227, 
1948.  2.  Hock,  C.W.:Clin.  Med., 8:1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Gastro- 
ent.,  31 :438,  1959. 
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A.  H.  Robins  Company,  Inc. 


piling  ahead . . . 

ear  the  Respiratory  Tract  with  Robitussin. 


h more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
ussive-expectorant  action  of  the  three  Robitussin  formulations, 
ontain  glyceryl  guaiacolate,  the  time-tested  expectorant 
greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 

•ased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
)sa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
is  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 
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ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

• 

• 
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• 
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• 

• 

• 

• 
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FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

(Alcohol  3.5%) 


ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate  10.0  mg. 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

ROBITUSSIN® -DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 


PHOTO: 

e No.  89  of  the  Monadnock,  Steamtown 

them  Railway  pulls  a trainload  of 

enthusiasts  through  the  New  England 

■yside  between  Bellows  Falls  and  Chester,  Vermont. 
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IE  OF  THE  ROBITUSSIN*  FORMULAS 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular, 
WALLACE  LABORATORIES 
\j if,Cranbury,  N.J.  eu-ttti 
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Announcing 

EUTROIM 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet, 
once  daily.  Tablets  are  scored  for  greater 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 

TM—  T»ADCMA»K 


Prescribing 
information  for 

EUTRQN 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 

WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  *4  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 

y, 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES  YEAR  % EFFECTIVE 


6,725  1962  88.6% 

5,440  1963  88.0% 

10,384  1964  88.5% 


y$-Hemolytic  Streptococci 2,3,1 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over- 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  tr'-acy- 
cline  and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /Themolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 


TAO 

[triacetyloleandomycin] 


J.  B Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co  . Inc  , Science  for  the  World's  Well-Being  - 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  References  1 Isenberg,  Henry  D Health  Laboratory 
Science  2 163-173  Uuly)  1965.  2.  Fowler,  J Ralph  et  al  Clinical  Medicine  70  547  (Mar.)  1963.  3.  Isenberg,  Henry  D Health  Laboratory  Science 
1 185-256  Uuly  Aug.)  1964. 
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for  full  details. 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nons.usceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40, 80,  and  150-cc.-size  packages. 


V-Cillin  K 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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Doctor, 


Here  is  the  Abbott  anorectic 
program  designed  to  meet 
the  individual  needs  of  your 
Dverweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN®  Gradumet  (metham-  If  she  can't  take  plain  amphetamine, 
phetamine  hydrochloride)  put  her  on  DESBUTAL  Gradumet 


Smooth  appetite  control  plus  mood  elevation. 


Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal*  (pentobarbital)tocalmthe  patientand 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 
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Abbott 

Anorectic 

Program 


Not  all  long-release  vehicles  are 
the  same.  Here  is  why  the  Gradumet 
is  different  and  what  it  means 
for  your  overweight  patients. 


ft 


VJ 
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The  release  action  is  purely  physical  and  relies  on 
only  one  factor  common  to  every  patient:  gastro- 
intestinal fluid.  There  is  no  dependence  on  enteric 
coatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
centration in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
cation, moment  by  moment,  throughout  the  day. 

They  are  not  subjected  to  ups  and  downs  of 
drug  release  ...  or  to  erratic  release  from  patient 
to  patient  ...  or  to  erratic  release  in  the  same 
patient  from  day  to  day. 

That’s  why  the  Gradumet  provides 
controlled-release  as  well  as 
long  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  « 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


a a a 

5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 


Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

i l 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

At  an  anorectic  in  treatment  of 
obesity,  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
tients  taking  a monoamine  oxidase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
otten  these  ellects  will  disappear  alter  a lew  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease  hypeithyroidism  or  who  are  sensitive  to  sympa 
thomimetic  drugs  Careful  supervision  is  advisable  with 
maiadiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all  day  appetite  control 

Oesbutal  10  contains  10  mg  ot  melh 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  IScontains  15 mg  of  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bodies  of  100  and  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

of  low  and  non  caloric  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
SucaryP’  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 


Press  out  tablets  from  this  side 


000 

ooo 


Directions  • 

Or. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 
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Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl — Abbott  brand  of  low  and  non-caloric  sweeteners. 
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ACUTE  AND  CHRONIC  BRAIN  SYNDROMES 


The  terms  acute  and  chronic  brain  syn- 
drome refer  to  those  psychiatric  con- 
ditions which  result  from  impairment 
of  brain  tissue  functioning.  In  the  acute  form 
complete  recovery  is  expected.  In  the  chronic 
form,  although  some  degree  of  improvement 
may  occur,  complete  recovery  is  not  expected. 
The  causation  of  these  syndromes  is  multiple, 
but  in  general  the  etiological  factors  can  be 
broken  down  into  several  groups.  The  first 
group  is  composed  of  those  which  produce 
structural  or  architectural  changes  in  brain 
tissue.  The  second  group  is  composed  of  those 
conditions  which  result  from  toxic  factors, 
both  exogenous  and  endogenous,  which  affect 
the  function  of  brain  tissue.  The  third  group 
includes  those  conditions  resulting  from 
metabolic  disorders. 

Group  I usually  results  in  chronic  brain  syn- 
dromes, as  actual  destruction  of  brain  tissue 
results,  and  since  brain  tissue  does  not  repair 
itself,  damage  is  usually  permanent.  The 
degree  of  impairment  depends  upon  the  quan- 
tity and  quality  of  brain  tissue  destroyed. 

Group  II,  with  a few  exceptions,  usually 
results  in  an  acute  brain  syndrome. 

Group  III  may  be  either  acute  or  chronic 
depending  upon  the  degree  of  success  in 
treating  the  underlying  disorder. 

Group  I:  As  stated  above,  this  group  com- 
prises those  conditions  which  cause  structural 
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changes  in  the  brain  and  with  few  exceptions 
result  in  a chronic  course.  Some  of  the  more 
common  conditions  are  listed  below: 

TRAUMA 

Mechanical 

Electrical 

Surgical 

Radiation 

TUMOR 

INFECTION 

Syphilitic 

Encephalitis 

Meningocephalitis 

CERTAIN  EXOGENOUS  POISONS 

Lead 

Arsenic 

Carbon  Monoxide 
Alcohol  ( in  some  cases ) 

HEREDOFAMILIAL  DISEASES 

Huntington’s  Chorea 
Wilson’s  Disease 

DEGENERATIVE  BRAIN  DISEASE 

Pick’s  Disease 
Alzheimer’s  Disease 
Cerebral  Arteriosclerosis 
Senile  Brain  Disease 

TRAUMA 

Mechanical  trauma  may  result  in  either  the 
chronic  or  the  acute  forms,  depending  upon 
the  extent  of  the  trauma.  Simple  concussion 
is  usually  transient  in  its  effects,  producing 
some  clouding  of  consciousness  with  impaired 
cerebration  and  confusion  with  temporary 
unawareness  of  one’s  surroundings.  There  is 
usually  a short-lived  period  of  unconscious- 
ness with  amnesia  for  the  injury  itself.  More 
severe  injuries  such  as  subdural  hematoma, 
intracerebral  hemorrhage,  brain  laceration, 
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etc.,  usually  produce  after  recovery  of  con- 
sciousness, slowness  of  thinking,  periods  of 
confusion  in  which  one  is  unaware  of  his  sur- 
roundings, impaired  memory  with  the  recent 
memory  most  involved;  there  may  also  be 
mood  changes  with  lability  of  mood,  depres- 
sion, irritability,  etc. 

Electrical  damage  to  the  brain  results  either 
from  direct  destruction  of  brain  cells  by  the 
current  itself  or  indirectly  by  producing 
cardiac  arrest  with  resultant  cerebral  anoxia. 
The  effects  of  this  are  usually  permanent  as 
are  the  effects  of  surgery  and  excessive  radia- 
tion. 

TUMOR 

The  nature  and  extent  of  personality  change 
resulting  from  brain  tumor  depends  upon  both 
the  size  and  location  of  the  tumor.  Generally 
speaking,  personality  changes  are  produced 
only  in  those  cases  which  involve  either  the 
frontal  or  temporal  lobes  or  both.  Tumors  lo- 
cated more  posteriorly  in  the  parietal  and  occi- 
pital lobes  usually  produce  primarily  neuro- 
logical deficits.  With  frontally  placed  tumors 
the  personality  changes  may  be  quite  minor 
and  difficult  to  detect  or  may  be  grossly  obvi- 
ous with  marked  changes  in  personality,  par- 
ticularly in  the  areas  of  intellectual  function- 
ing. In  time,  neurological  changes  become  evi- 
dent with  the  extension  or  pressure  of  the 
tumor  on  adjacent  areas. 

Case  History:  The  case  described  below  indicates 
the  slow,  insidious,  and  frequently  quite  minor 
changes  in  personality  resulting  from  tumor. 

The  patient  a 23  year  old  medical  student  who  was 
in  the  upper  third  of  his  class  and  had  quite  a 
genuine  interest  in  medicine.  He  failed  to  return  to 
school  for  his  senior  year  and  it  subsequently  de- 
veloped that  he  did  not  return  because  he  had  lost 
interest  in  medicine;  this  loss  of  interest  progressed 
during  the  summer  vacation.  He  had  no  other  symp- 
toms. About  a year  later,  he  was  called  into  service 
during  World  War  II  and  functioned  efficiently  in 
his  job  and  then  began  having  convulsive  seizures. 
He  was  put  in  the  hospital,  a diagnosis  of  idiopathic 
epilepsy  was  made  and  he  was  put  on  appropriate 
medication.  He  returned  home,  lost  interest  in  things 
in  general,  and  was  content  to  help  his  father  on  the 
farm.  Within  a few  months,  he  developed  a left 
hemiplegia  and  entered  the  hospital,  and  this  time 
a large  astrocytoma  was  surgically  removed  from  the 
right  frontal  lobe.  After  recovery  from  the  surgery,  he 


suddenly  regained  interest  in  medicine,  strongly  con- 
sidered completing  his  senior  year;  however,  felt 
that  because  of  the  extensive  surgery  the  stress  of 
medicine  might  be  too  great,  and  he  compromised 
by  entering  pharmacy  school.  He  graduated  and  was 
employed  as  a pharmacist  for  about  a year  when  he 
died  of  a recurrence  of  the  tumor. 

INFECTION 

Of  the  various  types  of  infection  of  the 
brain,  CNS  syphilis  was  the  most  prominent 
cause  in  years  gone  by  but  fortunately  it  is  a 
rarity  now.  It  is  characterized  by  gross  habit 
deterioration,  grandiose  ideas,  and  severe  im- 
pairment of  intellectual  functioning.  At  the 
present  time  the  various  viral  encephalitides 
constitute  the  most  common  central  nervous 
system  infection.  In  mild  cases  there  may  be 
no  residual  impairment  but  in  more  severe 
eases  severe  and  usually  permanent  personal- 
ity changes  can  result,  again  primarily  in  the 
area  of  intellectual  functioning.  Meningitis 
does  not  usually  produce  any  permanent  brain 
damage  as  the  meninges  are  involved  instead 
of  brain  tissue.  However,  there  are  certain 
cases  of  meningocephalitis  in  which  both 
meninges  and  brain  tissue  are  involved  and 
here  the  result  is  the  same  as  that  of  pure 
encephalitis. 

Exogenous  Poison 

The  heavy  metals,  such  as  lead  and  arsenic, 
if  ingested  in  sufficient  dosages  and  over  a 
long  enough  period  of  time  also  produce  per- 
manent brain  damage.  Severe  carbon  monox- 
ide poisoning  causes  brain  damage  by  way  of 
anoxia  to  the  brain.  Here  again,  this  may  be 
acute  or  chronic  depending  upon  the  time  of 
exposure  and  the  concentration  of  the  gas. 
Alcohol  is  capable  of  causing  both  acute  and 
chronic  brain  syndromes.  In  moderate  to 
severe  intoxication  there  is  an  impairment  of 
judgment,  slowness,  and  inaccuracy  of  think- 
ing, and  a transient  loss  of  memory.  Re- 
peated and  prolonged  periods  of  intoxication 
over  a number  of  years,  particularly  when 
there  is  an  associated  dietary  insufficiency, 
can  result  in  permanent  difficulty  in  con- 
centration, slowness  of  thinking,  memory  defi- 
cit, and  impaired  judgment.  There  are  two 
conditions,  Korsakoff’s  psychosis  and  Wer- 
nicke’s syndrome,  which  result  from  pro- 
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longed,  excessive  drinking  and  these  condi- 
tions usually  produce  severe  and  permanent 
changes.  There  is  disorientation  as  to  time, 
place,  and  person,  a complete  absence  of 
recent  memory,  impaired  remote  memory,  and 
confabulation.  By  confabulation  we  mean 
that  since  the  individual  cannot  remember 
what  he  has  done  the  day  before  or  within 
the  previous  few  hours,  he  will  make-up 
stories  to  fill  in  the  memory  gaps.  There  may 
be  improvement  in  this  condition  with  proper 
treatment,  which  consists  of  abstinence  from 
alcohol,  adequate  dietary  intake,  and  large 
doses  of  all  the  B vitamins,  particularly 
thiamine  chloride,  and  B12.  Wernicke’s  syn- 
drome is  very  similar  to  Korsakoff’s  psychosis. 
However,  in  addition,  there  is  a bilateral 
ophthalmoplegia.  The  ophthalmoplegia  usual- 
ly clears  with  the  administration  of  large  doses 
of  thiamine  chloride  but  the  mental  changes 
tend  to  persist. 

Degenerative  Brain  Disease 

Pick’s  and  Alzheimer’s  disease  are  also  re- 
ferred to  as  pre-senile  psychoses,  occurring 
generally  between  the  ages  of  45  and  55  and 
are  characterized  by  progressive  loss  of 
memory,  this  being  the  outstanding  feature, 
and  inability  to  think.  The  cause  of  these  con- 
ditions is  not  known  and  the  pathology  is  very 
similar  to  that  seen  in  the  senile  brain.  They 
run  a progressive  course,  death  occurring 
from  intercurrent  infections  usually  in  a per- 
iod of  three  to  six  years.  Cerebral  arterio- 
sclerosis brings  about  impairment  of  intel- 
lectual functioning  due  to  diminished  blood 
supply  to  the  brain.  In  addition  to  the  dimin- 
ished blood  supply,  vessels  are  prone  to  small 
thrombi  which  makes  the  deterioration  more 
rapidly  progressive.  This  usually  occurs 
around  the  age  of  65;  however,  it  may  begin 
earlier  or  much  later.  Senile  brain  disease 
occurs  as  a ride  beyond  the  age  of  75  and  is 
part  of  the  aging  process.  Practically  everyone 
has  been  exposed  to  senile  individuals  and  the 
mental  changes  do  not  warrant  further 
description. 

Group  II.  The  etiological  factors  which 


usually  result  in  acute  brain  syndrome  are  as 
listed  below: 

EXOGENOUS  TOXINS 

Alcohol 

Bromides 

Barbiturates 

Non-Barbiturate  Sedatives 
(particularly  Doriden  and  Placidyl) 

Narcotics 

Other  Drugs  not  in  the  above  groups  to  which  the 
individual  may  be  individually  sensitive 

ENDOGENOUS  TOXINS 

Bacterial  Toxins 
Exhaustion 
Sensory  Deprivation 
Sensory  Over-loading 

As  mentioned  above  these  conditions 
usually  produce  transient  acute  brain  syn- 
dromes. In  the  acute  brain  syndrome,  in  ad- 
dition to  the  marked  sensorial  deficit  (dis- 
orientation, confusion,  memory  loss,  inability 
to  concentrate,  etc. ) there  is  also  gross  dis- 
turbance in  perception  and  in  interpretation 
with  resultant  hallucinations,  both  of  the 
visual  and  auditory  type,  with  the  visual  pre- 
dominating, and  ill-defined  and  rather  loosely 
organized  delusional  system. 

Of  the  various  causative  agents,  alcohol  is 
the  most  common,  producing  the  well-known 
symptom  complex  of  delirium  tremens  and 
also  alcoholic  hallucinosis.  Here  these  in- 
dividuals are  usually  grossly  disoriented  and 
have  vivid  hallucinations  which  are  usually 
frightening  and  associated  delusions.  In  de- 
lirium tremens  there  are  usually  gross  tremors 
involving  the  entire  body;  whereas,  in  alco- 
holic hallucinosis  there  is  less  mental  con- 
fusion, no  tremors,  but  vivid  hallucinations. 
The  treatment  of  both  of  these  conditions 
consists  in  abstinence,  hospital  care,  and 
assured  adequate  dietary  intake,  multiple  vita- 
mins, hydration,  and  treatment  of  concurrent 
infections.  Bromides  are  perhaps  the  second 
greatest  offenders  in  that  they  can  be  pur- 
chased without  a prescription  (e.  g.,  Dr.  Miles’ 
Nervine)  and  produce  essentially  the  same 
picture  as  does  an  alcoholic  hallucinosis;  how- 
ever, the  excretion  of  bromide  is  rather  slow 
and  the  course  of  the  delirium  is  usually  more 
prolonged.  Generally  speaking,  a blood  level 
of  200  mg/ 100  ml  or  higher  produces  a psy- 
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chotie  state.  Treatment  consists  of  supportive 
treatment  and  administration  of  sodium 
chloride,  since  the  bromides  replace  the 
chlorine  in  sodium  chloride.  Barbiturates  and 
the  non-barbiturate  sedatives  are  capable  of 
producing  an  acute  brain  syndrome.  As  men- 
tioned above,  some  of  the  non-barbiturate 
sedatives,  particularly  Doriden,  narcotics,  par- 
ticularly heroin,  also  produce  acute  psychosis 
and  in  the  case  of  the  barbiturates  and  the 
narcotics  psychoses  can  occur  while  the  in- 
dividual is  taking  these  drugs  or  during  the 
withdrawal  stage.  Exhaustion  produces  an 
acute  brain  syndrome  as  well  as  sensory 
isolation  or  sensory  over-loading.  The  nor- 
mal individual  who  is  placed  in  an  environ- 
ment where  there  are  no,  or  very  few,  in- 
coming stimuli  becames  acutely  psychotic, 
but  recovers  from  the  environment.  The  same 
condition  occurs  when  an  individual  is  ex- 
posed to  so  many  stimuli  that  the  brain  can- 
not handle  the  incoming  messages  ade- 
quately and  a state  of  confusion  results. 
There  are  other  substances  capable  of  pro- 
ducing transient  psychoses  such  as  d-lysergic 


acid  amide,  mescaline,  and  bufotenedine. 
However,  these  are  used  in  experimental 
situations  and  do  not  result  in  medical  prob- 
lems. 

Summary 

In  summary,  brain  syndrome  is  a term 
which  has  replaced  the  old  term  of  toxic  or 
organic  psychosis.  The  diagnostic  hallmark 
is  the  confusion  in  thinking,  slowness  of  think- 
ing, difficulty  in  concentration,  impaired 
awareness  of  one’s  surroundings,  memory  loss, 
poor  judgment,  and  in  many  instances,  mood 
changes.  In  addition,  in  the  acute  states 
hallucinations  and  delusions  are  prominent. 
This  group  of  disorders  is  distinguished  from 
the  so-called  functional  psychoses  ( schizo- 
phrenia) by  the  fact  that  there  is  demonstra- 
ble disturbance  of  brain  function;  whereas,  in 
schizophrenia  and  allied  diseases  there  is  no 
structural,  toxic,  or  other  identifiable  causa- 
tive factors.  Treatment,  as  indicated  above, 
consists  in  removing,  if  possible,  the  causative 
factor  and  where  this  cannot  be  done  in  treat- 
ing as  well  as  one  can  the  underlying  condi- 
tion. 


Protection  of  the  axillary  vein  following  radical 
mastectomy.  William  H.  Prioleau.  M.  D.,  (Charles- 
ton). Surg,  Gynec  & Obstet,  120:1063-1064,  (May 
1965). 

Obstruction  of  the  axillary  vein  by  kinking  or 
thrombosis  is  recognized  as  one  of  the  causes  of 
lymphedema  of  the  arm  following  radical  mastectomy. 
Axillary  dissection  leaves  the  vein  deprived  of  sup- 
port from  its  tributaries  and  areolar  tissue.  When  the 
arm  is  placed  alongside  the  chest  wall  for  wound 
closure  or  dressing,  the  unsupported  vein  tends  to 
kink.  The  resulting  obstruction  causes  increased 
venous  pressure.  It  is  advised  that  the  arm  be  in  ab- 
duction at  the  time  of  wound  closure  and  for  the 
post-operative  period.  Suspension  of  the  arm  by 
counterbalance  facilitates  active  and  passive  motion. 
This  improves  the  circulation  and  also  gives  comfort 
to  the  patient.  The  article  is  illustrated  by  two  line 
drawings. 


Editorial:  Major  considerations  in  the  management 
of  acute  intestinal  obstruction.  William  H.  Prioleau, 
M.  D.,  ( Charleston ) . Amer  Surg,  31:231-233,  (April 
1965). 

The  possibility  of  strangulation,  the  degree  of  dis- 
tention and  the  tendency  toward  circulatory  collapse 
are  the  controlling  factors  in  the  management  of 
acute  intestinal  obstruction;  the  first  as  regards 
urgency  of  operation,  the  second  as  regards  its  effect 
upon  the  validity  of  some  and  the  risk  incurred  with 
other  diagnostic  procedures,  and  the  third  as  regards 
the  ability  of  the  patient  to  withstand  operation.  While 
diagnosis  of  the  cause  of  the  obstruction  is  necessary 
for  the  determination  of  definitive  treatment,  the  wel- 
fare of  the  patient  requires  that  temporarily  it  be 
made  a matter  of  secondary  consideration. 

Diagnostic  and  treatment  measures  are  considered 
from  the  above  standpoint. 
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Problem  drinking  has  probably  ex- 
isted since  man  first  became  aware 
of  the  tranquilizing  effects  of  alcohol. 
The  size  of  the  alcohol  problem  in  our 
society  today  in  terms  of  such  indices  as 
lost  hours  of  work,  disruption  of  family  life, 
traffic  accidents,  etc.,  is  sufficiently  well 
known  not  to  require  here  any  supporting 
statistics.  Alcohol  is  indeed  a major  problem 
of  our  society.  Whether  alcoholism  is  a dis- 
ease is  debatable.  But  that  alcoholism  has  its 
physical  and  emotional  aspects  and  so  is,  or 
should  be,  of  concern  to  the  medical  profes- 
sion is  obvious.  When  I say  “should  be”  I have 
in  mind  the  complaint  now  fortunately  less 
justified  and  less  frequently  heard  that  the 
medical  profession  has  in  too  many  instances 
tried  to  avoid  treatment  of  the  alcoholic,  and 
that  hospitals  have  too  often  denied  admission 
to  alcoholics.  Many  more  general  hospitals 
now  make  some  provision  for  the  treatment 
of  alcoholics  than  was  so,  say  ten  years  ago, 
and  physicians  generally  are  more  interested 
in  what  contribution  they  may  be  able  to 
make,  whether  in  direct  treatment  of  the  pa- 
tient, referral  of  the  patient  to  medical  or 
other  sources  of  help,  or  in  counseling  the 
family  of  the  alcoholic  patient. 

It  is  difficult  to  define  alcoholism  in  terms 
that  find  general  acceptance  and  that  do 
justice  to  all  aspects  of  the  problem.  However, 
the  definition  arrived  at  by  the  World  Health 
Organization  in  1950  is  probably  as  satis- 
factory as  any:  alcoholics  “are  those  excessive 
drinkers  whose  dependence  upon  alcohol  has 
attained  such  a degree  that  it  shows  a notice- 
able mental  disturbance  or  an  interference 
with  their  bodily  and  mental  health,  their 
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interpersonal  relations,  and  their  smooth 
social  and  economic  functioning;  or  show  the 
prodromal  signs  of  such  developments.”1 
Whether  or  not  we  consider  an  individual  an 
alcoholic  is  presently  determined  funda- 
mentally by  the  degree  to  which  his  overall 
life  adjustment  has  apparently  been  disrupted 
by  his  use  of  alcohol.  We  certainly  have  no 
physical  criteria  to  tell  us  when  social  drink- 
ing becomes  alcoholism.  It  is  rather  a de- 
cision based  on  estimates  of  the  individual’s 
impaired  social  competence  in  the  broad 
sense  and  insofar  as  alcohol  misuse  seems 
primarily  responsible  for  this  impairment.  As 
is  well  known,  drinking  patterns  vary  widely. 
There  is  no  one  specific  pattern  that  repre- 
sents alcoholism.  Some  tipple  throughout  the 
day,  some  drink  heavily  in  the  evenings  only, 
some  drink  only  in  frequent  binges,  etc. 
The  individual  with  a drinking  problem 
obvious  to  almost  everyone  except  himself 
may  rationalize  that  he  is  not  an  alcoholic 
because  he  doesn’t  need  a drink  every  morn- 
ing, though  he  may  be  a binge  drinker  whose 
binges  are  becoming  increasingly  frequent 
with  much  loss  of  work  time  and  increasing 
dislocation  of  family  life.  Another  may  ac- 
knowledge that  yes,  he  drinks  a good  bit  but 
will  counter  that  he  always  has  done  so  and 
that  he  has  lost  no  time  from  work— though  to 
others  it  may  be  clear  that  his  work  efficiency 
has  fallen  off  badly  and  that  his  drinking  pat- 
tern is  catching  up  with  him.  Still  another  will 
maintain  that  because  he  drinks  mainly  beer 
or  wine  and  little  whiskey  that  he  is  not  an 
alcoholic.  Whatever  the  pattern,  the  disturb- 
ance of  the  overall  life  adjustment  is  the  most 
valid  measure  of  how  pathological  is  an 
individual’s  drinking.  In  addition,  the  com- 
pulsive nature  of  the  alcoholic’s  drinking  is 
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considered  by  most  an  important  character- 
istic. Though  he  may  not  be  ready  to  admit  it, 
the  drinking  is  no  longer  within  his  control. 
He  is  not  drinking  generally  because  he  just 
doesn’t  care  and  is  consciously  indulging  him- 
self—as  the  moralists  would  have  it— but  be- 
cause he  is  too  uncomfortable  if  he  doesn’t. 

The  point  at  which  an  individual’s  use  of 
alcohol  shifts  from  social  drinking  to  problem 
drinking  is  usually  not  immediately  obvious. 
But  we  do  not  have  to  wait  until  he  has 
undergone  physical  deterioration,  or  until  he 
has  lost  his  business  and  family  and  under- 
gone profound  and  lamentable  personality 
disorganization  to  spot  the  danger  signs.  And 
as  physicians  it  would  seem  our  duty  to  point 
out  what  appears  to  be  a health  hazard.  How 
to  manage  this  successfully  in  a given  case 
may  require  much  care  and  tact,  with  the 
physician  being  guided  by  his  knowledge  of 
the  individual,  his  family,  and  his  situation  in 
life,  and  with  full  realization  that  his  advice, 
however  tactfully  given,  may  be  thrown  back 
in  his  face.  But  as  is  true  in  all  problems  of 
health,  the  earlier  we  can  recognize  illness 
and  treat  it  the  better.  And  the  fact  that  here 
the  illness  is  one  that  in  the  past  has  been 
considered  a dereliction,  or  at  least  a bad 
habit,  makes  the  rule  no  less  applicable  in 
cases  of  incipient  alcoholism. 

The  etiology  of  alcoholism  appears  to  in- 
volve multiple  factors,  individual  and  social. 
At  the  present  time  the  concept  most  empha- 
sized, and  the  one  on  which  most  treatment 
approaches  are  based,  is  that  some  individuals 
are  by  reason  of  their  personality  makeup 
vulnerable  to  alcoholism  and  other  addictions, 
and  that  whether  alcoholism  becomes  mani- 
fest is  importantly  determined  by  social  fac- 
tors. Statistics  show  that  some  groups  have  a 
much  higher  incidence  of  alcoholism  than 
others.  The  accepted  attitude  towards  alcohol, 
and  the  drinking  practices  of  a particular 
social  or  cultural  group  seem  to  have  a direct 
bearing  on  the  incidence  of  problem  drinking. 
(And,  as  would  seem  to  follow,  there  are 
indications  that  in  a group  where  alcoholism 
is  rare,  the  individual  who  becomes  an  al- 
coholic generally  shows  considerably  more 


psychopathology  than  does  the  average  prob- 
lem drinker  belonging  to  a group  in  which 
alcoholism  is  more  common).2  Individual 
psychological  and  social  factors  both  seem 
important,  and  both  will  be  somewhat  further 
elaborated.  But  do  we  have  any  evidence 
that  physical  factors  are  related  to  the  etiol- 
ogy of  alcoholism?  Much  work  has  been  done 
and  much  is  known  about  the  metabolism 
and  the  physiological  effects  of  alcohol.  And 
from  time  to  time  researchers  come  forth 
with  findings  that  suggest  clues  to  a bio- 
chemical difference,  genetically  or  otherwise 
determined,  hypothesized  to  exist  between 
alcoholics  and  non-alcoholics.  The  fact  that 
the  great  majority  of  those  who  drink  don’t 
become  alcoholics,  and  the  definite  change 
that  seems  to  occur  when  drinking  becomes 
compulsive  and  uncontrollable  cause  some  to 
feel  that  there  must  be  a biochemical  answer. 
Thus  far  though,  efforts  in  this  field  seem  to 
have  been  no  more  rewarding  than  efforts  to 
establish  a biochemical  basis  for  schizo- 
phrenia. And  in  both  fields  findings  that  at 
first  seem  promising  often  prove  later  to  be 
results  rather  than  causes  of  the  conditions 
investigated.  The  importance  of  the  work 
being  done  in  both  fields  is  not  to  be  mini- 
mized and  some  feel  that  only  when  bio- 
chemical answers  are  forthcoming  will  really 
effective  treatment  methods  be  at  hand.  But 
as  of  now  there  seem  no  established  facts  that 
give  us  answers  to  such  questions  as  posed 
in  a review  of  the  field  in  1960;  “Why  do 
some  individuals  who  drink  alcohol  become 
‘Alcoholics’  while  others  do  not?  What 
pharmacological  agents  or  procedures  will 
prevent  or  counteract  the  action  of  alcohol 
upon  the  susceptible  individual,  or  diminish 
his  susceptibility?”3 

Returning  to  the  consideration  of  psycho- 
logical factors,  from  the  behavioral  stand- 
point, alcoholism  seems  to  arise  in  the  course 
of  the  individual’s  strivings  to  meet  the  de- 
mands of  life  in  ways  that  are  satisfying  and 
that  avoid  uncomfortable  anxiety.  To  most 
who  drink,  alcohol  is  a boon,  a releaser  of 
tensions,  an  aid  to  conviviality,  an  escape  of 
a sort  but  a consciously  used  and  controlled 
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one  and  no  more  pathological  than  sleep,  a 
vacation,  a game  of  golf.  Alcoholism  is  of 
course  pathological,  and  arises,  it  seems,  just 
as  do  the  neuroses,  psychoses,  personality  dis- 
orders in  the  course  of  the  individual’s  efforts 
to  cope  with  life.  It  is  classified  as  a personal- 
ity disorder  but  can  occur  as  a manifestation 
of  any  neurosis,  psychosis,  or  other  personality 
disorder.  It  is  a coping  stratagem  we  might 
say,  however  pathological,  and  it  obviously 
may  be  used  in  numerous  ways  though  gen- 
erally unconsciously.  While  normal  drinking 
can  perhaps  be  interpreted  as  a beneficient 
and  controlled  escape,  with  the  problem 
drinker  the  degree  of  escape  sought  through 
alcohol  may  be  extreme,  and  used  habitually, 
and  his  sense  of  isolation  and  inadequacy 
without  alcohol  may  be  very  strong.  Alcohol- 
ism can  also  be  a very  hostile,  demanding, 
controlling  stratagem.  It  can  be  a way  of  get- 
ting back,  and  of  demanding  and  getting 
attention,  directed  at  the  spouse,  friends,  or 
society  in  general.  This  is  certainly  one  of  the 
reasons  that  it  is  so  difficult  to  work  with 
some  alcoholics.  And  it  is  also  one  of  the  rea- 
sons that  in  many  cases  treatment  results  are 
better  when  the  spouse  and  perhaps  other 
family  members  are  brought  into  the  treat- 
ment program.  We  have  all  seen  the  maso- 
chistic woman  who  after  the  breakup  of  an 
impossible  marriage  shortly  thereafter  mar- 
ries a second  abusive  husband.  And  a variety 
of  sado-masochistic  relationships  may  be 
found  in  the  marriages  of  alcoholics.  One 
description  of  this  is  the  following  from 
Berne’s,  Games  People  Play:  “In  the  initial 
stages  of  the  ‘Alcoholic,’  the  wife  may  play  all 
three  supporting  roles:  at  midnight  the  Patsy, 
undressing  him,  making  him  coffee,  and  let- 
ting him  beat  up  on  her;  in  the  morning,  the 
Persecutor,  berating  him  for  the  evil  of  his 
ways;  and  in  the  evening,  the  Rescuer,  plead- 
ing with  him  to  change  them.”4 

In  the  above  paragraph  I have  touched  on 
what  many  feel  are  prominent  characteristics 
of  the  personalities  of  many  alcoholics,  though 
not  necessarily  obvious— dependency  needs, 
hostile  tendencies,  (towards  the  self  as  well 
as  others),  sense  of  isolation,  immaturity,  and 


low  frustration  threshold.  Everyone  agrees 
that  there  are  many  personality  variables 
among  alcoholics  and  that  we  cannot  clearly 
and  completely  delineate  the  alcoholic  per- 
sonality.2 Some  are  ebullient,  some  morose; 
some  more  schizoid,  some  more  cyclothymic, 
some  more  hysterical,  some  more  obsessive; 
some  are  executives,  some  artists,  some 
laborers;  some  have  been  very  successful, 
some  always  failures.  In  fact,  some  consider 
it  a mistake  to  think  in  terms  of  “the  alcoholic” 
because  then  we  think  of  “the  treatment” 
whereas  in  reality  alcoholics  vary  enough  that 
treatment  should  be  very  selective.6  And  even 
if  the  above  are  characteristics  found  in  many 
alcoholics,  these  are  very  general  personality 
tendencies  and  found  in  many  who  are  not 
alcoholic.  They  may  be  necessary— though  we 
don’t  know  that— but  not  sufficient.  Social  in- 
fluences as  previously  stated  are  obviously 
very  important  in  determining  who  becomes 
an  alcoholic. 

Mulford"  in  1960,  in  a modified  random 
sampling  to  represent  the  total  non-institu- 
tional  population  of  the  U.S.A.  over  twenty- 
one,  came  up  with  the  following  among  other 
findings:  there  are  nearly  eighty  million  in 
America  who  drink,  with  the  prevalence  high- 
est among  men,  ages  21-39;  the  better  edu- 
cated; those  in  larger  cities;  Jews,  Catholics, 
and  Lutherans;  the  unmarried;  those  in  higher 
income  brackets  and  upper  occupational  sta- 
tus groups.  Heavy  drinking  is  more  common 
in  three  northeast  regions  — New  England, 
Middle  Atlantic,  East  North  Central  States—, 
while  the  Southern  states  have  the  lowest 
rates  of  heavy  drinking.  Heavy  drinking  is 
more  concentrated  in  males,  the  college  edu- 
cated, in  cities,  the  above  $5,000  income 
group,  the  next  to  highest  and  third  from 
lowest  status  occupations,  and  the  unmarried. 
Among  religious  groups,  Protestants  unspeci- 
fied as  to  denomination  have  the  highest  rate 
of  heavy  drinking,  while  Methodists,  Baptists, 
and  Jews  have  low  rates.  While  Jews  had  the 
highest  rates  of  drinkers  of  any  religion,  next 
to  the  Methodists,  they  had  the  lowest  rate  of 
heavy  drinking. 

Other  surveys  have  indicated  such  differ- 
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ences  as  a prevalence  rate  of  alcoholism  in 
Italy  of  less  than  one  percent  of  the  adult 
population,  in  France  of  over  five  percent;  an 
increased  incidence  of  alcoholism  among 
relatives  of  alcoholics  as  compared  with  the 
general  population  (heredity  of  course  may  be 
more  important  than  social  influence  here  but 
a higher  rate  is  found  among  wives  of  alco- 
holics as  well  as  among  blood  relatives);  22% 
of  American  alcoholics,  2S%  of  Swiss,  23%  of 
Canadians  come  from  homes  broken  by  death 
or  separation  of  parents  before  the  patient 
was  10  years  of  age.' 

In  the  treatment  of  problem  drinkers,  efforts 
to  help  the  individual  stop  his  self  defeating, 
self  destructive  drinking  pattern  is,  of  course, 
the  main  goal.  While  taking  care  of  the  acute 
episodes  is  usually  a relatively  simple  matter 
with  the  necessary  facilities  available,  it  is 
nevertheless  important.  It  is  often  only  dur- 
ing the  course  of  a thorough  “drying  out”  in 
a controlled  environment  that  the  alcoholic 
can  take  a good  look  at  himself  and  make  a 
start  towards  really  doing  something  about 
his  drinking.  If  he  has  already  made  a start 
and  has  achieved  some  success,  there  are  still 
going  to  be,  in  the  great  majority  of  cases, 
“slips,”  and  often  the  need  for  further,  though 
perhaps  brief  hospitalizations,  and  a new  start. 
The  availability  of  a few  beds  in  a general 
hospital  for  the  care  of  alcoholics  enables  the 
general  practitioner  to  be  a real  help  in  their 
rehabilitation.  In  fact,  it  would  seem  that  most 
community  hospitals  could  profitably  have  a 
small  unit  of  two  or  three  or  more  separate 
rooms  with  safety  screens  for  psychiatric 
emergencies  developing  within  the  hospital, 
such  as  postpartum  psychoses,  as  well  as  for 
alcoholics.  ( In  connection  with  the  recent 
study  of  the  Governor’s  Advisory  Group  on 
Mental  Health  Planning  in  South  Carolina, 
questionnaires  revealed  that  about  45%  of 
the  general  hospitals  queried  admitted  alco- 
holics. I think  this  is  fairly  encouraging  even 
though  distribution  of  these  hospitals  is  said 
to  be  not  very  good  in  terms  of  overall  cover- 
age of  the  state.  In  the  report  of  the  Gover- 
nor’s Advisory  Group  it  was  recommended 
that  at  least  one  general  hospital  in  each  of 


the  fourteen  mental  health  areas  of  the  state 
develop  psychiatric  inpatient  services  to  pro- 
vide “hospital  care  for  the  mentally  ill  and 
emotionally  disturbed,  the  alcoholic  and  the 
drug  addict.”)8 

In  the  treatment  of  the  acute  stage  of  alco- 
holism 1 am  tempted  to  say  that  the  greatest 
advance  in  recent  years  has  been  the  removal 
from  hospital  corridors  of  the  pervasive  and 
noisome  odor  of  paraldehyde.  The  intro- 
duction of  newer  agents,  notably  the  pheno- 
thiazines, has  of  course  been  responsible. 
Paraldehyde  was  for  long  a mainstay  in  treat- 
ing the  acute  stage  of  alcoholism  but  now  is 
little,  if  ever,  needed.  It  is  also  generally 
agreed  now  that  the  abrupt  withdrawal  of 
alcohol— unlike  such  withdrawal  in  the  bar- 
biturate and  narcotic  addictions— is  both  feas- 
ible and  desirable.  However,  adequate  tran- 
quilization  or  sedation  is  very  important 
where  the  individual  has  been  drinking  fairly 
heavily.  Thorazine  (chlorpromazine),  Mella- 
ril (thioridazine),  and  Phenergan  (pro- 
methazine ) are  the  phenothiazines  that  I 
probably  use  most  in  alcoholism  but  there 
are  others  that  I am  sure  are  equally  good. 
Among  the  so-called  minor  tranquilizers, 
Librium  has  been  used  by  many  with  reported 
good  results.  Sedatives  such  as  barbiturates 
may  be  at  times  useful,  in  combination  with 
the  phenothiazines,  especially  if  the  individ- 
ual has  been  using  both  barbiturates  and 
alcohol.  However,  such  sedatives  are  to  be 
dispensed  with  as  soon  as  possible,  and  it  is 
much  wiser  that  the  patient  not  be  discharged 
from  the  hospital  while  still  on  barbiturates 
or  barbiturate-like  drugs.  Fluids  and  vitamins 
and  other  supportive  measures  are  used  as 
indicated.  Dilantin  sodium  for  a few  days 
to  prevent  withdrawal  seizures  seems  a good 
measure  if  the  individual  has  been  drinking 
heavily  for  some  time  and  seems  very  jittery. 
Some  make  use  of  insulin  and  glucose  to 
speed  the  oxidation  of  alcohol.  In  delirium 
tremens  an  emergency  exists  because  of  the 
frequently  frightening  nature  of  the  hallucina- 
tions and  careful  supervision  is  necessary. 
Also  there  may  be  severe  physical  complica- 
tions and  the  mortality  rate  in  D.T.’s  is  not 
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inconsiderable.  It  is  to  be  remembered  that 
deliria  are  typically  worse  at  night  and  a pa- 
tient coming  out  of  a delirium  should  have 
two  nights  free  from  hallucinations  before 
the  delirium  is  to  be  considered  probably 
over. 

To  return  for  a moment  to  the  discussion  of 
drugs  that  tranquilize  and  sedate,  I think  it 
is  probably  not  sufficiently  understood  that 
practically  all  of  such  drugs  are  potentially 
habit  forming  and  so  to  be  used  cautiously 
in  the  alcoholic  and  other  addiction-prone  in- 
dividuals. An  exception  thus  far  seems  to  be 
represented  by  the  phenothiazine  group.  I 
refer  the  reader  to  a statement  by  the  Com- 
mittee on  Alcoholism  and  Addiction  and  the 
Council  of  Mental  Health  in  the  August  23rd 
( 1965 ) issue  of  the  Journal  of  the  American 
Medical  Association.  It  will  be  noted  there 
that  most  of  the  commonly  used  minor  tran- 
quilizers are  listed  as  “drugs  with  barbiturate- 
like action”  though  the  phenothiazines  are 
not."  In  alcoholics,  the  more  potentially  habit 
forming  is  a drug,  the  more  its  use,  other  than 
temporary,  is  to  be  avoided. 

The  length  of  hospitalization  desirable  will 
vary  with  the  physical  and  emotional  state  of 
the  individual  and  with  what  treatment  pro- 
gram may  be  undertaken.  Where  the  patient 
has  been  drinking  steadily  and  hard  over  a 
long  period,  is  in  poor  general  physical  con- 
dition, and  where  he  has  never  made  pre- 
viously what  would  seem  to  be  any  real  effort 
to  face  his  problem,  a relatively  long  hospital- 
ization would  be  desirable.  Some  private  psy- 
chiatric hospitals  require  that  patients  come 
in  sober,  agree  to  stay  six  months,  and  make 
payment  for  this  in  advance.  Such  a program 
may  be  worthwhile  in  some  cases;  obviously 
it  is  not  possible  for  many.  Shorter  hospital 
stays  than  this  are  certainly  often  of  help  and 
there  is  no  length  of  stay  that  is  optimal  for 
all  cases.  As  stated  earlier,  at  times  very  brief 
hospitalization  can  be  helpful.  Whatever  the 
length  of  stay,  it  is  important  that  there  should 
be  no  misunderstanding  by  the  patient,  that  it 
should  be  made  clear  to  him  that  physical 
restoration  is  only  a small  part  of  the  help  he 
needs  . 


The  Palmetto  Center  in  Florence  is  the  one 
state  operated  center  for  inpatient  treatment 
of  alcoholics  at  the  present  time.  I get  the 
impression  this  institution  is  doing  a very 
good  job,  and  Dr.  Walter  Mead  is  to  be  com- 
mended for  his  work  here  as  well  as  for  the 
overall  program  of  the  State  Alcoholic  Re- 
habilitation Board,  of  which  he  is  the  Chair- 
man. Palmetto  Center,  I understand,  is  op- 
erating with  a waiting  list  of  several  weeks, 
and  ten  additional  beds  are  being  or  have 
been  added  recently.  The  State  Hospital 
under  existing  law  does  not  accept  those  with  a 
primary  problem  of  alcoholism  though  a good 
many  alcoholics  are  sent  there  because  of  the 
importance  of  co-existing  conditions,  such  as 
depression  or  acute  psychoses.  Under  recom- 
mendations of  the  Governor’s  Advisory  Group, 
above  referred  to,  a change  in  the  law  would 
be  made  to  enable  the  State  Hospital  to 
accept  alcoholics  and  drug  addicts  routinely 
for  admission.8  There  would  seem  a very 
definite  need  for  this  change. 

At  the  Medical  College  Hospital  alcoholics 
are  admitted  to  the  psychiatric  unit  but  with 
certain  stipulations.  On  admission  the  patient 
signs  an  agreement  to  the  effect  that  he  is  to 
stay  in  the  hospital  for  a minimum  of  two 
weeks,  that  he  is  to  be  admitted  to  the  closed 
section  of  the  psychiatric  unit  (with  transfer 
to  the  open  section  when  his  condition  war- 
rants), and  that,  if  he  is  a private  patient,  he 
make  all  financial  arrangements  in  advance. 
The  reasons  for  this  policy  are  several.  For 
one  thing,  ours  is  a teaching  institution,  and 
we  naturally  prefer  cases  that  provide  teach- 
ing opportunities.  If  an  alcoholic  comes  in, 
“drys  out”  in  two  to  three  days,  then  leaves 
with  little  chance  for  us  or  for  him  to  get  an 
understanding  of  what  seems  to  be  going  on 
with  him  as  a person,  there  is  obviously  little 
that  the  student— or  the  patient— learns.  The 
prepaid  financial  arrangement  is  made  to  dis- 
courage the  patient’s  leaving  prematurely, 
though  if  he  is  not  willing  to  stay  for  two 
weeks,  he  is  probably  not  ready  to  face  his 
problems  seriously  and  to  work  towards 
effecting  any  real  change  in  his  life.  Finally, 
in  most  cases  physical  rehabilitation  itself 
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takes  a little  time,  and  one  is  in  a much  better 
position  to  break  a drinking  pattern  if  he  has 
had  a reasonable  period  of  sobriety  in  the 
controlled  environment  of  a hospital.  In  the 
hospital  we  strive  for  as  complete  a physical 
and  personality  assessment  as  possible.  After 
treatment  of  the  acute  stage  (if  the  patient 
is  not  sober  on  admission ) , the  treatment  pro- 
gram will  vary  somewhat  depending  on  the 
treating  physician’s  assessment  of  the  case  and 
his  particular  choice  of  approach  to  the  prob- 
lem. Generally  speaking,  the  prognosis  and 
goal  for  a particular  patient  will  depend  to  a 
considerable  extent  on  what  has  been  his  level 
of  social  competence  prior  to  the  development 
of  problem  drinking.  In  the  case  of  an  in- 
dividual who  had  done  well  in  life  and  only 
under  unusual  difficulties  had  lost  control  of 
his  drinking,  the  prognosis  would  seem  good 
with  perhaps  limited  psychotherapy.  This  pa- 
tient might  be  one  interested  in  a period  of 
Antabuse  treatment  as  well.  He  might  or 
might  not  need  the  help  of  the  self-help 
group,  Alcoholics  Anonymous,  or  some  other 
group  approach.  On  the  other  hand,  if  the 
individual  seems  quite  immature  and  the 
drinking  pattern  has  been  long  established 
and  very  much  a part  of  his  life,  the  outlook 
is  much  poorer  and  some  sort  of  group  help 
would  seem  very  important  if  he  will 
accept  it.  The  use  of  group  therapy  with 
alcoholics,  as  with  other  emotional  problems, 
seems  definitely  on  the  increase,  and  it  may 
be  that  with  alcoholics  this  approach  is 
especially  useful.  (Some  think  this  may  be 
related  to  the  psychological  finding  that  in 
certain  tests  of  perception  alcoholics  are 
strongly  “field  dependent”). 

In  the  continuing  treatment  of  problem 
drinkers  after  discharge  from  the  hospital, 
some  type  of  psychotherapy  or  counseling 
would  seem  indicated  in  most  cases,  whether 
on  an  individual  or  group  basis,  and  whether 
conducted  by  psychiatrists,  general  practi- 
tioners, psychologists,  social  workers,  or  min- 
isters. Psychoanalysis  or  other  types  of  in- 
tensive psychotherapy  do  not  seem  indicated 
for  the  great  majority  of  problem  drinkers. 
In  fact,  there  is  no  indication  that  psy- 


chiatrists are  more  effective  with  the  average 
alcoholic  than  the  general  practitioner.  How- 
ever, the  very  neurotic  and  the  psychotic 
alcoholic  should  be  seen  by  the  psychiatrist 
for  evaluation  and  probably  treatment  as  well. 

In  the  doctor-patient  relationship,  the  de- 
manding attitudes,  clinging  dependency,  and 
overt  or  covert  hostility  so  often  found  in 
alcoholics  tend  to  make  for  difficulty.  How 
to  be  interested  without  becoming  a rescuer, 
how  to  set  limits  without  seeming  too  arbi- 
trary, how  to  invest  time  and  energy  but  not 
become  so  involved  as  to  feel  hurt  and  a little 
embittered  when  good  progress  achieved 
seems  literally  washed  away  on  the  crest  of  a 
long  binge,  these  are  some  of  the  problems. 
Moralizing,  of  course,  is  to  be  avoided,  as  are 
exhorting  and  talking  down  to.  A reasonably 
hopeful  attitude  is  probably  necessary  in  psy- 
chotherapy with  any  type  problem,  but  we 
must  realize  that  in  most  cases  it  is  going  to 
be  a long  pull,  with  slips  to  be  expected.  The 
patient  needs  to  know  that  his  doctor  can  see 
him  slip  and  not  be  dismayed,  and  he  needs 
to  come  to  realize,  through  the  doctor’s  atti- 
tude, that  the  drinking  is  his,  the  patient’s 
problem,  that  the  doctor  is  interested  in  help- 
ing within  limits  but  that  the  patient  can’t 
shift  the  burden  to  the  doctor,  family,  or  to 
anyone  else. 

In  long  term  treatment  the  only  physical 
methods  that  have  much  acceptance  at  pres- 
ent are  use  of  the  drug  disulfiram  (Antabuse), 
and  procedures  to  produce  conditioned  aver- 
sion to  alcohol.  When  Antabuse  is  to  be  used, 
it  is  carefully  explained  to  the  individual  that 
to  take  a drink  while  using  this  drug  would 
produce  a violent  and  possibly  even  fatal 
physical  reaction.  Nausea,  headache,  tachy- 
cardia occur,  and  there  can  be  a precipitate 
drop  in  blood  pressure.18  Acetaldehyde  is 
thought  to  be  responsible.2  The  regular  use  of 
Antabuse  seems  to  appeal  to  some  patients 
as  a method  of  protecting  themselves  against 
themselves,  so  to  speak,  and  it  seems  to  have 
some  usefulness.  However,  it  should  be  given 
only  to  patients  who  thoroughly  understand 
the  method  and  who  can  be  reasonably  ex- 
pected not  to  impulsively  take  a drink  while 
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Antabuse  is  still  in  their  systems.  And  it  should 
be  used  only  after  careful  physical  evaluation 
of  the  patient.  In  conditioned  aversion  pro- 
cedures, alcohol,  in  whatever  beverage  form 
preferred  by  the  patient,  is  taken  and  shortly 
followed  by  a noxious  stimulus,  usually  apo- 
morphine,  though  electro-stimulation  and 
succinylcholine  (as  separate  methods)  have 
been  used.11  This  sequence  is  repeated  until 
an  aversion  for  alcohol  has  been  conditioned. 
I have  personally  had  no  experience  with  the 
aversion  methods.  Use  of  either  method 
should  probably  be  combined  with  regular 
contacts  with  the  physician. 

As  the  family,  especially  the  spouse  of  the 
alcoholic  should  usually  be  brought  into  the 
treatment  program  in  some  degree,  treatment 
and  rehabilitation  are  generally  more  than  a 
one  man  job.  Ancillary  help  is  important- 
social  worker,  clergyman,  etc.  Gradually  more 
and  more  special  alcoholic  outpatient  clinics 
are  being  developed,  offering  a team  ap- 
proach. There  is  little  of  this  sort  in  South 
Carolina  at  present  though  the  mental  health 
clinics,  family  and  other  agencies  are  making 
good  contributions.  A community  resource 
that  in  the  opinion  of  most  workers  in  the 
field  of  alcoholism  is  of  great  help  is  the  or- 
ganization Alcoholics  Anonymous.  Where,  as 
in  our  area,  we  have  limited  other  resources 
the  availability  of  Alcoholics  Anonymous  is  to 
be  doubly  stressed.  There  are  at  present  about 
sixty  Alcoholics  Anonymous  groups  in  South 
Carolina  communities  spread  throughout  the 
state.  Alcoholics  Anonymous,  as  most  know, 
is  a self-help  group.  Its  approach  is  considered 
by  professionals  to  be  emotional,  as  well  as 
suppressive  and  repressive.  Almost  all,  some 
reluctantly,  agree  that  it  is  also  very  effective 
in  helping  a great  many  problem  drinkers. 
AA  is  religious  in  the  general  sense  that  its 
members  accept  the  fact  that  they  cannot  gain 
control  of  alcohol  without  the  help  of  a higher 
power.  The  importance  of  the  goal  of  com- 
plete abstinence  for  problem  drinkers  is 
stressed— “One  drink  is  too  many,  a thousand 
not  enough.”  The  individual  is  encouraged  to 
make  a rigorous  self  evaluation  and  he  is  en- 
couraged to  tell  the  group  of  his  problem  with 


alcohol.  The  fact  that  he  is  with  a group  who 
have  in  common  with  him  a drinking  prob- 
lem and  with  whom  he  strongly  identifies 
seems  very  important.  The  group  understands 
the  difficulties  associated  with  his  drinking 
as  most  others  don't,  and  the  group  he  also 
knows  will  likely  see  through  any  of  his 
accustomed  rationalizations.  The  appeal  to 
altruism  in  the  encouragement  to  help  other 
alcoholics— the  “twelfth  step”— is  also  an  im- 
portant aspect  of  the  program.  A A members— 
at  least  those  with  any  experience— do  not,  I 
find,  see  theirs  as  the  only  approach  to  alco- 
holism. Though,  from  their  own  experience, 
understandably  wary  of  drug  use  beyond  the 
“drying  out”  stage,  they  are  not  anti-medical 
by  any  means.  They  welcome  medical  help, 
and  in  my  experience  are  in  turn  helpful  and 
cooperative.  True,  there  are  probably  zealots 
in  every  organization.  However,  when  one 
realizes  the  remorse,  the  self-torment,  the  loss 
of  self-respect  that  many  an  alcoholic  has  ex- 
perienced over  some  period  of  time,  it  does 
not  seem  surprising  that  some,  on  finding  a 
program  that  frees  them  from  their  morbid 
preoccupation  with  alcohol  and  gives  them  a 
renewed  sense  of  integrity,  experience  some- 
thing akin  to  a religious  conversion.  They  are 
eager  to  spread  the  word,  to  lend  a hand  to 
fellow  sufferers,  and  some  may  go  a little 
overboard  in  their  enthusiasm  and  become  a 
little  dogmatic.  I do  not  find  this  at  all  typical 
of  the  group  as  a whole.  As  stated,  it  seems  to 
me  that  AA  can  be  a most  useful  resource  for 
physicians  trying  to  be  of  some  help  to  prob- 
lem drinkers.  It  does  not  appeal  to  all  alcohol- 
ics by  any  means.  Somewhere  I have  seen  an 
AA  member  quoted  to  the  effect  that  AA  is 
like  a cafeteria  in  that  each  member  can 
choose  from  it  what  appeals  to  him.  This  is 
true  to  a point,  but  to  continue  the  simile, 
some  just  don’t  like  cafeterias. 

At  this  point  it  is  probably  well  to  bring 
up  the  question  of  whether  abstinence  is  a 
necessary  goal  for  all  problem  drinkers.  For  a 
good  many  years  most  authorities  have  firmly 
held  that  complete  abstinence  was  necessary, 
that  once  an  individual  became  an  addictive 
type  of  drinker  his  only  hope  of  controlling 
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his  drinking  was  to  accept  the  fact  that  he 
should  make  his  goal  avoidance  of  the  first 
drink.  As  stated,  this  is  one  of  the  cardinal 
principles  of  AA.  In  the  past  five  years  there 
has  been  rather  spirited  debate  over  whether 
some  alcoholics  cannot  in  fact  revert  to  nor- 
mal drinking.  A report  by  Davies  in  1962 
seems  to  have  stirred  up  something  of  a con- 
troversy.12 To  most  rules  there  are  exceptions 
and  it  seems  fairly  clear  that  some  individuals, 
for  reasons  not  obvious,  do  resume  seemingly 
normal  drinking  (and  continue  such  for  from 
seven  to  eleven  years  in  Davies’  study).  How- 
ever, the  group  that  is  able  to  do  this  prob- 
ably represents  a very,  very  small  minority 
and  for  practical  purposes  the  principle  would 
still  seem  to  hold  that  for  alcoholics  complete 
abstinence  must  be  the  goal. 

In  my  rather  limited  experience  in  the  treat- 
ment of  problem  drinkers  I can’t  think  of  any 
who,  having  lost  control  of  their  drinking, 
were  able  to  return  to  normal,  social  drinking. 
If  the  patient  has  reached  the  point  where 
after  a period  of  sobriety  the  first  drink  seems 
to  lead  inevitably  to  trouble— whether  in 
hours,  or  over  a period  of  some  days  of 
gradually  increasing  intake— I make  it  plain 
that  it  seems  to  me  that  he  should  make  com- 
plete abstinence  his  goal.  In  the  course  of  my 
contacts  with  him  I usually  bring  up  the 
question  of  AA  as  a possible  source  of  help. 
Most  have  heard  of  AA,  and  a good  many 
have  had  some  experience  with  AA.  If  the 
patient  expresses  interest,  I arrange  for  him 
to  talk  with  an  AA  member.  I try  to  avoid  any 
impression  that  I am  shifting  him  out  of  my 
domain  and  continue  seeing  him  whether  or 
not  he  participates  in  AA.  However,  if  he  does 
participate  and  AA  seems  to  be  becoming  his 
main  source  of  help,  I may  then  discontinue 
regular  interviews,  though  with  the  under- 
standing that  the  door  remains  open.  The  pa- 
tients that  I have  been  involved  in  the  treat- 
ment of,  and  that  stand  out  in  my  memory  as 
having  achieved  good  success,  have  been 
generally  AA  participants.  I shall  describe 
very  briefly  three  such  cases. 

The  first  case  illustrates  a not  uncommon  problem, 
that  of  alcoholism  occurring  in  one  with  such  obvious 


emotional  difficulties  that  the  drinking  is  considered 
for  some  time  relatively  incidental,  but  with  signifi- 
cant improvement  being  achieved  only  when  a direct 
attack  is  made  on  the  drinking  aspect  of  the  overall 
problem.  The  patient,  a woman  of  45  when  last 
hospitalized,  was  the  wife  of  a professional  man.  She 
had  had  for  some  ten  years  frequently  recurring 
symptoms  of  anxiety  and  depression,  with  much 
resentment,  hostility,  and  suspiciousness  directed  to- 
wards her  husband.  Her  tendency  to  misuse  of  alco- 
hol and  barbiturates  was  recognized  early.  She  had 
been  seen  by  some  four  psychiatrists,  had  been  fol- 
lowed in  weekly  psychotherapy  by  one  of  them  for 
several  months,  had  had  about  ten  psychiatric  ad- 
missions to  three  hospitals,  had  had  diagnostic  tags 
ranging  from  adult  situational  reaction  to  borderline 
schizophrenia,  and  including  alcoholism.  When  last 
hospitalized  in  1962  the  drug  problem  was  obvious 
to  her  husband  and  family.  She  acknowledged  de- 
pendency on  tranquilizers  and  sedatives,  rational- 
izing her  drug  use  on  the  basis  of  pre-menstrual  ten- 
sion and  marital  conflict.  On  questioning  she  ex- 
pressed interest  in  attending  an  AA  meeting.  This 
was  arranged  and  her  course  completely  changed  at 
about  this  point.  I am  not  in  personal  contact  with 
her  but  receive  reliable  reports  that  she  has  con- 
tinued to  do  splendidly,  is  apparently  well  adjusted 
at  home  and  in  the  community,  and  has  been  very 
active  in  AA.  The  following  view  expressed  by  Shea 
seems  pertinent  to  this  case  though  I think  there  are 
some  exceptions  to  the  generalization  he  makes: 
“Alcoholism  must  be  tackled  directly;  it  cannot  be 
expected  to  perish  by  attrition  when  the  fundamental 
neurotic  roots  are  crushed.  Such  a technique,  in  my 
experience,  always  fails.  The  alcoholism  flourishes 
protectively  and  the  neurosis  is  never  cornered. 
The  easiest  way  to  tackle  the  alcoholism  directly  is 
to  make  non-alcoholism  an  obsessive  issue  with  the 
patient.”13  We  may  surmise  that  this  patient  at  the 
time  of  her  last  hospital  admission  had  reached 
finally  a point  in  her  unhappy,  turbulent  course — 
some  would  call  it  the  point  of  surrender — where  she 
was  sufficiently  moved  to  take  constructive  action. 
Help  other  than  AA  may  have  been  equally  effective 
but  it  would  seem  that  she  needed  something  that 
the  available  medical  help  had  been  unable  alone  to 
provide. 

The  second  case  is  that  of  a 44  year  old  housewife, 
a college  graduate,  who  between  1958  and  1963  had 
six  admissions  to  the  psychiatric  unit  of  the  Medical 
College  Hospital.  She  had  been  a moderate  social 
drinker  until  1951  when  her  drinking  began  to 
gradually  increase.  She  attributed  this  to  her  taking 
a job  which  interfered  with  social  activities  that 
meant  much  to  her.  As  time  went  on  her  drinking 
caused  her  friends  to  avoid  her  and  she  became 
increasingly  hostile  towards  her  husband  and  others 
and  was  inclined  to  project  the  blame  for  her  diffi- 
culties to  her  environment.  At  times  there  was  con- 
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siderable  depression  in  the  clinical  picture.  Personal- 
ity testing  indicated  that  she  was  an  energetic  but 
rebellious,  hostile,  and  negativistic  person  who  had 
difficulty  in  identifying  with  others.  She  first  made 
contact  with  AA  about  1962  but  was  for  some  time 
irregular  in  her  participation,  and  had  several  alco- 
holic bouts  necessitating  hospitalization.  Finally  in 
1963  she  seemed  to  get  hold  of  herself.  She  has  been 
very  active  in  AA  since,  has  worked  regularly  and  in 
informal  contacts  with  her  I get  the  impression  of  a 
marked  and  well  maintained  overall  improvement. 

Both  of  these  patients  were  obviously  immature 
and  dependent  in  some  respects  but  as  a result  of 
their  drinking  give  the  impression  of  being  con- 
siderably more  so.  The  third  patient  is  different  in 
that  he  seemed  basically  more  mature. 

When  hospitalized  in  1961  the  problem  this  patient 
presented  seemed  a combination  of  alcoholism  and  a 
manic  depressive  reaction  of  manic  type  in  a 49  year 
old  man  of  hard  driving,  ambitious,  and  probably 
somewhat  obsessive  makeup.  He  was  a successful 
business  executive  but  had  been  a problem  drinker 
for  probably  four  or  five  years.  The  manic  episode 
had  begun  probably  several  months  prior  to  his  ad- 
mission and  was  just  beginning  to  subside,  though 
he  was  still  hyperactive,  overtalkative  and  at  times 
euphoric.  His  drinking  had  caused  much  difficulty  in 
his  life  even  before  the  manic  episode,  and  his  wife 
was  very  uncertain  whether  she  could  continue  the 
marriage  under  the  circumstances.  He  was  placed  on 
large  doses  of  Thorazine  and  was  followed  in  psycho- 
therapy during  a three  week  hospital  stay.  Following 
discharge  he  was  seen  in  nine  outpatient  visits  over  a 
period  of  eight  months,  with  five  of  these  visits  being 
in  the  first  month.  He  became  actively  interested  in 


AA  during  his  hospital  stay.  Two  years  later  a note 
from  his  wife  stated  “He  is  getting  along  just  fine;  he 
is  quite  active  in  AA  as  well  as  church  work.  He  did 
a grand  job  as  . . . for  the  church,  and  you  would 
have  been  proud  of  him  at  the  opening  ceremonies.” 
A more  reecnt  report  indicates  that  he  is  still  doing 
quite  well. 

Reflecting  on  cases  such  as  the  above 
makes  one  realize  that  there  can  be  worth- 
while rewards  in  a field  that  is  so  much  of  the 
time  frustrating  and  seemingly  unrewarding. 
While  there  has  been  much  emphasis  in  the 
above  on  AA  help,  it  is  certainly  not  intended 
to  imply  that  this  is  the  answer  to  alcoholism. 
AA  can  be  a helpful  ally  in  many  cases  at  the 
present  time,  but  I fully  agree  with  Chafetz 
that  we  should  avoid  any  tendency  to  think 
in  terms  of  “the  alcoholic”  or  “the  treatment,” 
or  even  of  “the  goal”  of  treatment.  We  must 
be  selective  in  deciding  what  seems  best  for 
the  individual  patient  and  of  what  we  can 
best  use  in  treatment,  and  we  must  remain 
alert  to  new  findings  and  changing  concepts. 
I would  also  hope,  with  Chafetz,  that  our  so- 
ciety can  gradually  assume  a more  mature, 
healthy,  less  negativistic  attitude  towards  the 
place  of  alcohol  in  our  lives,  and  that  as  a 
consequence  alcoholism  will  become  a dim- 
inishing rather  than  a growing  problem  as  at 
present. 
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REFERRAL  OF  THE  CHILD  TO  THE  PSYCHIATRIST 


R.  RAMSEY  MELLETTE,  Jr.,  M.  D. 

Charleston,  S.  C. 


The  physician  is  frequently  called  on  to 
be  all  things  to  all  people,  at  all  times. 
Pressures  of  his  occupation  often  neces- 
sitate the  prompt  diagnosis  of  physical  and 
psychological  disabilities  in  order  to  deter- 
mine which  he  may  treat  adequately  and 
those  which  should  be  further  investigated 
and  treated  by  others.  If  this  realistic  approach 
to  medical  practice  is  not  recognized,  in- 
adequate utilization  of  the  physician’s  time 
and  energies  occurs,  as  well  as  possible  de- 
terioration or  fixation  of  the  patient’s  condi- 
tion. This  aspect  is  especially  appropriate  in 
dealing  with  children  with  suspected  psy- 
chiatric disabilities. 

When  significant  emotional,  intellectual, 
social,  psychosomatic,  or  somatopsychic  dis- 
orders are  exhibited  by  a child,  he  usually 
will  not  “grow  out  of  it”  without  having  op- 
timal assistance.  When  the  necessary  inter- 
ventions are  not  effected,  the  condition  may 
become  latent  or  the  child  may  utilize  less 
disturbing  symptoms  for  varying  periods  of 
time  depending  upon  the  amount  of  internal 
and  external  stress  with  which  he  must  deal. 
However,  it  is  an  error  to  regard  this  partial 
or  pseudo  remission  as  “he  is  growing  out  of 
it.” 

The  quantity  and  quality  of  the  physicians’ 
referrals  depends  upon  a number  of  factors. 

I.  Physician 

A.  Type  of  practice 

B.  Personality 

C.  Experience 

Department  of  Psychiatry,  Medical  College  of 
South  Carolina,  Charleston,  South  Carolina. 


II.  Child 

A.  Constitutional  “adequacy” 

B.  Age 

C.  Stress 

1.  Physical 

a.  Acute 

b.  Chronic 

2.  Emotional 

a.  Acute 

b.  Chronic 

D.  Experience 

III.  Family 

A.  Values 

B.  Communication 

C.  Knowledge 

IV.  Community 

A.  Values 

B.  Resources 

1.  Educational 

2.  Vocational 

3.  Paramedical 

4.  Recreational 

5.  Psychiatric 

Other  than  in  those  situations  in  which  the 
child’s  environment  and  inherent  growth 
potential  may  be  expected  to  bring  about  a 
remission  of  symptoms,  children  with  the 
following  disorders  should  be  referred  for 
psychiatric  consultation  or  treatment. 

I.  Childhood  Psychosis 

II.  Mental  Subnormality 

III.  Personality  Disorder 

IV.  Learning  Disability 

V.  Severe  Neurotic  Disturbance 

VI.  Malignant  School  Avoidance 

VII.  Encopresis 

VIII.  Psychosomatic  Disorder 
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Referral  of  the  child  and  his  parents  to  the 
psychiatrist  during  the  past  were  often  ex- 
cessively delayed  and  frequently  the  family 
interpreted  this  delay  as  either  confirming 
their  negative  feelings  toward  any  aspect  per- 
taining to  “mental  or  emotional  weakness”  or 
assumed  that  the  condition  would  resolve 
itself  with  the  passage  of  time. 

It  is  most  important  that  the  referral  not  be 
a “last  ditch”  type,  for  appropriate  timing  and 
preparation  of  the  referral  is  necessary  for 
optimal  management  of  a case.  Clarification 
of  the  role  and  qualifications  of  the  psy- 
chiatrist by  the  referring  physician  tends  to 
dispel  many  of  the  family’s  misconceptions. 
He  should  emphasize  that  the  psychiatrist  is 
a physician  who  has  specialized  in  diagnosis 
and  treatment  of  mental,  emotional,  intel- 
lectual, “personality,”  “habit,”  and  “conduct” 
disorders.  It  is  important  that  the  parents’ 
frequent  misunderstanding  that  the  psychia- 
trist only  sees  crazy  or  insane  people  be  dis- 
sipated. The  family  should  be  made  aware 
that  several  interviews  may  be  necessary  for 
effective  evaluation  and  that  the  psychiatrist 
may  want  to  secure  appropriate  psychological 
testing  to  aid  in  the  programming  for  assistive 
or  optimal  disposition.  Unrealistic  expecta- 
tion of  a psychiatric  magical  cure  may  jeop- 
ardize available  help  unless  both  the  referring 
physician  and  referred  family  understand  the 
limitation  of  psychiatric  assistance. 

The  evaluation  and  cooperativeness  of  a 
child  are  enhanced  by  proper  preparation  of 
the  child  for  the  visit  to  the  psychiatrist.  In 
most  cases,  several  days  prior  to  the  psy- 
chiatric evaluation,  the  parents  should  explain 
to  the  child  the  reason  and  nature  of  the  visit. 
It  is  essential  that  honesty  prevail  in  the 
parents’  preparation  of  the  child.  The  age  of 
the  patient  will  determine  the  quantity  and 
quality  of  words  parents  should  utilize.  “You 
know  we  have  been  concerned  about  this 
problem  for  some  time  and  this  doctor  is  a 
special  kind  of  doctor  who  may  help  us  under- 


stand what  may  be  causing  it,  then  we  should 
be  able  to  do  something  about  it,  he  (the 
special  doctor)  doesn’t  give  shots  or  do  physi- 
cal exams' ” may  be  the  appropriate  explanation 
to  some  children.  The  young  child  should  be 
assured  that  the  parents  are  not  going  to  leave 
him  during  the  evaluation  in  order  to  prevent 
excessive  separation  fears.  Parents  should  en- 
courage the  child  to  be  honest  with  the  doc- 
tor and  to  tell  the  examiner  exactly  “how  you 
feel.” 

When  a psychiatric  evaluation  is  completed, 
the  referring  physician  should  expect  a 
“digestible”  summary  of  the  evaluation  and 
recommendations.  Psychiatric  therapies  which 
require  a psychiatrist  being  utilized  should 
only  be  instituted  following  the  sanction  of  the 
referring  physician.  Continuing  contacts  be- 
tween both  physicians  are  necessary  for  proper 
treatment  and  future  planning  for  the  child 
and  his  family. 

Summary 

Appropriate  referral  of  the  child  suspected 
of  psychiatric  disabilities  is  helpful  not  only 
to  the  disturbed  child  and  his  family,  but  also 
to  the  modern  physician  whose  time  and 
energy  should  be  used  in  the  most  effective 
manner.  The  quantity  and  quality  of  referrals 
to  psychiatrists  depend  upon  the  individual 
physician,  the  child  and  his  family,  as  well  as 
the  particular  community  in  which  they  live. 
A physician  should  refer  a child  for  psy- 
chiatric diagnosis  or  treatment  for  mental, 
emotional,  intellectual,  “personality,”  “habit,” 
and  “conduct”  disorders.  Proper  preparation 
of  the  child  is  essential  before  his  visit  to  the 
psychiatrist.  The  referring  physician  receives 
a summary  of  evaluation  and  recommenda- 
tions which  the  family,  their  doctor,  and  the 
community  act  on  to  the  best  interest  of  the 
child.  Communication  between  both  the  re- 
ferring physician  and  the  psychiatrist  is  essen- 
tial for  proper  treatment  and  future  planning 
for  the  child  and  his  family. 
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CORONARY  THROMBOSIS: 

A CASE  REPORT 

J.  N.  GASTON,  JR.,  M.  D. 

Chester,  S.  C. 


Acute  coronary  thrombosis  is  not  an  un- 
usual diagnosis  in  this  modern  age.  It 
occurs  most  frequently  in  the  adult 
male  population  and  after  the  third  decade  of 
life.  It  does,  of  course,  occur  frequently  in 
the  female  of  the  species.  Coronary  disease 
is,  however,  rather  rare  in  the  third  decade 
of  life. 

A white  male,  age  28,  according  to  a history 
obtained  postmortem  from  his  wife,  had  been  having 
epigastric  and  substernal  discomfort  for  a period  of 
about  two  months.  Although  this  occurred  most  often 
on  exertion,  the  patient  nevertheless  was  laboring 
under  the  delusion  that  he  was  suffering  from  in- 
digestion and.  accordingly,  took  frequent  doses  of 
antacid  preparations.  He  had  not  complained  of  any 
undue  shortness  of  breath. 

His  past  history  had  been  that  of  the  usual  healthy 
male.  He  had  been  seen  by  me  the  last  time  pro- 
fessionally about  two  years  previous  to  his  death, 
when  he  appeared  in  my  office  complaining  of  a 
discharging  sinus  in  the  low  back  due  to  a pilonidal 
cyst.  The  patient  was  advised  to  have  surgical  re- 
moval of  this  cyst  but  had  not  carried  out  my 
recommendations. 

On  the  day  of  his  death  he  began  having  pain  in 
the  anterior  chest  wall  while  at  work.  His  occupation 
was  that  of  an  overseer  in  a textile  mill,  and  although 
he  did  not  do  any  strenuous  exertion  in  his  work,  he 
was  constantly  on  the  move.  When  his  discomfort 
became  severe,  he  sought  help  from  the  nurse  who 
was  in  attendance  in  the  medical  department  in  this 
industrial  plant.  The  patient  finally  became  so  un- 
comfortable that  he  had  to  return  to  his  home  and  I 
was  called  immediately  to  see  him.  However,  before 
I arrived,  he  suddenly  expired  and  although  an  at- 
tempt at  resuscitation  was  made  using  external 
cardiac  massage  and  oxygen  therapy  for  about  40 
minutes,  we  could  not  revive  the  patient. 

An  autopsy  was  performed  later  that  day  by  Dr. 
C.  H.  Magruder,  pathologist  of  the  Self  Memorial 
Hospital  in  Greenwood,  S.  C.,  whose  report  is  as 
follows: 

1— Thrombosis  of  anterior  descending  branch  of  left 
coronary  artery. 

2— Healing  small  myocardial  infarction,  left  ventri- 
cle. 

3— Arteriosclerosis  of  coronary  arteries. 

Examination  was  limited  to  the  heart.  The  heart 
appeared  of  normal  size.  The  coronary  arteries  were 


sectioned,  revealing  that  the  left  coronary  artery  was 
completely  occluded  by  a firm  brown  thrombus  ex- 
tending from  its  bifurcation  downward  for  approxi- 
mately 1.5  cm.  The  myocardium  revealed  no  gross 
abnormalities. 

Microscopic  examination  of  sections  of  the  anterior 
descending  branch  of  the  left  coronary  artery  showed 
large  subintimal  collections  of  lipid  material.  The 
lumen  was  filled  by  a laminated  thrombus  which  in 
some  areas  along  its  margins  shows  evidence  of  early 
fibrous  organization. 

Sections  of  the  left  ventricular  mycardium  re- 
vealed a small  microscopic  focus  of  healing  infarction 
in  which  the  myocardial  fibers  are  partially  replaced 
by  fibrous  connective  tissue.  Small  numbers  of 
hemosiderin  laden  macrophages  were  present  and 
occasional  lymphocytes.  There  was  no  evidence  of 
acute  necrosis  of  the  myocardial  tissue. 

The  patient  died  of  thrombosis  of  the  anterior 
descending  branch  of  the  left  coronary  artery,  prob- 
ably causing  ventricular  fibrillation.  There  was  in- 
sufficient time  following  this  thrombosis  for  micro- 
scopic evidence  of  necrosis  of  the  ventricle  to 
develop.  The  presence  of  organization  at  the  peri- 
phery of  the  thrombus  as  well  as  small  healing  scars 
within  the  myocardium  indicate  previous  partial 
occlusion  of  the  coronary  arteries  with  a silent  or 
subelinical  infarct. 

It  is  interesting  to  note  that  in  the  examination  of 
the  heart  the  myocardium  appeared  almost  un- 
disturbed except  for  a healing  myocardial  infarction 
of  a very  small  vessel  on  the  left  ventricle.  This  in- 
farction probably  had  occurred  some  ten  days  to  two 
weeks  prior  to  his  fatal  occlusion.  It  is  also  interesting 
to  note  that  the  great  vessels  did  not  appear  to  have 
any  appreciable  amount  of  atherosclerosis. 

Summary  and  Conclusion 

A case  of  fatal  acute  occlusion  of  a cor- 
onary artery  in  a 28  year  old  white  male  is 
presented.  It  is  probable  that  his  sudden 
death  was  a direct  result  of  this  and  probably 
ventricular  fibrillation  although  the  latter  was 
not  substantiated  by  any  clinical  evidence. 
Coronary  thrombosis  in  young  people  in  the 
third  decade  of  life  does  not  occur  very  fre- 
quently, but  very  obviously  it  can  occur,  and 
every  physician  should  be  alerted  to  its  pos- 
sibility when  confronted  by  someone  suffering 
from  chest  pain  regardless  of  his  or  her  age. 
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MEDICAL  SCHOOLING  IN  SOUTH  CAROLINA.  VI. 


KENNETH  M.  LYNCH,  M.D.,  D.Sc.,  LL.D. 

Charleston,  S.  C. 


Proprietorship  and  Trusteeship 


With  its  exoneration  of  Dr.  James  Ram- 
say, professor  of  surgery  in  the  faculty 
of  the  Medical  College  of  South  Caro- 
lina, the  Medical  Society  had  in  effect  put  the 
faculty  on  notice  that  it  held  control  of  the 
school  and  could  dominate  it  by  weight  of 
numbers  if  not  by  other  means. 

Whether  the  charges  made  against  Ramsay 
by  his  colleagues  of  the  faculty  were  justified 
by  the  evidence  they  presented,  and  whether 
the  Society  should  have  followed  their  recom- 
mendation of  his  removal  from  the  high  posi- 
tion he  held  is  not  to  be  judged  now— nearly 
a century  and  a half  later.  Suffice  it  to  say 
that  Ramsay  was  at  the  forefront  of  the  leaders 
who  are  to  be  credited  with  the  success  secured 
in  the  establishment  of  the  Medical  College. 
It  may  be  assumed  that  his  intimate  colleagues 
in  that  venture  would  not  have  lightly  brought 
the  case  against  him  that  they  did. 

In  any  event  his  usefulness  to  the  faculty 
and  to  the  institution  was  over.  That  must 
have  been  obvious  to  him,  but  it  took  him 
two  years  to  acknowledge  it.  His  resignation 
on  July  1,  1831,  created  a vacancy  in  the 
chair  of  surgery,  and  the  Medical  Society 
adopted  a motion  at  the  same  meeting  at 
which  it  was  accepted  to  publish  the  resigna- 
tion in  “the  prints  of  the  City”  as  well  as  “in 
one  paper  of  five  of  the  principal  Cities  of  the 
Union,”  together  with  notification  that  the 
Society  would  proceed  to  fill  the  vacancy  at 
the  next  regular  meeting. 

At  that  meeting,  on  August  1,  1831,  two 
nominations  for  the  position  were  made,  one 
for  Dr.  John  Wagner  and  one  for  Dr.  Eli 
Geddings.  Wagner  was  elected  by  a vote  of  26 
to  Geddings’  23. 


It  will  be  remembered  that  Dr.  John  Wag- 
ner was  the  member  of  the  Society  to  whom 
Dr.  Thomas  Cooper,  president  of  the  South 
Carolina  College,  wrote  in  1821  breaking  open 
the  discussion  of  the  desirability  of  establish- 
ing a medical  school  in  South  Carolina.  It 
should  also  be  noted  that  a professorship  of 
Pathological  and  Surgical  Anatomy  had  been 
added  to  the  Faculty  of  the  Medical  College 
by  the  Medical  Society  July  2,  1827,  and  that 
Wagner  was  elected  to  that  position  on 
August  1,  1827,  this  whole  transaction  un- 
doubtedly by  promotion  of  the  Faculty.  On 
the  other  hand,  Dr.  Eli  Geddings  was  a mem- 
ber of  the  first  graduating  class  of  the  Medical 
College,  1825  — just  six  years  previously. 

While  it  is  evident  that  Geddings  was  the 
candidate  favored  by  the  faculty,  that  is  not  to 
say  that  Wagner  was  in  their  disfavor.  To  the 
contrary,  Dean  Ravenel  made  it  clear  that  the 
presentation  of  proposals  from  the  faculty  for 
changes  in  the  rules  regarding  the  relations  of 
the  Society  and  the  College  had  been  with- 
held until  after  the  election  for  fear  that  it 
would  be  interpreted  as  an  “interference  be- 
tween Persons meaning  the  two  candidates. 
Furthermore,  when  Dr.  Wagner  resigned  from 
the  professorship  of  Pathological  and  Surgical 
Anatomy  on  September  1,  1831,  Geddings  was 
immediately  elected  to  that  faculty  position- 
on  September  5,  but  resigned  on  November  1. 
At  that  meeting  the  Society  acted  to  postpone 
filling  the  vacancy  until  “the  next  Annual 
Election.”  It  apparently  was  at  the  September 
1 meeting  that  Edmund  Ravenel  ( Dean,  1829- 
34)  read  the  delayed  presentation  from  the 
faculty  that  is  stated  in  the  minutes  as  “pro- 
test against  the  principle  which  regulated  the 
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late  election  of  the  Surgl.  Professors.”  At  any 
rate  Dr.  Wagner  remained  in  loyal  harmony 
with  the  faculty  in  its  immediately  ensuing 
secession  from  control  by  the  Medical  Society 
and  the  establishment  of  its  own  school,  the 
Medical  College  of  the  State  of  South  Caro- 
lina. Consideration  of  Ravenel’s  “protest”  was 
postponed  to  the  next  meeting,  October  1, 
1831,  when  Dr.  Thomas  Y.  Simons  offered  a 
motion  that  its  consideration  be  postponed 
indefinitely  “because  the  Society  deny  the 
right  of  that  body  [ the  faculty]  to  enter  a 
protest  upon  the  Journals  of  the  Society.  Al- 
though the  minutes  do  not  record  any  action 
on  Dr.  Simons’  remarkable  but  significant 
motion,  that  it  evidently  went  into  effect 
appears  to  be  the  reason  that  the  full  text  of 
Ravenel’s  paper  is  not  recorded.  It  is  located 
in  the  collection  of  “Ravenel  Papers”  of  the 
South  Carolina  Historical  Society. 

At  the  next  meeting  of  the  Society,  Novem- 
ber 14,  1831,  Dr.  Henry  R.  Frost,  dean  of  the 
Faculty,  182S-29,  lighted  the  fuse  of  the  next 
gun  of  the  battle  whose  echo  has  just  now 
( 1965 ) become  clearly  audible  again  after 
more  than  a century  of  dim  rumblings  through 
the  hills  and  valleys  of  medico-political  rela- 
tions. The  meeting  had  been  called  by  the 
faculty  for  the  purpose  of  obtaining  “the  co- 
operation of  the  Society  in  petitioning  the 
Legislature  to  make  such  an  alteration  in  the 
Charter  of  the  College,  as  that  the  Trustees 
may  consist  of  a body  of  gentlemen  not  medi- 
cal.” That  phrase,  not  medical,  remains  to  this 
day  (1965)  a significant  and  from  time  to 
time  a controversial  one. 

In  the  original  articles  of  organization  of 
the  Medical  College  in  terms  that  were  au- 
thored entirely  by  the  newly  elected  faculty, 
the  honorary  (charter)  members  of  the  Society 
were  designated  as  trustees  and  the  president 
as  an  ex  officio  member  and  president  of  the 
Board.  From  appearances,  such  as  the  resigna- 
tion of  at  least  one  president  of  the  Society 
from  the  Board  of  Trustees  (Samuel  Wilson) 
and  the  lack  of  record  of  diligence  on  the 
part  of  the  Board,  as  well  as  the  charge  in 
Dean  Ravenel’s  “Protest”  paper  that  even 
“matriculated  pupils  have  thus  been  made 


Trustees,”  it  seems  apparent  that  the  Board 
of  Trustees  had  taken  their  responsibilities  as 
more  of  an  honor  than  an  obligation  of  trust. 
That  there  was  dissatisfaction  with  the  man- 
ner in  which  the  Board  had  conducted  its 
affairs  is  also  evident  from  the  action  of  the 
Society  on  July  1,  1829,  changing  the  method 
of  selection  of  the  Board  to  the  election  of 
seven  members  by  name.  Whether  the  election 
(on  December  14,  1829)  of  “J.  Moultrie,  Jr., 
Jos.  Johnson,  Waring,  B.  Simons,  P.  Prioleau, 
I.  M.  Campbell”  to  compose  the  new  Board 
was  itself  a part  of  the  growing  dissension  is, 
of  course,  speculative.  They  were  all  prom- 
inent in  the  Society’s  activities,  and  at  least 
one  ( Moultrie ) was  outstanding  in  local  and 
national  matters  related  to  medical  education. 
Moultrie  had  been  named  chairman  of  a com- 
mittee, of  which  Waring  and  Porcher  were 
the  other  members,  to  revise  the  rules  regard- 
ing relations  between  the  Society  and  the  Col- 
lege, by  action  of  the  Society  on  February  1, 
1828.  Moreover,  he  became  a member  of  the 
faculty  of  the  seceded  Medical  College  of  the 
State  of  South  Carolina,  chartered  in  1832,  and 
his  “Memorial  on  the  State  of  Medical  Educa- 
tion in  South  Carolina”  in  1836  urged  that  the 
support  and  control  of  medical  education  in 
South  Carolina  should  be  taken  over  by  the 
State,  although  this  was  not  accomplished 
until  1913.  Nevertheless,  the  failure  of  the 
new  Board  to  harmonize  the  situation  indi- 
cates division  within  its  membership. 

In  the  1832  charter  of  the  Medical  College 
of  the  State  of  South  Carolina  the  incorpora- 
tion was  granted  to  a “board  of  trustees  and 
professors  ...  a corporate  body,  under  the 
style  and  title  of  the  President,  Trustees  and 
Faculty  . . . .”  The  charter  established  the 
“Board  of  Trustees  to  consist  of  eleven  mem- 
bers” and  listed  them  by  name,  all  non-medi- 
cal, apparently  all  from  Charleston.  It  also 
required  that  the  Board  “elect  a President 
from  among  themselves”  and  that  “any 
vacancy  shall  be  filled  by  the  remaining  mem- 
bers of  the  Board.”  Furthermore  it  established 
the  “Faculty  [to]  consist  of  the  six  Professors” 
by  name,  and  empowered  the  Board  of 
Trustees  and  the  Faculty  to  elect  to  any  vacant 
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professorship  and  also  to  establish  such  other 
professorships  as  they  saw  fit,  as  well  as  to 
accept  and  own  property,  grant  medical  de- 
grees and  licenses,  make  rules  and  regulations 
and  remove  members  of  the  faculty  tor  cause. 
Although  the  incorporating  Act  limited  itself 
to  a term  of  21  years,  actually  it  remained  in 
effect,  with  self  perpetuating  procedure,  until 
1913— over  80  years. 

When  the  State  took  over  the  school  in  that 
year,  the  legislation  concerned  established  a 
Board  of  Trustees  composed  of  four  ex  officio 
members,  the  Governor  of  South  Carolina,  the 
State  Superintendent  of  Education,  the  Chair- 
man of  the  Committee  on  Medical  Affairs  of 
the  Senate  and  the  Chairman  of  the  cor- 
responding Committee  of  the  House  of  Repre- 
sentatives, and  it  provided  for  the  election  of 
eight  other  members  by  the  General  Assembly. 
The  eight  elective  members  served  four-year 
terms,  and  their  terms  of  office  were  set  up 
in  two  groups  of  four  members  each,  the 
groups  to  alternate  so  that  elections  of  four 
members  occurred  every  two  years. 

The  General  Assembly  of  1965  passed 
legislation  eliminating  the  State  Superinten- 
dent of  Education  as  an  ex  officio  member, 
changing  the  method  of  selection  of  the  elec- 
tive members  and  increasing  the  elective  posi- 
tions to  12,  so  that  hereafter  the  total  member- 
ship will  be  15.  In  this  change  there  are  to  be 
two  elective  members  from  each  of  the  six 
Congressional  Districts  of  the  State,  one  of 
whom  shall  not  be  a member  of  the  medical 
professions.  Thus  it  will  become  impossible 
for  a majority  of  the  Board  to  come  from  the 
medical  profession  except  in  the  remote  event 
that  at  least  two  of  the  three  ex  officio  mem- 
bers as  well  as  all  six  from  the  “medical  pro- 
fessions” are  doctors  of  medicine. 

Erom  a simple  counting  of  heads,  the  con- 
trol of  the  Medical  College  will  practically 
revert  to  the  conditions  which  the  Faculty 
itself  brought  about  when  in  1832  it  secured 
the  charter  for  a medical  college  of  its  own 
which  supplanted  and  absorbed  in  1838  the 
school  chartered  to  the  Medical  Society  in 
1823,  although  there  will  be  six  members  from 
the  “medical  professions”— specified  in  the  law 


as  “medical  doctors,  dentists,  registered 
pharmacists  or  registered  nurses.” 

Hopefully,  it  is  not  as  simple  as  a mathemati- 
cal calculation  might  make  it  appear;  trust- 
fully, even  though  there  is  no  requirement  in 
the  new  law  that  one  of  the  two  trustees  from 
each  district  must  be  a doctor,  there  is  certain 
to  be  that  inclination,  and  it  may  be  expected 
that  there  will  continue  to  be  such  representa- 
tion from  the  medical  profession  proper  that 
the  measured  best  interests  of  health  and 
medicine  will  usually  prevail.  In  any  profes- 
sional educational  course,  guidance  will  con- 
tinue to  be  provided  ordinarily  by  good  minds 
from  the  profession  itself.  After  all,  such  a re- 
sponsibility as  that  involved  amounts  to  a 
sacred  trust  assumed  as  a body  and  as  in- 
dividuals of  that  body,  and  no  person  should 
seek  or  accept  it  unless  he  does  so  in  that 
state  of  mind. 

There  are  lessons  which  should  be  studied 
well  in  the  part  of  this  story  relating  to  the 
board  of  trustees  of  an  independent  medical 
college,  and,  for  that  matter,  to  any  such 
board  of  trustees. 

Legally  the  entire  Medical  Society  of  South 
Carolina,  a body  of  50  or  more  practicing 
physicians  of  the  Charleston  area,  composed 
the  Board  of  Trustees  in  the  beginning.  Even 
they  recognized  the  situation  as  impractical, 
and  delegated  responsibility  to  a body  of  its 
members  in  reality  ex  officio  and  not  selec- 
tively. That  board  was  ineffective;  some  of  its 
members  apparently  considered  the  whole 
venture  unsound— as  did  the  majority  of  the 
parent  Society.  In  reality  the  faculty  was  itself 
a board  of  control  of  itself,  but  when  it  demon- 
strated independent  success  the  Society 
hauled  it  back  to  its  own  trusteeship  control. 

The  second  attempt  at  delegating  trustee- 
ship by  election  of  selected  members  to  re- 
place the  honorary  board  group  was  ap- 
parently foredoomed.  Already  jealousies  and 
dissension  had  developed  within  the  Society, 
and  no  doubt  were  carried  into  the  composi- 
tion of  the  Board.  Whatever  the  new  Board 
may  have  tried  was  ineffective,  the  schism 
deepened  and  widened.  Whether  the  seven 
member  Board  elected  December  14,  1829, 
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was  continued  intact  through  the  vicissitudes 
of  the  next  nine  years,  until  the  Society  dis- 
solved its  school,  is  not  revealed,  nor  is  it 
recorded  what  part  the  Board  played  in  the 
struggle. 

The  purpose  of  the  Faculty  as  revealed  in 
its  proposal  of  November  14,  1831,  to  secure 
change  of  the  composition  of  the  Board  of 
Trustees  so  that  it  would  have  no  medical 
members  was  the  most  extreme  ever  proposed. 
Since  it  does  not  appear  to  fit  the  medical 
character  in  general  that  complete  control  of 
any  part  of  medical  affairs  ever  should  be 
voluntarily  or  even  willingly  given  over  to 
non-medical  people,  it  seems  safe  to  assume 
that  the  faculty  felt  that  they  could  control 
the  membership  of  the  Board  both  before  and 
after  election— and  thus  eliminate  their  self- 
seeking  medical  brethren  from  competition 
for  faculty  position.  It  is  apparent  from  the 
course  pursued  by  the  school  from  1838  to 
1913  that  the  purpose  of  the  Faculty  to  main- 
tain control  was  accomplished;  the  lay  Board 
established  by  the  charter  was  the  front,  the 
Faculty  determined  the  course  and,  in  fact, 
met  with  the  Board.  It  is  also  apparent  that 
the  Faculty  which  secured  its  own  charter,  in 
1832,  dominated  the  situation  from  that  time. 
It  absorbed  the  first  chartered  (1823)  school 
when  the  Medical  Society  succumbed  in  1838 
and  turned  over  all  assets  lock,  stock  and 
barrel  to  the  seceded  Faculty. 

That  is  not  to  say,  however,  that  the  Medi- 
cal Society  did  not  continue  to  be  a powerful, 
and  in  some  respects  a controlling,  influence. 
In  fact,  it  continued  in  dominating  position 
even  after  the  State  took  over  the  school  in 
1913.  That  control  was  challenged  by  the 
Program  of  the  Medical  College  developed  in 
1944-45,  carried  to  crucial  accomplishment  by 
1949-50,  to  fulfillment  by  1956-60,  and  is  still  in 
course  at  the  present. 

Except  for  two  full-time  professorships  in 
the  faculty— the  first  in  pathology,  the  second 
in  anatomy— the  first  faculty  appointed  under 
State  ownership,  including  the  dean,  was 
selected  entirely  from  private  practitioner 
membership  in  the  Medical  Society,  with  the 
exceptions  that  the  non-medical  director  of  the 


Charleston  Museum  became  professor  of 
physiology  and  a local  pharmacist  professor 
of  pharmacology.  The  other  circumstance  in 
the  de  facto  control  of  the  Medical  College 
by  the  Medical  Society  was  the  complete  de- 
pendence of  the  College  upon  the  Roper  Hos- 
pital for  clinical  teaching  opportunity— as  it 
had  been  since  the  1850’s.  The  Medical  So- 
ciety is  the  trusteeship  owner  and  operator  of 
that  hospital. 

The  key  accomplishment  in  the  Medical 
College  “Expansion  Program”  of  the  1940’s 
was  securing  its  own  teaching  hospital  and 
clinics.  That  was  guaranteed  by  1947,  the 
Medical  College  Hospital  construction  began 
in  1951  and  it  was  opened  for  operation  in 
October,  1955.  The  Roper  Hospital  dis- 
continued its  operation  of  the  outpatient 
clinic  in  1948  and  it  was  taken  over  entirely 
by  the  Medical  College,  but  it  was  not  until 
November  1959  that  it  abandoned  its  wards 
for  the  care  of  public  supported  (charity) 
patients,  leaving  that  service  for  absorption  by 
the  Medical  College  Hospital  until  the 
Charleston  County  Hospital  could  take  them 
over,  and  just  now— during  1965— assume  the 
role  carried  by  the  Roper  Hospital  for  a full 
century.  The  Medical  Society  continues  to 
operate  Roper,  but  as  a private  hospital.  Be- 
cause of  its  position  in  that  regard,  and  its 
relation  to  the  trend  of  the  times  in  racial- 
social-governmental  matters,  there  is  no  longer 
any  association  between  the  Medical  College 
and  the  Medical  Society  except  in  the  physical 
location  of  Roper,  and  the  participation  of 
some  of  the  Society  members  in  the  faculty  of 
the  Medical  College  as  individuals  and  in  con- 
tacts among  the  medical  profession.  “Town 
and  Gown”  relations  have  now  come  to 
Charleston,  as  they  have  universally  in  medi- 
cal school  communities. 

Let  it  be  plainly  recorded  here  and  now,  by 
this  narrator— who  experienced  the  entire  per- 
iod personally,  and  as  the  major  target— that 
the  struggle  involved  in  taking  the  Medical 
College  of  South  Carolina  from  local  to  actual 
State  control  as  well  as  ownership  was  no  pic- 
nic. Charleston  newspapers  and  an  important 
element  of  its  medical  profession  fought  that 
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bitterly,  and  the  echoes  have  not  entirely  been 
hushed  as  yet.  History,  current  experience  and 
judgment  prove  that  it  was,  and  is,  the  only 
course  for  survival  of  this  institution— the 
first  medical  school  in  the  Southland.  Branded 
in  a Charleston  newspaper  editorial  as  “the 
product  of  fuzzy  thinking”  on  January  10, 
1947,  this  author  of  the  Program  felt  great 
satisfaction  in  seeing  it  editorialized  on  June 
4,  1959,  in  laudatory  phrases  in  the  same  news- 
paper. The  products  of  it  had  become  “pillars 
of  strength”  and  “the  state’s  investment  . . . 
wise.”  The  continuation  of  that  Program  that 
is  now  being  undertaken  is  now  ardently  sup- 
ported by  this  same  newspaper  as  if  it  were 
something  newly  devised  instead  of  having 
been  in  course  of  progressive  development 
for  some  20  years. 

Perhaps  the  experiences  of  those  20  years 
upon  a background  of  history,  here  and  else- 
where, may  serve  to  emphasize  that  a board 
of  trustees  of  a medical  college  such  as  this 
cannot  function  successfully  in  the  capacity  of 
either  a planning  or  a managing  body.  They 
can  serve  only  as  a jury  sitting  in  judgment  of 
the  information,  planning  and  guidance  of  a 
competent  authority  to  whom  they  have  dele- 
gated not  only  the  immediate  operational 
management  but  the  responsibility  of  advance 
planning— looking  into  the  future  of  progress 
of  the  entrusted  enterprise.  The  board  must 
have  the  ability  to  judge  quality  as  well  as 
qualifications  in  selecting  a competent  ad- 
ministrator. They  must  then  judge  the  in- 
formation he  brings  to  them  and  his  recom- 
mendations as  to  reliability,  soundness  and 
applicability.  When  satisfied  with  his  program 
they  must  establish  the  policy  involved  in 
their  trusteeship  and  support  it  in  strength 
and  confidence.  Only  by  such  relations  be- 
tween the  board  of  trustees  and  the  president 
of  such  an  institution  can  they  work  together 
in  successful  operation  and  continuous  for- 
ward progress. 

The  first  board  of  trustees  of  the  Medical 
College,  an  honorary  body,  was  evidently 
an  ineffectual  one,  the  second  was  apparently 
afflicted  with  dissension,  and  consequently 
unable  to  function  effectively.  The  third  was 


obviously  the  creature  of  the  faculty.  For 
ninety  years,  then,  the  institution  operated  as 
a private  self-perpetuating  partnership  of  a 
comparatively  small  group  of  medical  prac- 
titioners. From  time  to  time  there  were  some 
of  this  faculty  group  who  were  able  to  see 
beyond  their  immediate  personal  interests,  but 
by  and  large  these  attempts  at  leadership  failed 
to  find  opportunity  and  only  resulted  in 
words.  The  major  recordings  of  their  expres- 
sions or  urgings  have  been  preserved,  to  be 
quoted  and  admired  today. 

The  composition  of  the  Board  of  Trustees 
and  its  trusteeship  functions,  as  set  up  in 
legislation  when  the  State  took  over  the  in- 
stitution in  1913,  was  appropriate,  at  least  for 
the  time  and  the  occasion.  The  ex  officio 
memberships  were  automatic,  as  the  individu- 
als were  either  elective  State  officials  or 
selected  in  the  committee  constructing  pro- 
cedure of  the  General  Assembly.  In  the  47 
years  of  this  narrator’s  familiarity  with  the 
devoted  attention  these  men  gave  to  their 
responsibilities  there  can  be  nothing  but 
praise.  For  25  years  of  that  period  the  personal 
contact  was  direct  and  continuous;  the  mutual 
confidence  and  support  never  once  faltered. 

As  for  the  elective  members,  there  was  of 
course  a certain  degree  of  what  is  commonly 
called  “politicking”  for  election  to  the  Board. 
However,  that  was  more  in  the  form  of 
personal  and  well  meaning  promotion  of 
candidates  from  their  own  communities  by 
members  of  the  General  Assembly.  Since  the 
institution  was  medical,  during  the  entire  47 
years  the  elected  candidates  were  usually  doc- 
tors who  were  alumni;  some  were  active 
candidates,  some  were  just  submissive— by  ap- 
proach of  the  promoting  legislators  or  by  other 
doctors  through  the  legislators.  That  is  not  to 
say  that  the  members  were  elected  because  of 
qualification  in  the  field  of  medical  education. 
Except  that  there  has  customarily  been  one 
pharmacist  on  the  Board  and  occasionally  one 
entirely  non-medical  member,  they  have  all 
been  private  practitioners  of  medicine,  busy 
with  their  own  affairs  and  consciously  willing, 
and  wishing,  to  follow  trustworthy  and 
trusted  leadership.  Nor  is  that  to  say  that  there 
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was  always  unanimous  agreement.  Twice  dur- 
ing this  narrator’s  experience  a single  member 
undertook  to  obstruct  the  course  that  had  been 
set  at  the  Medical  College.  Neither  of  them 
was  re-elected  for  a second  term. 

In  all  of  the  52  year  period  since  the  State 
took  over  the  school,  there  have  really  been 
only  three  chairmen  of  the  Board:  Dr.  Wil- 
liam W.  Fennell,  Rock  Hill,  S.  C.,  up  to  1927, 
Dr.  William  A.  Tripp,  Easley,  S.  C.,  1927- 
1941,  and  Dr.  Thomas  A.  Pitts,  Columbia,  S.  C., 
1911-.  The  records  of  the  years  1913  to  1922 
are  somewhat  confused,  in  that  from  1913  to 
1922  the  governors  of  South  Carolina— all  ex 
officio  members— were  listed  as  “president"  of 
the  Board.  In  fact  the  title  was  not  changed 
from  “president”  to  “chairman”  until  1951. 
This  was  merely  a change  of  words;  in  the 
beginning  (1823)  the  title  given  by  the  Medi- 
cal Society  to  the  presiding  officer  of  the 
Board  of  Trustees  was  “praeses  or  chairman.” 
The  change  occurred  after  the  title  of  the  head 
of  the  institution  was  changed  from  “dean”  to 
“president”  in  1949,  again  merely  a change  of 
words,  not  of  position,  authority  or  responsibil- 
ity. All  three  of  the  chairmen  named  above 
dedicated  themselves  to  full  support  of  the  in- 
stitution, and  never  faltered.  This  narrator 
would  like  to  record  that  there  could  not  have 
been  a finer  Board  of  Trustees  than  that  with 
which  he  worked  as  president  from  1944  until 
his  retirement  in  1960. 

Beginning  then  and  increasing  during  the 
five  years  since,  the  Board  has  encountered 
almost  continuous  troubles.  The  third  succeed- 
ing president  has  just  been  appointed.  Dis- 
sension developed  in  the  faculty,  branded  by 
a “survey”  by  an  outside  team  as  incited  by 
seekers  of  power  solely  out  of  self  interest.  The 
fourth  successive  dean  of  the  School  of  Medi- 
cine of  the  College  during  the  five-year  period 
has  just  been  named.  Newspaper  publicity  of  a 
form  adverse  to  harmony  within  the  Board 
and  the  Faculty  has  been  almost  constant  for 
a year  or  so,  fed  by  the  power  seekers  with 
implications,  innuendoes,  inaccuracies  and  dis- 
tortion of  fact  and  truth  in  the  form  that  is  too 
often  grist  to  the  mill  in  a public  press  whose 


policy  is  “controversy  is  news,  and  when  there 
is  no  controversy,  we  will  make  one,”  and  the 
previous  full  “approval”  by  accrediting  agen- 
cies has  been  jeopardized. 

All  of  this  has  given  opportunity  for  the 
occurrence  of  the  mishap  most  dreaded  by  and 
most  dangerous  to  a state  institution— political 
and  governmental  intrusion.  The  present 
Board  of  Trustees  has  been  called  a “lame 
duck”  board  in  the  public  press,  and  the  legis- 
lation of  1965  previously  cited  in  this  article 
radically  changed  the  composition  of  the 
Board.  The  present  Board  will  be  replaced  by 
a completely  new  one  on  July  1,  1966.  The 
members  of  the  new  board  are  to  be  elected 
by  the  General  Assembly  early  in  the  1966 
session,  the  “medical  professions”  group  on  the 
first  Wednesday  in  February  1966  and  the  lay 
group  a week  later.  As  this  article  goes  to 
print  before  that  time,  the  new  membership 
is  not  at  present  known.  The  old  Board  will 
have  become  really  “lame  duck”;  the  Medical 
College  of  South  Carolina  will  in  effect  have 
been  left  suspended  in  mid  air  until  a new 
Board  of  Trustees  can  go  into  office  and  learn 
to  function. 

There  has  already  heen  delay  in  the  prog- 
ress of  the  institution  toward  the  final  phase  of 
development  of  a complete  medical  and  health 
educational,  service  and  research  center  — the 
“medical  complex”  as  it  is  now  sometimes 
called  — as  visualized  in  the  early  1940’s, 
elaborated,  amended  and  successfully  pursued 
during  a twenty  year  period  of  absolute  har- 
mony, support  and  determination.  The  main 
accomplishments  of  the  last  five  years  have 
been  the  completion  of  affiliated  and  auxiliary 
institutions  that  were  attracted  into  a campus 
of  more  than  eighty  acres  with  intact  bounda- 
ries, as  well  as  completion  of  acquisition  of 
those  grounds  and  the  gathering  of  kindred 
establishments  around  the  periphery. 

In  a period  of  change  of  control  of  re- 
sponsibility and  of  administration,  it  is  natural 
and  inevitable  that  there  shall  be  a pause  for 
the  development  of  organization,  confidence 
and  harmony.  Gaining  of  support  from  the 
many  areas  upon  which  such  an  enterprise  is 
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dependent  will  be  forthcoming  when  that 
inner  or  central  accomplishment  is  assured 
and  accepted.  That  is  the  task  of  the  new 
president  and  five  new  deans  of  the  schools 
of  medicine,  pharmacy,  nursing,  dentistry  and 
graduate  studies  and  their  staffs.  The  new 
Board  of  Trustees  will  be  dependent  upon  the 
internal  administration  for  information  and 
guidance  in  revitalizing  the  program  whose 
principles  are  already  clear  and  whose  particu- 
lars in  immediate  and  in  far  sighted  objectives 


must  be  fitted  as  the  means  permit. 

It  doesn’t  matter  here  that  the  elective  mem- 
bers of  that  Board  are  not  known  at  this  writ- 
ing. The  composition  will  not  be  different  in 
devotion  and  quality  from  that  which  sup- 
ported the  institution  of  their  trusteeship 
through  critical  times  of  developing  the  Medi- 
cal College  into  a front  line  status  for  service 
to  South  Carolina  and  in  the  medical  educa- 
tional world. 


Evaluation  of  intraperitoneal  neomycin:  Effect  on 
respiration  in  clogs  under  anesthesia.  Joe  Walker, 
M.  D.;  Curtis  P.  Artz,  M.  D.  (Charleston);  Glen  G. 
Guillet,  M.  A.;  Harris  V.  Craig.  M.  D.  Ann  Surg 
162:634-640.  Oct.  1965. 

Peritonitis  remains  one  of  the  most  common  causes 
of  death  after  abdominal  operations  and  injury.  Lav- 
age of  the  peritoneal  cavity  with  neomycin  is  valuable 
for  the  control  of  peritonitis,  but  it  is  rarely  used  be- 
cause of  the  fear  of  respiratory  depression  during 
anesthesia.  In  reviewing  the  various  reports  of  respira- 
tory depression  and  even  death,  it  is  evident  that  the 
deleterious  effects  of  neomycin  are  related  to  the  size 
of  the  dose  and  the  type  of  anesthetic  agent  or  muscle 
relaxant  used. 

This  study  was  undertaken  in  an  effort  to  determine 
safe  dosages  of  neomycin  that  could  be  administered 
intraperitoneally  in  the  experimental  animal  with 
various  anesthetic  agents  and  adjunctive  relaxants 
under  varying  conditions  such  as  peritonitis  and  hypo- 
thermia. A further  effort  was  made  to  evaluate  anti- 
dotes. There  are  more  than  100  dogs  in  the  series. 

.Neomycin  sulfate  in  distilled  water  in  varying  doses 
was  instilled  into  the  peritoneal  cavity,  allowed  to  re- 
main for  30  minutes,  and  the  unabsorbed  solution  was 
then  removed  by  suction.  Respiration  was  monitored. 
With  average  doses  there  was  little  effect  on  respira- 
tion when  the  animals  were  anesthetized  with  Fluo- 
thane.  cyclopropane  or  fluether.  At  almost  all  dosage 
levels  evaluated  there  was  severe  respiratory  depres- 
sion to  apnea  with  ether,  Fluothane-anectine.  Flno- 
thane-curare  and  cyclopropane-anectine  anesthesia. 

In  animals  with  peritonitis  of  18  hours’  duration  the 
absorption  of  neomycin  seemed  more  rapid  and, 
therefore,  a lower  dosage  was  necessary  for  safety. 
The  rate  of  absorption  in  controls  after  peritonitis  and 
under  hypothermia  was  followed  by  neomycin  blood 
levels. 

As  long  as  the  dose  is  not  too  great  and  the  ap- 
propriate anesthetic  agent  is  used,  neomycin  lavage 
of  the  peritoneal  cavity  is  safe.  This  has  been  con- 
firmed in  more  than  500  patients.  Neostigmine,  a com- 


monly used  antidote  for  neomycin  toxicity,  failed  to 
reverse  the  neuromuscular  blockade  established  by 
neomycin.  Intravenous  calcium  chloride,  however,  was 
very  effective  and  is  the  preferred  agent  for  reversing 
any  respiratory  depression  brought  about  by  neomycin. 

Ophthalmology  and  the  general  practitioner.  J.  W. 
Jervey.  Jr.  (Greenville).  Southern  Med  J,  58:748-750, 
June  1965. 

Here  is  a very  general  description  of  a number  of 
eye  conditions  which  it  is  quite  possible  for  the  gen- 
eral practitioner  who  is  interested  to  treat  successfully. 
The  author  recommends  that  any  practitioner  who  is 
willing  to  give  a minimum  of  time  and  attention  to 
the  matter  of  refraction  can,  with  very  little  equip- 
ment and  a little  study  and  guidance,  do  reasonably 
good  refractions  and  prescribe  glasses. 

If  one  remembers  the  dangers  and  considers  the 
possibility  of  glaucoma,  practically  all  acute  eye  con- 
ditions can  at  least  be  started  on  treatment,  and  if  in 
a very  short  period  the  patient  is  not  doing  well,  he 
can  be  referred  to  a specialist.  This  paper  is  a serious 
attempt  to  interest  all  doctors  of  medicine  in  the 
possibility  of  being  of  great  assistance  to  many  per- 
sons where  the  services  of  an  ophthalmologist  may  be 
difficult  or  impossible  to  obtain. 

J.  W.  Jervey,  Jr. 

Protection  of  amputation  wounds  in  arterial  ob- 
literative disease.  William  II.  Prioleau,  M.  D., 
(Charleston).  Surg,  Gynec  & Obstet,  121:119-120, 
(July  1965). 

A relatively  high  incidence  of  wound  complications 
exists  in  amputations  of  the  leg  and  thigh  involving 
arterial  obliterative  disease.  An  important  factor  is 
trauma  to  the  operative  wound.  This  is  of  special 
significance  under  conditions  of  poor  blood  supply. 
Protection  is  afforded  by  a basket  weave  splint  which 
is  firmly  fixed  to  the  thigh  and  is  snugly  tapered 
over  the  stump  wound.  The  application  of  the  splint 
is  well  illustrated  by  three  line  drawings. 
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S.  E.  PUCKETTE,  M.  D., 

Medical  College  Hospital 
Charleston,  S.  C. 


This  upper  GI  film  was  taken  on  a 16- 
year-old  colored  female  who  for  18 
months  had  been  complaining  of  epi- 
gastric pain  made  worse  by  eating.  In  the 
last  six  months,  the  pain  had  increased  in 
severity  and  for  the  five  weeks  preceding 
admission,  the  patient  had  been  incapacitated 
and  bedridden.  The  pain  was  described  as 
constant  with  some  increase  in  severity  at 
night  and  was  not  relieved  by  milk  or  anti- 
acids. She  had  lost  25  pounds  in  the  past  six 
months,  and  although  she  denied  nausea  or 
vomiting,  had  been  taking  only  a liquid  diet. 

On  physical  examination,  a visible  crescent- 
shaped mass  was  present  in  the  epigastric  area 
which  extended  from  the  mid-costal  margin  on 
the  left  to  the  mid-costal  margin  on  the  right. 


The  mass  had  very  definite  margins  and,  while 
firm,  also  exhibited  a sensation  of  crepitation 
on  palpation.  An  alert  junior  student  noted 
the  patient  was  wearing  a wig. 

These  are  fairly  typical  history,  physical 
and  x-ray  findings  of  a trichobezoar  of  the 
stomach.  (There  was  also  an  associated 
gastric  ulcer.)  At  surgical  removal,  the  tri- 
chobezoar completely  filled  the  stomach, 
forming  a cast  of  it  with  barium  and  old 
food  mixed  in.  The  gastric  ulcer  subsequently 
healed  on  medical  therapy.  The  patient  at 
first  flatly  denied  eating  her  hair  but 
eventually  admitted  to  having  done  it  over  a 
number  of  years.  She  was  judged  to  have  a 
schizoid  personality. 
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Some  points  of  note  about  trichobezoar  are 
that  over  80  per  cent  of  the  cases  occur  before 
the  age  of  30  years;  over  90  per  cent  occur  in 
females.  It  would  appear  that  some  underlying 
neurological  or  psychiatric  disturbance  exists 
in  trichophagia.  Frequently,  in  spite  of  the 
presence  of  an  enormous  mass  in  the  stomach 
for  a long  period  of  time,  the  patient’s  general 
health  and  vitality  remain  amazingly  un- 
affected. Some  patients  have  carried  hair  balls 
in  their  stomachs  as  long  as  15  to  20  years 
before  developing  symptoms.  Gastric  ulcera- 
tion and  intestinal  obstruction  are  the  main 
complications,  each  occurring  in  approxi- 
mately 10  per  cent  of  patients.1 

The  upper  GI  series  represents  the  most  im- 
portant and  reliable  aid  in  the  diagnosis  of 
bezoar.  On  swallowing,  the  barium  is  first 


held  up  in  the  cardiac  end  of  the  stomach, 
eventually  spreading  out  between  the  wall  of 
the  stomach  and  the  hair  mass.  Usually  there 
is  little  or  no  peristalsis.  The  barium  will  sub- 
sequently pass  on  through  the  stomach  but 
there  will  be  enough  inter-mixing  with  the 
mass  that  retained  flecks  will  outline  the 
stomach  for  several  days. 

Surgical  removal  of  a hair  ball  is  the  treat- 
ment which  should  be  carried  out  in  all  cases. 
The  operative  mortality  in  uncomplicated 
cases  is  low2 

1.  DeBakey,  M.  and  Ochsuer,  A.;  Bezoars  and  con- 
cretions (a  comprehensive  review  of  the  literature 
with  analysis  of  303  collected  cases  and  a pre- 
sentation of  8 additional  cases),  Surgery  4:938, 
1938  and  5: 132,  1939. 

2.  Cuthbert,  R.;  Trichobezoar,  Brit  1 Radiol,  34:458, 
1961. 


The  surgical  treatment  of  temporal  lobe  epilepsy— 
M.  A.  Falconer.  Neurochirurgia  (Stuttgart)  8:161- 
172  (Sept)  1965. 

On  the  basis  of  the  author’s  own  experiences,  the 
present-day  position  regarding  unilateral  anterior 
temporal  lobectomy  for  epilepsy  is  reviewed.  The  sur- 
gical technique  is  discussed,  and  it  is  stressed  that  the 
deeper  temporal  lobe  structures  should  be  removed. 
Of  100  patients,  53  became  seizure-free  or  almost  so, 
and  30  more  benefited  greatly.  The  associated  psy- 
chiatric disorder  also  usually  improved  in  this  group. 
A striking  exception  was  the  persistence  of  a pre- 
existing schizophrenic-like  psychosis  in  three  patients 
who  were  relieved  of  epilepsy.  Histological  examina- 
tion of  the  resected  specimens  disclosed  definite 
pathological  changes  in  78  cases.  The  highest  in- 
cidence of  improvement  postoperatively  was  found  in 
the  subgroups  of  mesial  temporal  sclerosis  and  small 
cryptic  “tumors,”  and  the  lowest  incidence  occurred 
when  no  definite  pathology  was  encountered.  Al- 
though there  was  a general  correlation  between  the 
preoperative  EEG  findings  and  the  outcome  of  the 
operation,  some  patients  who  became  free  of  seizures 
still  had  an  abnormal  EEG  postoperatively.  Con- 
versely, some  patients  whose  EEG  became  normal  still 
had  seizures. 


Abruptio  Placentae:  Clinical  and  Hetruitological 
Studies — W.  Gavin  and  L.  G.  O’Connell,  J Irish  Med 
Assoc  57:39-44  (Aug)  1965. 

Review  of  137  cases  of  moderate  or  severe  acci- 
dental hemorrhage  ( abruptio  placentae ) indicated 
that  a clinically  observable  coagulation  defect  was 
present  in  25%  of  the  cases.  Laboratory  investiga- 
tion reveals  a consistent  pattern  of  low  level  circu- 
lating fibrinogen,  prolongation  in  thrombin  time,  pro- 
longed whole  blood  clotting  time  with  formation  of 
poor  quality  clots,  shortened  euglobulin  clot  lysis 
time,  and  occasional  serious  thrombocytopenia.  Since 
there  is  no  close  correlation  between  the  level  of 
circulating  fibrinogen  and  the  severity  of  hemorrhage, 
fibrinogen  infusion  has  been  eliminated  as  routine 
therapeutic  procedure.  However,  correction  of  the 
clotting  defect  by  epsilon  aminocaproic  acid 
( E ACA ) given  intravenously  at  four-hour  intervals 
causes  diminution  or  cessation  of  hemorrhage,  eleva- 
tion of  fibrinogen  level,  and  shortened  thrombin  time. 
Correction  of  the  clotting  defect  and  restoration  of 
blood  volume  to  normal  value  reduces  hemorrhage, 
prevents  renal  failure,  and  renders  delivery  of  the 
patient  an  elective  procedure. 
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It  has  been  apparent  for  several  years  that  we  need 
more  physicians  in  the  United  States  and  efforts  are 
being  made  in  various  parts  of  the  country  to  meet  this 
need.  New  medical  schools  have  been  established  and 
today  there  are  88  schools  in  operation.  Thirteen  schools 
are  formally  committed,  in  development,  and  will  accept 
students  by  1969  or  1970.  It  is  anticipated  that  6 other 
schools  will  be  ready  for  students  between  1970-1975.  In 
addition  to  this,  there  are  8 or  10  other  areas  which  are 
discussing  the  possibility  of  establishing  a school. 


President’s  Page 


There  are  many  in  South  Carolina  who  feel  that  we 
should  take  steps  to  supply  more  doctors  for  our  people. 

Several  plans  have  been  proposed.  There  are  those  who  advocate  increasing  the  number  in  our 
present  Medical  College  by  50%.  Others  advocate  the  establishment  of  a 2 year  school  in  Co- 
lumbia. A third  group  is  proposing  a Medical  College  in  Greenville  in  conjunction  with  Furman 
University. 

What  will  develop  in  the  next  decade  will  depend  upon  careful  study  and  preparation 
and  upon  the  availability  of  financial  support.  All  of  us  will  be  watching  with  interest  for  these 
developments. 

The  immediate  need,  it  seems  to  me,  is  to  rally  to  the  support  of  our  Medical  College  in 
Charleston.  In  recent  months,  a new  President  has  been  appointed,  a new  Board  of  Trustees  will 
soon  be  elected.  Plans  for  expansion  have  been  prepared  and  these  are  now  being  revised. 
Application  has  been  made  to  the  Federal  Government  for  financial  assistance  in  the  building 
program.  Activity  seems  to  be  the  order  of  the  day. 

This  is  no  time  for  bickering  and  sniping.  Constructive  criticism  will  always  be  welcome 
but  venting  of  personal  grievances  will  do  far  more  harm  than  good.  I would  ask  that  each 
member  of  our  association  pledge  his  support  to  our  Medical  College  in  Charleston  with  the 
hope  that  it  will  become  one  of  the  better  schools  of  the  South.  Once  this  is  done,  we  can  make 
plans  for  further  expansion  of  the  Medical  College  or  for  the  establishment  of  another  medi- 
cal college  somewhere  else  in  the  State. 


Julian  P.  Price,  M.  D. 
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Interprofessional  Relationships 

There  is  a dangerous  cloud  on  the  horizon— 
a real  danger  that  medicine  and  pharmacy 
may  find  themselves  on  opposite  sides  in 
controversy  over  S.2568,  the  so-called  “Medi- 
cal Restraint  of  Trade  Act”  which  Senator 
Hart  of  Michigan  will  introduce  in  Congress. 
Failure  to  agree  about  time-honored  prin- 
ciples of  separation  between  the  practices  of 
medicine  and  pharmacy,  which  were  in  effect 
until  very  recently,  has  contributed  to  the  di- 
lemma. Neither  profession  can  profit  by  airing 
accusations  or  by  taking  an  adamant  position 
and  refusing  to  cooperatively  seek  a reason- 
able solution. 

Among  the  earmarks  of  a profession  is  the 
requirement  that  the  group  regulate  itself. 
Society  has  abandoned  statutory  regulation  of 
professional  morals,  satisfying  itself  with  pre- 
scribing standards  of  training  and  com- 
petence. Matters  of  ethical  conduct,  obliga- 
tions to  the  public,  to  one’s  colleagues,  to  other 
professions,  all  are  correctly  left  to  the  col- 
lective conscience  of  the  group. 

To  have  local,  state  or  national  government 
stepping  in  to  dictate  the  relations  of  one  pro- 
fessional man  to  another  is  abhorrent  to  pro- 
fessional groups.  Ethical  principles  of  a pro- 
fession presumably  are  adopted  for  the  good 
of  the  public.  If  the  public  feels  otherwise  it 
behooves  the  professions  to  re-examine  their 
positions  to  be  certain  that  the  public,  rather 
than  the  individual  or  professional  group,  is 
served  by  the  “code.” 

WTien  points  of  difference  arise  between 
professional  groups,  society  expects  them  to  be 
resolved  by  the  groups  concerned.  The  impli- 
cation is  that  enforcement  of  ethical  principles 
should  be  conducted  in  such  a way  as  shall 
deserve  and  receive  the  endorsement  of  the 
public. 

The  relations  of  one  professional  man  to 
another  arc  usually  matters  of  professional 
etiquette  rather  than  “ethics.”  Points  of  in- 
dividual difference  can  most  often  be  re- 
solved by  practicing  the  golden  rule. 


If  the  fundamental  precepts  expressed  in 
the  paragraphs  above  are  abrogated,  the  result 
invariably  will  be  trouble  and  more  trouble. 

To  willingly  yield  to  the  state  the  right  of 
self-discipline  is  forfeiting  a professional  birth- 
right for  a mess  of  pottage.  The  “concept  of 
ethics  as  a part  of  a code  of  law  ...  is  self- 
negating  and  is  indeed  fatal.  . . . The  law  pre- 
scribes limits  beyond  which  none  can  fre- 
quently wander  with  impunity;  ethics  insists 
that  none  approaches  those  limits.  The  law  is 
for  the  worst  of  us;  ethics  are  for  those  who 
aim  to  be  not  quite  so  much  lower  than  the 
angels.  . . To  place  ethics  within  the  scope  of 
the  law  is  to  destroy  ethics.” 

J.  H.  Hoch 

Somebody  Reads  the  Ads 

His  eye  being  caught  by  one  item,  this  ob- 
server scanned  the  classified  ads  in  a recent 
issue  of  the  JAMA.  He  found  the  enticements 
quite  varied. 

One  physician  seeking  an  associate  offers 
the  local  bait  of  “superb  restaurants”— the 
gastronomic  appeal. 

“Overworked  physicians  desperately  need 
help  —the  sympathetic  appeal. 

“Hunting  and  fishing  nearby”— the  outdoor 
he-man  appeal. 

“Escape  paperwork  of  Medicare”— If  it’s  not 
one  paperwork  it’s  another. 

“House  officers— $12,974  to  $15,574”— Avoid 
the  rigors  of  practice. 

“.  . . Ohio  group;  democratic,  enthusiastic 
atmosphere”— Rotary  or  Kiwanis? 

In  the  seller’s  market  in  medical  services,  the 
available  man  can  have  a wide  choice. 

The  Coroner 

Back  in  1950  only  eight  states  required  that 
a coroner  be  a qualified  physician,  properly 
appointed.  Various  modifications  of  the  ap- 
pointment system  obtain  in  different  areas. 
In  some,  coroners  are  still  elected  but  have 
had  their  essential  functions  transferred  to 
qualified  appointees.  Only  twelve  states  now 
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direct  that  elective  coroners  prevail  statewide. 
One  of  these  “Best  States  for  a Murder”  is 
South  Carolina. 

VA  Medicine 

In  several  quarters  concern  for  a review  of 
the  medical  activities  of  the  Veterans  Ad- 
ministration has  arisen.  One  high  level  VA 
advisor  says  the  issue  is  how  to  check  the 
present  deterioration  in  the  quality  of  care. 
Others  suggest  a presidential  commission  to 
investigate  matters. 

This  points  up  a long  prevalent  sentiment 
that  services  rendered  in  VA  hospitals  coidd 
be  much  improved,  as  could  the  general  ad- 
ministrative processes  and  ground  rules  for 
the  handling  of  patients. 

Medicaretakers  please  note. 

LETTER  TO  THE  EDITOR 

I shall  be  grateful,  if  you  pass  on  my  request  to 
your  members  of  the  Association.  I am  in  very  much 
need  of  medical  journals,  and  in  Dhanbad,  I conld 
not  get  them.  It  is  impossible  for  anyone  to  subscribe 
to  more  than  3-4  journals  at  a time.  There  is  no  medi- 
cal library  here.  If  you  can  request  a few  doctors  to 


send  me  their  used  medical  journals  when  they  don’t 
need  them,  I and  other  doctors  in  this  area  may  be 
benefited.  After  I finish  with  the  journals,  I shall  give 
them  to  other  doctors  who  need  them. 

I shall  be  very  much  obligated  for  the  help. 

With  kind  regards, 

Yours  sincerely, 

Dr.  S.  H.  Clerk 
c/o  Dr.  S.  D.  Sarkar 
Naya  Bazaar,  Dhanbad 
Bihar,  India 


SCMA  Plans  Annual  Conference 

The  Annual  Conference  of  County 
Medical  Society  Officers  and  other  inter- 
ested members  is  planned  for  Sunday, 
February  27,  in  Columbia. 

Discussions  will  center  around  Medi- 
care. There  will  be  speakers  from  the 
AMA,  Blue  Cross-Blue  Shield,  the  In- 
surance Industry,  the  Welfare  Depart- 
ment and  others. 

Please  notify  Mr.  M.  L.  Meadors,  309 
W.  Evans  Street,  Florence,  S.  C.,  if  you 
expect  to  attend  so  that  proper  arrange- 
ments can  be  made  for  luncheon. 


News 


York  County  Medical  Society 
Elects  Officers 

York  County  Medical  Society  has  elected  Dr.  Frank 
S.  Fairey  as  President;  Dr.  Robert  W.  Patton,  Vice- 
President;  and  Dr.  Roderick  Macdonald,  Secretary- 
Treasurer.  The  Board  of  Censors  will  consist  of  Drs. 
Tames  C.  Holler.  Jr.,  James  L.  Simpson,  and  Cloud 
H.  Hicklin.  Delegates  to  the  SCMA  will  be  Drs.  Wil- 
liam J.  Henry.  Alton  G.  Brown,  and  Cloud  Hicklin. 

Charleston  Society  Hears  Dr.  Cottle 

Dr.  Maurice  H.  Cottle,  professor  of  otorhino- 
laryngology of  the  Chicago  Medical  School  addressed 
the  Charleston  County  Medical  Society  at  its  regular 
December  meeting. 


Greenville  County  Society  Officers 

"The  Greenville  County  Medical  Society  has  elected 
Dr.  Robert  Brownlee  as  president;  Dr.  Thomas 
Whitaker,  president-elect  and  vice-president;  Dr. 
Arthur  Dunlay,  secretary;  and  Dr.  John  Holliday, 
treasurer.  Dr.  William  Beckman,  vocational  rehabilita- 
tion director  for  South  Carolina  was  the  guest  speaker 
at  the  meeting. 

Greenville  County  Tetanus  Drive 

The  Greenville  County  Medical  Society  and  the 
County  Health  Department  will  co-sponsor  a 
countywide  tetanus  immunization  program  in  mid- 
March  and  April. 
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New  Dean  at  Medical  College 


Dr.  Franklin  C.  Fetter,  Director  of  Medical  Educa- 
tion of  the  Interhospital  Committee  of  Wilmington, 
Delaware,  will  become  Dean  of  the  School  of  Medi- 
cine at  the  Medical  College  of  South  Carolina  on 
April  I,  1966.  Dr.  Fetter  will  succeed  Dr.  Louis  P. 
Jervey,  who  has  served  as  interim  dean  since  Feb- 
ruary, 1965. 

“Dr.  Fetter  has  broad  experience  in  medical,  ad- 
ministrative, and  educational  fields,”  said  Dr.  McCord, 
“and  I am  certain  will  be  valuable  to  us  in  directing 
the  activities  of  the  School  of  Medicine  here.  We 
are  extremely  fortunate  and  I am  most  pleased  that 
we  have  acquired  a man  of  Dr.  Fetter’s  experience 
and  ability  to  accept  this  deanship.” 

Dr.  Fetter  graduated  from  the  University  of  Penn- 
sylvania in  1936,  and  received  his  M.  D.  degree  from 
Jefferson  Medical  College  in  1940.  He  was  an  intern 
at  Philadelphia  General  Hospital  from  1940  to  1942, 
where  he  served  his  residency  from  1946  to  1948.  He 
served  in  the  Army  as  a medical  officer  for  four  years, 
being  assigned  for  most  of  his  duty  in  the  Pacific 
theater. 

From  1948  to  1951,  Dr.  Fetter  was  Assistant  Medi- 
cal Director  at  Philadelphia  General  Hospital.  He  was 
Administrator  of  the  Albert  Einstein  Medical  Center 
Xorthern  Division  from  1951  to  1954. 

He  returned  to  Philadelphia  General  Hospital  as 
Medical  Director  from  1954  to  1958.  In  1958,  he  be- 
came Medical  Education  Director  of  Presbyterian 
Hospital  in  Philadelphia  and  served  in  that  capacity 
until  1963,  when  he  was  appointed  Medical  Education 
Director  of  the  Interhospital  Committee  of  Wilming- 
ton. Delaware,  and  as  such  was  responsible  for  the 
advanced  medical  education  of  interns  and  residents 
in  the  programs  there.  He  has  an  appointment  of 
Associate  Professor  at  Temple  University  School  of 
Medicine. 


Dr.  Fetter  is  a member  of  the  Association  of  Hos- 
pital Directors  of  Medical  Education,  the  Association 
of  American  Medical  Colleges,  the  American  College 
of  Hospital  Administrators,  American  Public  Health 
Association,  and  Alpha  Omega  Alpha  honorary  medi- 
cal society. 

A native  of  Park  Place,  Pennsylvania,  Dr.  Fetter  is 
married  and  has  a son.  Franklin,  Jr. 


Doctors  in  the  News 

Dr.  Walter  M.  Newton  has  been  awarded  a 
Clinical  Fellowship  by  the  American  Cancer 
Society  ....  Dr.  Chapman  Milling  of  Columbia 
presented  a paper  at  the  December  meeting  of  the 
Robert  Wilson  Medical  History  Club  of  Charles- 
ton ....  Dr.  Ralph  Dunn  of  Sumter  has  joined 
the  volunteer  U.  S.  medical  program  to  help 
South  Viet  Nam’s  population  ....  Dr.  N.  D.  Ellis 
has  been  elected  president  of  the  medical  staff  of 
McLeod  Infirmary.  Dr.  L.  D.  Lide  was  named  vice 
president;  Dr.  J.  F.  C.  Hunter,  secretary;  and 
Dr.  James  Owens,  treasurer  ....  Dr.  Berry  Mon- 
roe of  Florence  has  been  elected  president  of  the 
newly-formed  “Friends  of  the  Florence  County 
Library”  organization  ....  Dr.  Thomas  A.  Pitts 
has  resigned  as  chairman  of  the  Executive  Com- 
mitte  of  the  American  Cancer  Society’s  South 
Carolina  Division.  He  has  served  on  the  committee 
for  19  years.  Dr.  Leland  J.  Brannon  of  Columbia 
will  succeed  Dr.  Pitts  ....  Dr.  Edward  J.  Dennis 
of  Charleston  has  been  elected  secretary  of  the 
Obstetrics  Section  of  the  Southern  Medical  Asso- 
ciation ....  Dr.  Peter  C.  Gazes,  associate  pro- 
fessor of  Medicine  at  the  Medical  College  of  South 
Carolina  was  guest  lecturer  at  the  Marion  County 
Memorial  Hospital  Medical  Staff  meeting  on 
November  23  ...  . Dr.  B.  L.  Allen,  general  practi- 
tioner in  Spartanburg  for  25  years  was  selected  as 
Doctor  of  the  Year  by  the  Spartanburg  County 
Medical  Society  recently.  Dr.  Allen  was  selected 
for  “faithfulness  to  his  patients”  and  “his  high 
standing  among  his  colleagues.”  ....  Dr.  Robert 
E.  Holman  of  Elloree  has  won  an  award  in  the 
1965  Medical  Economics  Awards  campaign. 


Columbia  Society  Elects  Officers 

The  annual  meeting  for  the  election  of  officers  of 
the  Columbia  Medical  Society  resulted  in  the  follow- 
ing: Dr.  James  M.  Timmons,  president;  Dr.  John  E. 
Holler,  president-elect;  Dr.  Charles  J.  Lemmon,  Jr., 
vice-president;  Dr.  Fred  II.  Fellers,  secretary;  Dr. 
Daniel  W.  Davis,  Jr.,  treasurer;  and  Dr.  W.  William 
Ledyard,  editor  of  THE  RECORDER;  Drs.  J.  Rich- 
ard Allison,  Jr.,  and  Henry  Moore,  Board  of  Censors; 
and  Drs.  Hugh  II.  DtiBose,  Waitus  O.  Tanner,  C. 
Tucker  Weston,  and  J.  Richard  Allison,  Jr.,  delegates 
to  the  SCMA. 
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Which  Is  Pyloroplasty  with  Vagotomy? 
Which  Is  Pro-Banthine? 


Photographs— Harry  Barowsky,  M.D.,  Lawrence  Greene,  M.D.,  and  Robert' 
Bennett,  M.D.,  from  a Scientific  Exhibit  presented  at  the  Annual  Meeting 
of  the  American  College  of  Gastroenterology,  Bar  Harbour,  Florida,  Oct. 
24-27,  1965. 
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;.iother  example  of 

■'ro-Banthme' 

ropantheline  bromide) 

rue  anticholinergic  in  action 


atropine  resulted  in  expectedly 
adverse  side  effects. 

Pro-Banthlne,  in  minimal  dosage, 
produces  effects  similar  to  pyloro- 
plasty and  vagotomy  without  the 
disadvantages  of  permanent  post- 
vagotomy sequelae. 

The  intragastric  photograph  A 
is  of  a patient  who  has  had  pyloro- 
plasty with  vagotomy.  Photograph 
B is  of  a patient  given  6 mg.  of  Pro- 
Banthlne. 

Indications:  Peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pyloro- 
spasm  and  biliary  dyskinesia. 

Oral  Dosage:  The  maximal  tolerated 
dosage  is  usually  the  most  effective. 
For  most  adult  patients  this  will  be  four 
to  six  15-mg.  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may 
be  required.  Pro-Banthlne  (brand  of 
propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral  use, 
as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications: 

Urinary  hesitancy,  xerostomia,  mydri- 
asis and,  theoretically,  a curare-like 
action  may  occur.  Pro-Banthlne  is  con- 
traindicated in  patients  with  glaucoma, 
severe  cardiac  disease  and  prostatic 
hypertrophy. 
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Research  in  the  Service  of  Medicine 


t rmal  relaxed  pyloric  antrum;  con- 
ticted  pylorus  (pyloric  fleurette) 


etrue  anticholinergic  values  of 
D3anthine  have  never  been  so 
ihically  realized  as  they  are 
t the  recent  development  of 
e gastroscopy  and  the  intragas- 
:amera. 

3a-Banthine  consistently  pro- 
rs  complete  relaxation  and  im- 
i lity  of  the  stomach  with  a dose 
• ily  6 to  8 mg.  intravenously, 
i is  less  than  half  the  usual  dose 

|jy. 

9 ropine,  on  the  other  hand, 
lired  0.8  mg.  intravenously,  or 
ie  the  normal  dose,  to  achieve 
>,iilar  effect.  This  high  dose  of 


AN  ALL  DAY 

SYMPOSIUM  ON  OBESITY 

Friday,  April  1,  1966  at 
Hotel  Fort  Sumter,  Charleston,  S.  C. 

Sponsored  by  Lederle  Laboratories 
All  physicians  are  invited  to  attend. 

This  program  is  acceptable  for  continuation  study  credit  by  the  American 
Academy  of  General  Practice. 

A full  program  will  appear  in  the  March  issue  of  the  Journal  of  the  SCMA. 


SCALPEL  Recognized 

Annually,  AMPAC  recognizes  those  state  political 
action  committees  who  have  done  an  outstanding  job 
in  membership  solicitation  throughout  the  year. 
Awards  are  presented  in  three  categories: 


( 1 ) Total  dollar  contribution, 

(2)  Highest  ratio  of  AMPAC  membership  com- 
pared with  total  physician  population  in  the 
state,  and 

(3)  Highest  dollar  contribution  per  physician  in 
state. 

The  South  Carolina  Alliance  for  Liberty,  Political 
Education  and  Life  is  a winner  in  the  following  cate- 
gory: 

Category  Rank 


Physicians’  Ratio  in  State  10 


her  of  medical  questions  with  wide  implications. 
These  studies  may  well  shed  light  on  what  types, 
duration  and  frequency  of  physical  exercise  are  essen- 
tial for  maximum  fitness,  and  what  influence  regular 
physical  training  has  on  the  development  of  the  dis- 
eases of  old  age. 


Coming  Meetings 

The  American  Thoracic  Society,  medical  section 
of  the  National  Tuberculosis  Association,  will 
hold  its  annual  meeting  in  San  Francisco  on  May 
23-25. 

Variety  Children’s  Hospital  of  Miami,  Florida, 
will  hold  a Pediatric  Postgraduate  Course  on 
Gastrointestinal  Disorders  in  Children  at  the 
Deauville  Hotel,  Miami  Beach,  on  March  9-12. 


Congratulations  have  been  extended  by  AMPAC 
to  SCALPEL. 

Clemson  University  Participates  in 
Medical  Study  of  Olympic  Athletes 

A compilation  of  the  life-long  medical  records— the 
OLYMPIC  MEDICAL  ARCHIVES-of  many  of  the 
world’s  top  athletes  which  will  enable  scientists  to 
determine  the  long  term  effects  of  physical  exercise 
on  the  health  of  man  began  with  the  1964  Olympic 
Games  in  Tokyo. 

Today,  there  are  over  2,000  medical  records  and 
histories  of  athletes  from  some  20  countries  filed  in 
the  OMA  Library  of  the  Olympic  Museum  in 
Lausanne.  Switzerland. 

With  the  aid  of  men  like  Dr.  J.  Hair  of  Clemson, 
medical  coordinator  of  the  OMA  in  South  Carolina, 
it  is  hoped  that  the  lifelong  medical  records  of 
Olympic  athletes  will  provide  the  answers  to  a num- 


Watts  Hospital  23rd  Annual  Medical  and  Sur- 
gical Symposium  will  be  held  February  18-19,  at 
the  Jack  Tar  Hotel  in  Durham,  North  Carolina. 
There  will  be  no  registration  fee  and  the  sympo- 
sium is  approved  for  10  hours  credit  by  AAGP. 

The  Children’s  Hospital  of  the  District  of 
Columbia  has  announced  a postgraduate  course  in 
Pediatric  Neurology  to  be  held  March  23-25. 

The  Georgia  Society  of  Ophthalmology  and 
Otolaryngology  will  hold  its  annual  meeting  on 
April  14-16  at  the  Grand  Bahama  Hotel,  Grand 
Bahama  Island. 

The  Fifth  Annual  Postgraduate  Course  spon- 
sored by  the  Department  of  Pediatrics,  Emory 
University  School  of  Medicine  will  be  held  on 
March  7,  8,  and  9 at  the  Grady  Memorial  Hospital 
Auditorium.  A three-day  course  of  lectures  on 
“Renal  Problems  in  Children”  will  be  given. 
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TWO  DAYS  OF  PEDIATRICS 

MEDICAL  COLLEGE  OF  SOUTH  CAROLINA 
Baruch  Auditorium 
March  9 — 8:30  A.  M. 

SESSION  I— DEVELOPMENTAL  PEDIATRICS- 
March  9. 

Moderator— J.  R.  Paul,  Jr..  M.  D. 

Welcome— Presentation  of  Cases  of  Aphasia 
J.  R.  Paul,  Jr.,  M.  D. 

Management  of  Aphasia  in  Children 

Mrs.  W.  W.  Davison,  Atlanta 

Squints— Recent  Developments  in  Management 

William  Vallotton,  M.  D.,  Mrs.  V.  Gunter 

Coffee 

The  Pediatrician’s  Role  in  the  Management  of  Psy- 
chiatric Disease 

R.  Mellette,  M.  D. 

Panel  Discussion 

SESSION  II-INFECTIOUS  DISEASES  - COL- 
LAGEN DISEASES 

1:30  P.  M.— Moderator— Margaret  Q.  Jenkins,  M.  D. 

Streptococcal  Infections— Diagnosis  and  Treatment 
Floyd  Denny,  M.  D.,  Univ.  of  N.  C. 

Rheumatoid  Diseases  in  Children 

Weston  Kelsey,  M.  D.,  Bowman  Gray 

Histoplasmosis  and  Other  Disseminated  Granu- 
lomatous Diseases 

Warren  Wheeler,  M.  D.,  Univ.  of  Kentucky 

The  Present  Status  of  Viruses  as  a Cause  of 
Respiratory  Tract  Infection 
Floyd  Denny,  M.  D. 

Panel  Discussion 

SESSION  III— ENDOCRINOLOGY  - PEDIATRIC 
SURGERY-March  10 

9:00  A.  M.— Moderator— Hulda  Wohltmann,  M.  D. 

Misuse  of  the  Laboratory  in  Thyroid  Disease 
Weston  Kelsey,  M.  D. 

Hypoglycemia— Diagnosis  and  Investigation 
Hulda  Wohltmann,  M.  D. 

Failure  to  Thrive 

Warren  Wheeler,  M.  D. 

Infections  and  Antibiotics  in  Pediatric  Surgery 
II.  Biemann  Othersen.  M.  D. 

Panel  Discussion 

SESSION  IV— PEDIATRIC  CARDIOLOGY 
1:30  P.  M.— Moderator— John  Boone,  M.  D. 

Long  Range  View  of  Rheumatic  Fever 
Margaret  Q.  Jenkins.  M.  D. 

Recent  Advances  in  Pediatric  Cardiology 
Peter  Gazes,  M.  D. 

Recent  Advances  in  Diagnostic  Procedures 
Charles  Summerall,  M.  D. 

Recent  Advances  in  Cardiac  Surgery 
William  H.  Lee,  Jr.,  M.  D. 

Panel  Discussion 

5:00  P.  M.— M.  W.  Beach  Honorary  Lecture 

WHAT’S  NEW  IN  ERYTHROBLASTOSIS? 

Warren  Wheeler,  VI.  D. 


V.  D.  NEWS 


AND  STILL  CONGENITAL  SYPHILIS 

R.  W.  Ball,  M.  D. 

The  tragedy  of  congenital  syphilis  should  make  us 
all  hide  our  heads  in  shame.  The  average  case  of 
acquired  syphilis  is  unfortunate  but  with  modern 
therapy,  these  cases  can  usually  be  handled  without 
much  difficulty,  and  are  usually  regarded  as  the 
patient’s  own  fault.  But  the  baby  with  congenital 
syphilis— stillborn  or  otherwise— has  no  choice  in  the 
matter.  As  a fetus  he,  through  no  fault  of  his  own, 
contracts  one  of  the  most  serious  of  the  infectious 
diseases,  to  which  he  is  unavoidably  exposed,  and 
which  is  totally  unnecessary  and  easily  preventable. 

As  is  the  case  with  most  states.  South  Carolina  re- 
quires a serologic  test  for  syphilis  at  the  time  of  the 
prenatal  patient’s  first  visit  to  her  physician  (or 
clinic).  The  S.  C.  State  Board  of  Health  strongly 
urges  a second  test  during  the  third  trimester  of 
pregnancy  and  it  is  hoped  that  eventually  this  second 
blood  test  (too  often  not  performed)  may  eventually 
be  required  through  legislation. 

Last  year  in  South  Carolina,  14  live  babies  were 
born  with  congenital  syphilis,  and  why?  Because 
somebody  failed  to  see  that  their  mothers  were  blood 
tested,  or  they  were  treated  at  the  time  for  their 
infection. 

Wherein  lies  the  problem? 

In  the  majority  of  cases  it  has  been  found  that  the 
prospective  mothers  concerned  did  not  seek  prenatal 
care  for  any  one  of  several  reasons,  most  of  which  are 
based  upon  ignorance  or  indifference.  Unfortunately, 
however,  there  have  been  cases  of  syphilis  which 
have  occurred  among  pregnant  women  who  had  been 
to  private  physicians  for  prenatal  care  but  had  not 
been  serologically  tested  and,  consequently,  not  diag- 
nosed prior  to  delivery  of  a congenital  syphilitic  baby. 
We  also  have  one  instance  where  the  private  physi- 
cian diagnosed  prenatal  syphilis  and  instructed  the 
patient  to  go  to  the  County  Health  Department  for 
treatment.  She  did  not  go,  and  the  physician  failed  to 
report  the  case  to  the  State  Board  of  Health.  Con- 
sequently, there  was  no  epidemiologic  follow  up  and 
the  baby  was  born  with  congenital  syphilis. 

Drawing  a required  prenatal  blood  specimen  and 
forwarding  it  to  the  Laboratory  for  serologic  testing 
for  syphilis  is  a very  simple  matter.  Failure  to  do  so 
may  result  in  serious  consequences,  either  by  death 
of  the  fetus  or  the  birth  of  a syphilitic  child,  and/or 
law  suit  by  the  child’s  family  against  the  physician 
concerned. 

It  is  also  important  for  the  physician  to  record  on 
the  Birth  Certificate  (as  required)  in  the  proper 
place,  the  fact  that  a prenatal  serum  testing  was 
done,  the  date  the  test  was  performed,  and  the  name 
of  the  laboratory.  The  result  of  the  test  is  not  re- 
quired. The  Birth  Certificate  is  an  official  legal  docu- 
ment to  be  filed  with  the  State  Bureau  of  Vital  Sta- 
tistics for  the  rest  of  time  and,  once  filed,  cannot  be 
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changed.  Completion  of  this  part  of  the  Birth  Certifi- 
cate is  the  physician’s  protection  against  legal  action 
which  sometimes  might  result  from  failure  to  do  so. 
Should  the  physician  see  the  patient  for  the  first  time 
when  the  patient  is  actually  in  labor,  he  should  still 
check  “No”  (that  he  did  not  do  a prenatal  test)  and 
then  certify  to  this  fact  on  the  margin  of  the  Birth 
Certificate.  This  again  is  his  protection  against  pos- 
sible future  difficulties. 

State  Board  of  Medical  Examiners 

The  State  Board  of  Medical  Examiners  of  South 
Carolina  met  in  Columbia,  South  Carolina  on  Novem- 
ber 8,  9,  10,  1965.  Elections  were  held  for  officers  of 
the  Board,  when  the  Board  met  at  the  Columbia 
Hotel.  Dr.  Roderick  Macdonald  of  Rock  Hill  was 
elected  President,  and  Dr.  Harold  E.  Jervey,  Jr.  of 
Columbia  was  elected  Vice-President. 

Physicians  applying  for  medical  licensure  by  en- 
dorsement of  credentials  were  interviewed  on  Novem- 
ber 9th;  23  physicians  were  accepted  for  licensure  and 
they  are  now  licensed  to  practice  medicine  and 
surgery  in  the  State  of  South  Carolina.  They  are  as 
follows: 

Dr.  Bartley  E.  Antine  is  a 1957  graduate  of  Ohio 
State  University  and  is  licensed  in  Ohio.  He  is  quali- 
fied in  opthalmology.  Dr.  Antine  joined  the  staff  of 
the  Medical  College  Hospital  in  Charleston  last  July. 

Dr.  Curtis  P.  Artz  graduated  from  Ohio  State 
University  and  is  licensed  in  Ohio,  and  several  other 
states.  Dr.  Artz  is  certified  by  the  American  Board  of 
Surgery  and  lie  is  head  of  the  Department  of  Surgery 
at  the  Medical  College  Hospital  in  Charleston. 

Dr.  Joy  F.  Benson  graduated  from  the  University 
of  Michigan  in  1956  and  was  licensed  in  Michigan. 
She  plans  to  do  general  practice  in  Greenville. 

Dr.  John  K.  Blincow  is  a 1955  graduate  of  the 
University  of  Nebraska  and  is  licensed  in  Nebraska. 
1 le  completed  a residency  in  orthopedic  surgery.  Dr. 
Blincow  was  recently  released  from  the  U.  S.  Army 
and  is  now  practicing  in  Greenville. 

Dr.  Ernest  F.  Daniel  graduated  from  the  Medical 
College  of  Georgia  and  is  licensed  in  Georgia.  He  is 
certified  in  neurosurgery  and  practices  in  Augusta, 
Georgia. 

Dr.  David  R.  Davis,  a 1961  graduate  of  Tulane, 
has  a license  in  Louisiana.  Dr.  Davis  has  completed 
residency  training  in  anesthesiology  and  is  currently 
in  the  U.  S.  Navy  in  Charleston. 

Dr.  Charles  T.  Fitts  graduated  from  the  University 
of  Pennsylvania  in  1957  and  was  licensed  in  Missis- 
sippi. He  completed  a residency  in  general  surgery, 
served  two  years  in  the  U.  S.  Army,  and  is  now  on 
the  staff  of  the  Medical  College  Hospital  in  Charles- 
ton. 

Dr.  Robert  E.  Foster  is  a 1960  graduate  of  Temple 
University  and  has  a license  in  Pennsylvania.  Dr. 
Foster  is  in  general  practice  in  Bamberg. 

Dr.  Wellum  P.  Frivold  graduated  from  Cornell 
University  in  1960  and  has  a certificate  of  the  Na- 
tional Board  of  Medical  Examiners.  He  is  certified  in 


radiology  and  is  currently  in  the  U.  S.  Air  Force  at 
Shaw  Field. 

Dr.  Robert  F.  Goldie  is  a graduate  of  Albany  Medi- 
cal College  and  has  a certificate  of  the  National 
Board  of  Medical  Examiners.  Dr.  Goldie  has  recently 
returned  from  Nigeria  and  he  is  presently  in  public 
health  in  Columbia. 

Dr.  John  M.  Gregory  graduated  from  Tulane  in 
1964  and  was  licensed  in  Louisiana.  He  completed  an 
internship  in  Florence  and  joined  the  staff  of  the 
S.  C.  State  Hospital  in  Columbia. 

Dr.  Bartholomew  T.  Hogan  is  a 1960  greduate  of 
Johns  Hopkins  and  licensed  in  Maryland.  He  served 
a residency  in  psychiatry  and  is  now  with  the  U.  S. 
Navy  in  Charleston. 

Dr.  Jeanne  B.  Johnson  graduated  from  the  Univer- 
sity of  Oklahoma  and  was  licensed  in  Oklahoma.  She 
has  residency  training  in  internal  medicine  and  is 
currently  in  Student  Health  at  Winthrop  College  in 
Rock  Hill. 

Dr.  Glenn  W.  Kindt  is  a 1959  graduate  of  the 
University  of  Michigan.  He  is  licensed  in  Michigan 
and  has  served  a residency  in  neurosurgery.  Dr.  Kindt 
is  now  on  the  staff  of  the  Medical  College  Hospital  in 
Charleston. 

Dr.  William  C.  Lovett  graduated  from  Loma  Linda 
University  in  1959  and  was  licensed  in  Florida.  He 
is  now  in  general  practice  in  Spartanburg. 

Dr.  John  S.  Miller,  Jr.  is  a 1960  graduate  of  Bow- 
man Gray  and  has  a license  in  North  Carolina.  He 
served  a residency  in  internal  medicine  and  is  now 
practicing  in  Anderson. 

Dr.  Titus  D.  Payne  graduated  from  the  Medical 
College  of  Georgia  in  1961  and  is  licensed  in  Georgia. 
He  is  at  present  completing  a residency  in  opthalmol- 
ogy in  Augusta,  Georgia. 

Dr.  George  I.  Salerno,  a 1961  graduate  of  George- 
town University,  lias  a certificate  from  the  National 
Board  of  Medical  Examiners.  Dr.  Salerno  has  resi- 
dency training  in  internal  medicine.  He  is  currently 
in  the  U.  S.  Army  at  Fort  Jackson. 

Dr.  Sigurd  C.  Sandzen,  Jr.  graduated  from  Loyola 
University  in  1959  and  has  a certificate  of  the  Na- 
tional Board  of  Medical  Examiners.  He  completed  a 
residency  in  orthopedic  surgery  and  now  practices  in 
Greenville. 

Dr.  Brian  N.  Smith  graduated  in  1960  from  the 
University  of  Chicago  and  was  licensed  in  Illinois. 
He  completed  a residency  in  internal  medicine  and 
has  joined  the  staff  of  the  Medical  College  Hospital 
in  Charleston. 

Dr.  Robert  W.  Steagall  is  a graduate  of  Duke 
University  and  he  is  licensed  in  North  Carolina.  Dr. 
Steagall  is  certified  in  dermatology  and  practices  in 
Rock  Hill. 

Dr.  Robert  M.  Thompson  is  a 1959  graduate  of  the 
University  of  Arkansas  and  has  been  licensed  in 
Arkansas.  He  is  board-eligible  in  psychiatry  and 
practices  in  Columbia. 

Dr.  Robert  R.  Weiler  graduated  from  the  Medical 
College  of  Virginia  in  1959  and  was  licensed  in  Penn- 
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sylvania.  He  completed  a residency  in  orthopedic 
surgery  and  is  now  with  the  U.  S.  Navy  in  Beaufort. 

Written  examinations  were  held  by  the  State 
Board  of  Medical  Examiners  on  November  9,  10. 
1965.  Successful  candidates  have  been  licensed,  they 
are  as  follows: 

Dr.  Allan  G.  Arscott  is  a graduate  of  the  University 
of  Toronto.  He  interned  in  Canada  and  had  some 
residency  training  in  psychiatry.  Dr.  Arscott  is  now  on 
the  staff  of  Whitten  Village  in  Clinton. 

Dr.  James  A.  Butler  graduated  from  McGill  Uni- 
versity in  Canada  and  interned  in  Montreal.  He  is  now 
completing  a residency  in  general  surgery  in  Charlotte, 
North  Carolina. 

Dr.  Roy  P.  Cunningham  is  a graduate  of  Howard 
University.  He  interned  at  St.  Luke’s  Hospital  in  San 
Francisco.  Dr.  Cunningham  is  now  in  general  practice 
in  Florence. 

S.  C.  Vocational  Rehab.  Agency 

DISABILITY  EVIDENCE  ELICITED  THROUGH 
NARRATIVE  REPORTS,  TELEPHONE  QUERIES 

In  the  future  when  you  are  requested  to  furnish  the 
social  security  disability  program  with  evidence  of  a 
patient’s  health  status,  you  will  be  asked  to  report  by 
means  of  a standard  narrative-type  form.  Should  the 
report  lack  sufficient  information  for  disability  de- 
termination, the  State  Agency  Physician  reviewing  the 
claim  may  telephone  you  for  additional  data  that  you 
may  have  in  the  patient’s  chart.  If  information  which 
is  needed  is  available  from  your  records,  it  may  be 
given  by  telephone.  Generally,  the  treating  physician 
can  provide  all  the  medical  evidence  that  is  needed 
for  determining  whether  the  patient  is  disabled.  In 
the  future,  it  is  hoped  that  more  and  more  informa- 
tion can  be  derived  from  the  attending  physician’s 
resources  while  best  suiting  his  convenience. 


Experience  has  shown  that  such  planned  telephone 
conversations  generally  take  less  than  five  minutes.  In 
the  states  where  this  technique  has  been  tested,  re- 
porting doctors  volunteer  the  opinion  that  they  prefer 
such  calls  to  letters  of  inquiry.  Also,  the  doctors  say 
that  they  welcome  the  chance  to  discuss  their  pa- 
tients’ impairments  with  colleagues  in  the  State 
Agency. 

Should  the  doctor  not  have  the  information  needed, 
he  may  be  asked  to  perform  additional  examinations 
or  tests  at  a scheduled  fee  that  has  been  determined  in 
consultation  with  the  State  Agency  Medical  Advisory 
Committee. 

Physicians’  preferences  have  led  to  replacing  the 
old-style  questionnaire  with  the  new  narrative  report. 
Studies  in  six  states  demonstrated  that  doctors  could 
give  a clearer,  more  complete  clinical  picture  of  a 
patient  by  using  a reporting  format  that  comes  as 
second  nature  to  most  physicians.  As  a residt,  the 
disability  program  is  introducing  nationwide  a revised 
form  designated  to  provide  ample  space  and  a more 
effective  format  for  detailing  the  patient’s  history, 
physical,  and  laboratory  findings. 

These  studies  also  demonstrated  that  this  format 
space  will  help  the  physician  transcribe  those  parts  of 
the  patient’s  chart  pertinent  to  his  impairment.  When 
the  data  is  reported  that  the  reviewing  physician 
needs  to  evaluate  the  remaining  capacity  for  work, 
the  physician  is  helping  his  patient  to  receive  prompt, 
sound  handling  of  his  claim. 

The  above  developments  are  announced  by  the 
Chief  Medical  Consultant  of  the  South  Carolina 
Vocational  Rehabilitation  Agency,  the  State  Agency 
that  makes  the  determination  for  Social  Security  pro- 
gram locally. 

Forms  may  be  obtained  from  the  Agency. 


NEW  PHARMACEUTICAL  SPECIALTIES 

For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

New  Single  Chemicals — Drugs  not  previously 
known,  including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

NEW  SINGLE  CHEMICALS 
Quaalude 

Hypnotic,  non-barbiturate.  Rx 

Manufacturer:  William  H.  Rorer,  Inc. 

Nonproprietary  Name:  Methaqualone.  Quick 

acting  non-barbiturate  sedative-hypnotic. 

Indications:  Daytime  sedation  and  nocturnal 
sleep. 

Dosage:  Sedation — 75  mg  after  each  meal  and 
at  bedtime.  Sleep — 150  to  300  mg  at  bedtime. 

Supplied  as:  Tablets  (white,  scored)  150  mg. 
Bottles  of  100  and  500  tablets. 


NEW  COMBINATION  PRODUCTS 
EUTRON 

Antihypertensive.  Rx 

Manufacturer:  Abbott  Laboratories 

Composition: 

Pargyline  HC1;  25  mg. 

Methyclothiazide  5 mg. 

Combination  of  a thiazide  diuretic  and  hypo- 
tensive. 

Indications:  Control  of  moderate  to  severe 
hypertension. 

Dosage:  Usual  starting  dosage  is  one  tablet 
daily.  Older  patients  should  be  started  on  Vz  tab- 
let daily.  Maximum  dosage  is  two  tablets  taken 
once  daily. 

Supplied  as:  Filmtab  tablets.  Bottles  of  100  and 
500. 

TUSSAR-2 

Cough  Preparation.  Rx  (N-X) 

Manuafcturer:  Armour  Pharmaceutcal  Com- 
pany 

Composition: 

Each  30  ml  contains: 
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Codeine  phosphate  60  mg. 

Carbetapentane  citrate  45  mg. 

Chlorpheniramine  maleate  12  mg. 

Phenylpropanolamine  HC1  60  mg. 

Glyceryl  guaiacolate  300  mg. 

Sodium  citrate  780  mg. 

Citric  Acid  120  mg. 

Chloroform  90  mg. 

Methylparaben  0.1  % 


Combines  two  antitussives  with  an  antihista- 
mine, decongestant  and  expectorant. 
Indications:  For  relief  of  severe  coughs  due  to 
respiratory  conditions  such  as  common  cold, 
bronchitis,  and  influenza. 

Dosage:  One  teaspoonful  3 to  4 times  daily  as 
needed  for  cough,  but  not  more  than  8 teaspoon- 
fuls in  any  24  hour  period. 

Supplied  as:  Syrup  in  pint  bottles. 

DYKATUSS 

Cold  preparation.  Antihistamine.  Rx 
Manufacturer:  Hiss  Pharmacal  Co.,  Inc. 
Composition: 

Chlorpheniramine  maleate  8 mg. 

Phenylephrine  HC1  20  mg. 

Methscopolamine  nitrate  2.5  mg. 

In  a special  sustained  release  base. 
Antihistamine,  decongestant  and  drying 
agent. 

Indications:  For  the  temporary  relief  of  the  dis- 
tressing symptoms  accompanying  the  common 
cold,  hay  fever  and  similar  allergic  conditions. 

Dosage:  One  unicell  (capsule)  in  the  morning 
and  at  bedtime. 

Supplied  as:  Unicells — Bottles  of  50. 

HYDROMOX  It 
Antihypertensive.  Rx 

Manufacturer:  Lederle  Laboratories  Division 
American  Cyanamid  Company 

Composition: 

Quinethazone  50  mg. 

Reserpine  0.125  mg. 

Combines  non-mercurial  diuretic  and  reser- 
pine. 

Indications:  Mild  to  moderate  hypertension, 
with  or  without  edema. 

Dosage:  One  to  two  tablets,  once  daily. 

Supplied  as:  Tablets.  Bottles  of  100  and  500. 

E-PILO 

Eye  Preparation.  Rx 
Manufacturer:  Smith,  Miller  & Patch 
Composition: 


Solution  10  ml: 

Pilocarpine  HC1 

2.0 

% 

Epinephrine  bitartrate 

1.0 

% 

Mannitol 

5.0 

% 

Benzalkonium  chloride 

0.01% 

with  buffering  agents 

Also  with  Pilocarpine  HC1 

4.0 

% 

Combines  a miotic  with  an 

adrenergic 

agent. 

Indications:  Treatment  of  glaucoma;  more 

specifically  the  chronic  simple  glaucoma  of 
the  open  angle  type. 


Dosage:  Usual  dosage  is  one  drop  in  the  eye  on 
arising  and  on  retiring.  Dosage  frequency  may  be 
altered  to  suit  individual  response. 

Supplied  as:  Dropper-tip  plastic  vials. 
BUTADEINE 
Analgesic,  Narcotic.  Rx 
Manufacturer:  Sutliff  & Case 


Composition: 

Aspirin  227.0  mg. 

Acetophenetidin  160.0  mg. 

Caffeine  32.5  mg. 

Hyoscyamine  Sulfate  0.130  mg. 

Codeine  Phosphate  32.5  mg. 

Butabarbital  16.0  mg. 


Combines  four  analgesics  with  a smooth 
muscle  relaxant  and  barbiturate. 

Indications:  For  temporary  relief  of  pain, 

especially  in  cardiospasm,  pylorospasm  and  dys- 
menorrhea. 

Dosage:  One  to  two  capsules  every  3 or  4 
hours  as  needed  to  control  pain. 

Supplied  as:  Capsules.  Bottles  of  100,  500  and 

1000. 

DYAZIDE 
Diuretic.  Rx 

Manufacturer:  Smith  Kline  & French  Labora- 
tories 

Composition: 

Triamterene  50  mg. 

Hydrochlorothiazide  25  mg. 

Two  diuretics  which  in  combination  provide 
the  advantage  of  a broader  attack  on  the  pat- 
tern of  urinary  excretion. 

Indications:  Treatment  of  edema  associated 
with  congestive  heart  failure,  cirrhosis  of  the 
liver,  nephrotic  syndrome  and  late  pregnancy. 
Also  in  steroid-induced  edema  and  idiopathic 
edema. 

Dosage:  The  usual  starting  dose  is  one  capsule 
twice  a day  after  meals.  After  adequate  control  of 
edema  may  be  reduced  to  one  capsule  daily;  in 
some  patients  one  capsule  every  other  day  may  be 
adequate. 

Supplied  as:  Capsules.  Bottles  of  100  and  1000. 

DICORIL 

Cough  preparation.  Rx 

Manufacturer:  Lemmon  Pharmacal  Company 


Composition: 

Each  30  ml: 

Hydrocodone  bitartrate  10  mg. 

Pyridamine  maleate  80  mg. 

Sodium  citrate  1 gm. 

Alcohol  1 % 


Antitussive-expectorant  combined  with  an 
effective  antihistamine. 

Indications:  Tempoary  relief  of  cough  due  to 
upper  respiratory  conditions  such  as  the  common 
cold. 

Dosage:  One  to  two  teaspoonfuls  every  3 hours 
or  as  directed  by  the  physician. 

Supplied  as:  Syrup.  Bottles  of  90  ml  and  gallons. 


The  U.  S.  pharmaceutical  industry  employed  about 
14,000  scientists  and  supporting  staff  in  medical  and 
health-related  research  in  1963. 


The  average  drug  prescription  costs  $3.26.  The 
manufacturer’s  net  profit  is  only  16(1. 


The  U.  S.  pharmaceutical  manufacturers  paid  $375 
million  in  federal  taxes  in  1964,  an  amount  in  excess 
of  the  total  voted  this  year  by  Congress  for  the 
National  Cancer  Institute  ($158.6  million),  the 
National  Heart  Institute  ($136.4  million),  and  the 
National  Institute  of  Allergy  and  Infectious  Diseases 
( $77.9  million). 
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IMPORTANT  ADVANCES  IN  DRUG  THERAPY 


1959  — 1964 


Of  the  drugs  evaluated  in  The  Medical  Letter  in 
the  years  1959  through  1964,  about  300  were  new 
ones.  Which  of  these  represented  major  contributions 
to  preventive  and  therapeutic  medicine?  For  an 
answer  to  this  question,  the  editors  polled  the  same 
Advisory  Board  members  and  consultants  on  whose 
collective  judgment  they  have  relied  in  the  past  in 
evaluating  drugs.  Of  the  170  American  and  foreign 
clinicians  and  investigators  whose  replies  were  re- 
ceived in  time  to  be  counted,  no  two  favored  precisely 
the  same  drugs.  But  from  all  the  replies  there  emerged 
a clear  consensus  on  an  impressive  number  of  drugs; 
and  the  following  listing  and  comments,  reflecting  that 
consensus,  underscore  many  major  advances  in  drug 
therapy  during  the  first  six  years  of  The  Medical  Let- 
ter. 

Chlorothiazide ; As  the  earliest  of  the  thiazide  di- 
uretics, chlorothiazide  ( Diuril  — Merck)  was  the  first 
oral  diuretic  effective  enough  to  be  used  in  the  treat- 
ment of  severe  edema;  its  antihypertensive  effects, 
when  used  alone  or  in  combination  with  other  anti- 
hypertensive agents,  have  made  it  and  its  numerous 
congeners  and  derivatives  among  the  most  useful  — 
and  widely  used  — of  therapeutic  agents.  Many  of  the 
newer  thiazides  are  longer-acting  and  offer  the  con- 
venience of  less  frequent  dosage,  but  none  has  been 
shown  to  be  superior  with  respect  to  either  diuresis 
or  side  effects. 

Other  antihypertensive  drugs;  Besides  the  new 
oral  diuretics,  other  new  drugs  are  making  the  con- 
trol of  essential  hypertension  both  easier  and  safer. 
Two  which  ranked  high  in  the  poll  were  guanethidine 
( Ismelin  — Ciba ) and  methyldopa  ( Aldomet  — 
Merck).  Guanethidine  was  described  in  The  Medical 
Letter  in  1962  as  having  the  same  effectiveness  in 
severe  hypertension  as  the  older  ganglion-blocking 
drugs,  but  without  such  parasympathetic  side  effects 
as  constipation,  mydriasis  and  impotence.  As  for 
methyldopa,  in  1963,  The  Medical  Letter  called  it 
“a  new  kind  of  antihypertensive  drug  which  combines 
moderate  effectivness  in  many  patients  with  an 
apparently  low  incidence  of  severe  side  effects,”  and 
trial  of  the  drug  was  advised  in  combination  with 
thiazides  in  patients  with  moderate  or  severe  hyper- 
tension who  did  not  respond  to  or  could  not  tolerate 
other  drugs. 

Spironolactone;  This  aldosterone-antagonist  diuretic 
was  described  in  a 1960  issue  of  The  Medical  Letter 
as  “an  important  advance  in  diuretic  therapy.”  It  does 
not  take  the  place  of  other  diuretics,  but  “when  used 
along  with  them  it  permits  the  successful  management 
of  many  patients  with  edema  or  ascites  who  have  been 
refractory  to  other  diuretic  measures.”  Spironolactone 
is  now  marketed  as  Aldactone-A  (Searle). 

Imipramine;  Despite  doubts  raised  by  recent  con- 
trolled trials,  almost  every  consultant  experienced  in 


the  treatment  of  depression  included  imipramine 
(Tofranil  — Geigy)  in  his  list  of  important  new  drugs. 
As  the  most  frequently  successful  substitute  for  elec- 
troconvulsive therapy  in  severe  depressions,  it  ranked 
far  ahead  of  any  other  antidepressant  drug  (though 
many  regard  amitriptyline  [Elavil  — Merck]  a more 
recent  drug  which  is  chemically  similar  to  imipra- 
mine, as  equally  effective). 

Griseofulvin;  As  an  oral  drug  for  the  treatment  of 
common  fungous  infections  of  the  skin  and  nails, 
griseofulvin  (Fulvicin  — Schering;  Grifulvin  — Mc- 
Neil; Griseofulvin  — Ayerst)  offered  by  far  the  most 
effective  agent  yet  available  for  such  infections,  and 
made  possible  the  successful  treatment  of  infectious 
resistance  to  topical  therapy. 

Amphotericin  B;  Until  amphotericin  B (Fungi- 
zone — Squibb)  became  available,  physicians  had  no 
reliable  weapon  against  systemic  fungous  infections. 
Amphotericin  B has  provided  such  a weapon,  and  it 
has  proved  to  be  a life-saving  drug  against  severe 
systemic  moniliasis  and  against  infections  with  such 
soil  organisms  as  Coccidioides  immitis  and  Histo- 
plasma  capsulatum. 

The  semi-synthetic  penicillins;  Phenethicillin  (Syn- 
cillin  — Bristol;  Maxipen  — Roerig;  Ro-Cillin  — Row- 
ell: Chemipen  — Squibb;  Dareil  — Wyeth),  the  first 
of  the  semi-synthetic  penicillins,  was  listed  by  a 
few  of  the  consultants,  since  it  was  a trailblazer,  but 
it  offered  no  therapeutic  advance  over  phenoxymethyl 
penicillin  (penicillin  V).  Several  semi-synthetic  peni- 
cillins which  followed  did  offer  important  therapeu- 
tic advantages,  among  them  sodium  methicillin 
(Staphcillin  — Bristol;  Dimocillin-RT  — Squibb),  so- 
dium oxacillin  (Prostaphlin  — Bristol;  Resistopen  — 
Squibb)  and  sodium  nafcillin  (Unipen  — Wyeth). 
While  less  active  than  the  natural  penicillins  against 
non-penicillinase-producing  staphylococci,  these  semi- 
synthetics are  effective  against  penicillinase-producing 
strains  and  in  many  severe  staphylococcal  infections 
they  can  now  be  used  in  place  of  antibiotics  such  as 
neomycin  and  kanamycin  (Kantrex  — Bristol),  which 
are  capable  of  causing  serious  kidney  and  auditory- 
nerve  injury.  Ampicillin  (Penbritin  — Ayerst;  Poly- 
cillin  — Bristol),  another  semi-synthetic,  is  not  peni- 
cillinase-resistant. but  it  is  effective  against  many 
Gram-negative  organisms  resistant  to  all  other  peni- 
cillins. The  hoped-for  semi-synthetic  penicillin  that 
would  not  share  the  great  disadvantage  of  all  present 
penicillins  — frequent  and  sometimes  fatal  allergic 
reactions  — has  not  yet  appeared. 

Other  antimicrobials;  Vancomycin  (Vancocin  — 
Lilly),  despite  its  often  severe  toxic  effects,  has  proved 
life-saving  in  infections  caused  by  resistant  staphylo- 
cocci. (Until  the  advent  of  the  semi-synthetic  peni- 
cillins, all  of  the  antibiotics  active  against  resistant 
staphylococci  had  frequent  serious  toxic  effects. ) 
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Another  antimicrobial,  metronidazole  (Flagyl  — 
Searle ) is  noteworthy  as  an  effective  oral  drug  for 
the  treatment  of  trichomonal  infections  of  the  geni- 
tourinary tract. 

Anticancer  chugs:  Fifteen  drugs  offered  for  the 
treatment  of  leukemia  and  of  solid  tumors  were  dis- 
cussed in  The  Medical  Letter  during  its  first  six 
years.  None  of  these  cure  cancer,  but  all,  used  singly 
and  in  various  combinations,  have  proved  effective  in 
some  patients  in  bringing  about  remissions.  Depend- 
ing both  on  the  drugs  used  and  on  the  site  of  the 
tumor  or  the  form  of  the  leukemia,  remissions  have 
lasted  from  a few  months  to  several  years.  Of  the 
anticancer  agents  introduced  in  the  years  1959 
through  1964,  those  considered  most  valuable  were: 
5-fluorouracil  ( Fluorouracil  — Roche),  cyclophos- 
phamide (Cytoxan  — Mead  Johnson),  vinblastine  sul- 
fate (Velban  — Lilly),  triethylenethiophosphoramide 
(Thio-TEPA  — Lederle)  and  dactinomycin  (Cosme- 
gen  — Merck). 

Corticosteroids  and  other  anti-inflammatory  agents: 
Prednisone,  a drug  whose  introduction  predated 
The  Medical  Letter  by  several  years,  was  the  first  of 
the  adrenal  corticosteroids  that  provided  the  anti- 
inflammatory effectiveness  of  cortisone  without  its 
salt-and-water-retaining  and  potassium-wasting  ef- 
fects. No  new  oral  corticosteroid  has  shown  signifi- 
cant superiority.  However,  a topical  corticosteroid 
preparation,  triamcinolone  acetonide  (Aristocort  Topi- 
cal — Lederle;  Kenalog  — Squibb),  proved  much 
more  effective  against  many  skin  disorders  than  pre- 
vious topical  steroids,  and  it  ranked  high  in  the  poll. 

Antidiabetic  drugs:  No  new  antidiabetic  agent  has 
merited  or  achieved  the  wide  use  of  tolbutamide 
(Orinase  — Upjohn),  the  oldest  of  the  oral  antidia- 
betic agents  that  have  permitted  a large  percentage 
of  diabetic  patients  to  control  blood  sugar  without 
daily  injections  of  insulin.  One  new  agent,  phen- 
formin  (DBI  — U.  S.  Vitamin),  was  at  first  con- 
sidered by  The  Medical  Letter  to  be  of  questionable 
value  because  of  the  very  high  incidence  of  un- 
pleasant side  effects,  but  it  was  later  recognized  as 
having  unique  usefulness  for  many  diabetics.  It  was 
given  high  ranking  among  important  new  drugs. 

Analgesics  and  narcotics:  Many  new  analgesics 
and  narcotics  have  been  marketed  in  recent  years, 
but  the  poll  showed  remarkably  little  enthusiasm  for 
them.  A drug  related  to  this  group  was,  however,  re- 
garded by  many  consultants  as  making  an  important 
contribution  to  therapeutic  resources.  This  was  nal- 


orphine (Nalline  — Merck),  a narcotic  antagonist 
with  analgesic  properties.  It  is  used  primarily  not  as 
an  analgesic,  but  to  combat  the  respiratory  depres- 
sion caused  by  excessive  doses  of  narcotic  drugs  and 
as  a test  for  addiction  to  narcotics. 

Drugs  for  the  prevention  of  disease ; The  Salk 
killed-virus  polio  vaccine,  the  most  valuable  contri- 
bution in  many  decades  to  the  prevention  of  disease, 
had  been  in  use  for  some  time  when  publication  of 
The  Medical  Letter  was  started  in  1959.  The  poll  of 
Medical  Letter  consultants  showed  almost  unani- 
mous agreement  that  the  new  Sabin  live-virus  polio 
vaccine  and  the  recently  marketed  measles  vaccines 
were  also  major  contributions  to  preventive  medicine. 

A varied  group  of  drugs  completes  the  list  of  im- 
portant advances  in  drug  therapy. 

Halothane:  (Fluothane  — Ayerst),  a non-explosive 
anesthetic  agent  introduced  in  1956,  has  largely 
replaced  ether  in  the  operating  room,  and  it  won 
the  unanimous  approval  of  all  the  anesthesiologists 
participating  in  the  poll. 

Contraceptives:  Many  of  the  oral  contraceptive 
preparations  now  on  the  market  were  on  various  con- 
sultants’ lists.  As  the  first  of  these  products,  Enovid 
( Searle ) deservedly  led  in  the  poll  by  a wide  margin. 
Intrauterine  contraceptive  devices  (IUD’s),  though 
still  in  the  experimental  stage,  were  also  regarded 
by  a majority  of  the  consultants  as  a major  medical 
advance. 

D -penicillamine:  (Cuprimine  — Merck),  an  oral 
chelating  agent,  is  the  most  effective  drug  yet  avail- 
able for  the  treatment  of  Wilson’s  disease,  a rare  dis- 
order in  which  large  excesses  of  copper  are  deposited 
in  various  organs. 

Glucagon:  In  marketing  a commercial  prepara- 
tion of  glucagon,  a blood-sugar-regulating  hormone 
secreted  by  the  pancreas,  the  Lilly  company  pro- 
vided a new  and  superior  agent  for  the  emergency 
treatment  of  insulin  shock  when  sugar  cannot  be 
taken  orally. 

Many  of  the  other  drugs  marketed  between  1959 
and  1964.  including  vasopressors,  sedative-tranquil- 
izers and  others,  were  considered  useful  by  some 
consultants,  but  did  not  win  general  approval.  They 
are  not  included  among  the  important  drugs  of  the 
period  either  because  they  represent  minor  modi- 
fications of  other  drugs  or  because  they  offer  no 
great  therapeutic  advance. 

By  Permission  of  Medical  Letter 
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Rectal  examination  in  children:  a diagnostic  pro- 
cedure of  major  importance,  by  H.  B.  Othersen,  Jr. 
(Charleston),  L.  Greenberg,  and  T.  S.  Morse.  Clin 
Pediat  4:391-393,  July  1965. 

Rectal  examination  in  infants  and  children  should 
be  performed  routinely  and  never  omitted  for  fear  of 
possible  trauma.  If  done  with  gentleness  and  patience, 
the  procedure  need  not  cause  emotional  or  physical 
injury.  Specific  indications  include  ( 1 ) evaluation  of 
sphincter  tone.  (2)  determination  of  anal  patency  in 
newborn  infants,  (3)  palpation  of  pelvic  and  ab- 
dominal masses,  (4)  differentiation  between  Hirsch- 
sprung’s disease  and  habitual  constipation,  ( 5 ) palpa- 
tion of  distended  bladder  or  vagina,  and  (6)  separa- 
tion of  inguinal  hernia  from  hydrocele. 


A survey  of  701  hospital  charts  revealed  records  of 
a rectal  examination  in  only  25%  of  pediatric  patients. 

The  perineum  is  first  inspected  to  make  certain  that 
an  imperforate  anus  with  large  fistula  is  not  mistaken 
for  the  true  anus.  The  child  should  be  lying  supine, 
with  knees  flexed.  The  examining  finger  should  be 
well  lubricated  and  applied  gently  to  the  anal 
sphincter  until  the  muscle  relaxes.  A glove  is  better 
than  a finger  cot.  If  the  child  is  old  enough  to  help, 
he  should  be  told  to  push  the  finger  out.  thus  relax- 
ing the  sphincter.  The  finger  is  inserted  slowly  and 
rotated  in  a circle  for  complete  examination,  then 
withdrawn  slowly. 

H.  Biemann  Othersen,  Jr.,  M.  D. 
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Distributors  of  KNOWN  BRANDS  of  PROVEN  QUALITY 

WINCHESTER  SURGICAL  SUPPLY  CO. 

“CAROLINAS’  HOUSE  OF  SERVICE” 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,Arthritis, 
and  Peripheral  Vascular  Disorders* 


‘"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."'  thrombophlebitis,  varicose  veins,  osteoarthritis..."1 

now... specific  therapy  for  night  leg  cramps 

QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.3  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


WALKER- 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophylline  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue  if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 


Division  of  Richardson-Merrcll  Inc.Mt.  Vernon,  New  York  10551 


superior  cleansing  action  STOMASEPTINE  is 
"a  highly  effective  mucolytic  cleansing  agent”1 
that  removes  debris  and  flushes  out  secretions 
more  thoroughly  than  acid  douches.1  Alkaline 
STOMASEPTINE  "dissolves  and  removes  leukor- 
rheal  secretions”-whereas  acid  douches  tend  to 
"coagulate  or  set  the  vaginal  contents.’”  Low  sur- 
face tension  and  release  of  nascent  oxygen  con- 
tribute to  deep  penetration  and  cleansing  of  rugae. 

Contains:  sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— 

6 oz.  and  15  oz.  jars;  cartons  of  12  10-gm.  packets 

Literature  and  professional  supply  on  request. 

HARCLIFFE  LABORATORIES,  INC.  BROOKLYN,  New  Y 


enhances  specific  therapy  Thorough  cleansing 
of  the  vaginal  vault  with  STOMASEPTINE  en- 
hances the  effectiveness  of  specific  vaginitis 
therapy,  ensures  maximum  contact  of  topical 
medication  with  mucosa. 

excellent  patient  acceptance  Anti-pruritic  and 
soothing,  pleasantly  scented -patients  feel  “fresh 
and  clean.” 

1.  Weese,  H.:  Personal  Communication,  Sept.  25, 1964. 2.  Glynn, 
R.:  Obst.  & Gynec.  20:369,  1962. 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 


Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525. 

Published  as  a public  service 
in  cooperation  with  the  Advertising  Council. 


“My  colleagues 
thought  1 was 
crazy ! 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 


2!4-3  times  more  potent  than  papaverine 
with  a longer  duration  of  action 
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The  discomforts  of 

DIARRHEA 

MUCOUS  COLITIS 
DIVERTICULITIS 

SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate- 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  " FHIPHENAMIL  HC1 

BETA -DIETHYL AMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCl)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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DISTRIBUTOR 

WANTED 

No  Competition.  To  service  and  set  up 
new  accounts  in  exclusive  territory. 
Investment  secured  by  fast  moving 
inventory  of  amazing  plastic  coating 
used  on  all  types  of  surfaces  interior  or 
exterior.  Eliminates  waxing  when  ap- 
plied to  any  type  of  floor.  Eliminates 
all  painting  when  applied  to  wood, 
metal  or  concrete  surfaces. 

Minimum  Investment — $500 
Maximum  Investment — $12,000 

For  details  write  or  call : 

Phone:  314  AX-1-1500 
Merchandising  Division 
P.  O.  Box  66 
St.  Ann,  Missouri  63074 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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When  uncontrolled 


diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  runi 
gamut  of  home  remedies  without  sued 
pleasant-tasting  cremomycin  can  ansi 
the  call  for  help.  It  can  be  counted  ot 
consolidate  fluid  stools,  soothe  inteslB 


inflammation,  inhibit  enteric  pathog 
and  detoxify  putrefactive  materials  — 
ally  within  a few  hours. 

cremomycin  combines  the  bacterios' 
agents,  succinylsulfathiazole  and  nee 
cin,  with  the  adsorbent  and  protective! 
mulcents,  kaolin  and  pectin,  for  corr' 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  Kd 
Withhold  if  diverticulosis  is  present  or  suspej 
Precautions:  Sulfonamide:  Continued  use  reel 
supplementary  administration  of  thiamine  anc 


1 


your  for 
Cremomycin 
can  provide  relief 


IrK.  Neomycin:  Patient  should  be  observed  for 
K nfections  due  to  bacteria  or  fungi.  Side  Effects: 
ifmamide:  Sensitivity  reactions  may  occur  (e.g., 
;i | rashes,  anemia,  polyneuritis,  fever;  agranulo- 
't  is  with  a fatal  outcome  has  been  reported). 
Miction  of  thiamine  output  in  the  feces  and  of 
Hiin  K synthesis  has  been  observed.  Neomycin: 
a!ea,  loose  stools  possible. 
pjre  prescribing  or  administering,  read  product 
T[lar  with  package  or  available  on  request. 


i mptly  relieves  diarrheal  distress 

Hi  • ® 

vremomycm 

JriDIARRHEAL  ^ 

d position:  Each  30  cc.  contains  neomycin  sulfate 
0 mg.  (equivalent  to  210  mg.  of  neomycin  base), 
Jlinylsulfathiazole  3.0  Gm„  colloidal  kaolin  3.0 
n pectin  0.27  Gm. 

3 AERCK  SHARP  & DOHME  Oivision  Ol  Merck  & Co  . Inc  . West  Pent,  Pa. 

rre  today’s  theory  is  tomorrow's  therapy 


- 


So  I said,  “All  right,  Raymond, 
if  you  don't  take  your  cough  medicine  this  minute, 
I'll  call  Doctor  Peabody 

Strolling  the  child  is  sometimes  as  big  a problem  as  controlling  his  cough.  But  with 
;t  children  and  with  most  coughs,  the  job  is  usually  much  easier  with  one  ot  these 
■ ctive  Novahistine  formulas. 

If s the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
irgy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
A on  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex. 
A i the  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 

Aen  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
f/ectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
h cough,  but  also  encourages  expectoration,  thus  easing  bronchial  obstruction. 

J with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
tiurinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 
!■  tinuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
1/  cause  addiction. 

;h  5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
1/  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
ig. ; chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
I ahistine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 
1 lacolate,  100  mg.  ■ aaaMvaaa^®  , 


NOVAHISTINE  EXPECTORANT 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company.  Indianapolis 


...introducing  a new  high-strength  dosage  fi 

SIGNE1 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


I iications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tis  caused  by  susceptible  organisms  and  primarily  by 
t cteria  more  sensitive  to  the  combination  than  to  either 
cnponent  alone.  In  any  infection  in  which  the  patient  can 
t expected  to  respond  to  a single  antibiotic,  the  combina- 
ti  is  not  recommended.  Signemycin  should  not  be  used 
v ere  a bacteriologically  more  effective  or  less  toxic 
ci nt  is  available.  Triacetyloleandomycin,  a constituent  of 
i'nemycin,  has  been  associated  with  deleterious  changes 
i liver  function.  See  precautions  and  adverse  reactions. 
Cntraindications:  Contraindicated  in  individuals  who  have 
SDwn  hypersensitivity  to  any  of  its  components.  Not  recom- 
rrnded  for  prophylaxis  or  in  the  management  of  infectious 
pcesses  which  may  require  more  than  10  days  of  con- 
tuous  therapy.  If  clinical  judgement  dictates  therapy  for 
I iger  periods,  serial  monitoring  of  liver  function  is  recom- 
rtnded.  Not  recommended  for  subjects  who  have  shown 
c normal  liver  function  tests,  or  hepatotoxic  reactions  to 
tjcetyloleandomycin. 

hcautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
iministered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
i more  days,  may  produce  hepatic  dysfunction  and  jaun- 
c e Adults  requiring  3 gm.  of  Signemycin  initially  should 
fve  liver  function  followed  carefully  and  the  dosage  should 
/ reduced  as  promptly  as  possible  to  the  usual  recom- 
nnded  range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
nerience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusccptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-being* 
New  York,  N.Y.  10017 


GLUCOLA. 

Carbonated  Preparation  for  ( j 

Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 

/ j 

! \ 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 


Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 


A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753(R2)64 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose. 

Available  through  your  regular  supplier: 

cartons  of  12  7 oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


famine  nvari 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


to  help  relieve  pain 
in  common 
anorectal  disorders 


Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  ANO  USES:  A single  dose  ol  Imferon  (iron  dextran  injection)  will 
measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
tical. Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  ol  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
complex  providing  an  equivalent  of  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 
tains 0.9%  sodium  chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 
as  a preservative. 

ADMINISTRATION  AND  D0SA6E:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day.  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainable  from 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection), insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  tew.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  II  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  Injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  Is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  In  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  Imferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5cc.  ampuls,  boxes  of  4;  10  cc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 


imferon' 


LAKESIDE  LABORATORIES,  INC.  • Milw»uke». Wisconsin  63201 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 

Cantil  (mepenzolate  bromide)  works  in  the  colon. 

In  irritable  colon,  spastic  colon,  ulcerative  colitis 
and  other  functional  and  organic  colonic  disorders, 
it  acts  to: 

• control  diarrhea/constipation 

• relieve  spasm,  cramping,  bloating 

• make  patients  more  comfortable 
with  little  effect  on  stomach,  bladder  or  other  viscera. 

"In  40  of  44  cases  of  irritable  or  spastic  colon, 

Cantil  [mepenzolate  bromide]  or  Cantil  with  Pheno- 
barbital  reduced  or  abolished  abdominal  pain,  diar- 
rhea and  distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil  [mepenzolate 
bromide]  proved  to  be  singularly  free  of  antichol- 
inergic side-effects.  Blurring  of  vision  or  dryness 
of  the  mouth  were  occasionally  seen  and  were  us- 
ually managed  with  a reduction  in  dosage.  Urinary 
retention,  noted  in  two  cases  was  eliminated  in  one 
hy  reducing  dosage,”! 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and  one  or  two 
at  bedtime  usually  provide  prompt  relief.  Cantil 
with  Phenobarbital  may  be  prescribed  if  sedation 
is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may 
occur  but  it  is  usually  mild  and  transitory.  Urinary 
retention  is  rare.  Caution  should  be  observed  in 
prostatic  hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) — 25  mg.  per 
scored  tablet.  Bottles  of  100  and  250. 

CANTIL  with  PHENOBARBITAL  — containing  in  each 
scored  tablet  16  mg.  phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide.  Bottles  of  100 
and  250. 

1-Riaaa,  J.A.:  Amer.  J.  Gaatroent.  28:541  (Nov.)  1957 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


uncommon 


cold|> 


Palmedico’s  New  ANTIBACTERIAL 
and  NASAL  DECONGESTANT 


Indicated  for  use  in  the  management 
of  colds,  coughs,  and  related  upper 
respiratory  tract  involvements  when  a 
secondary  bacterial  infection,  suscep- 
tible to  Sulfonamide  therapy,  threatens 
or  is  present.  AFLUHIST  gives  the 
economy  of  one  prescription  where  two 
would  otherwise  be  required.  Caution: 
exercise  the  usual  precautions  for 
antihistaminic  and  sympathomimetic 
agents.  Federal  law  prohibits  dispen- 
sing without  prescription.  Write  for 
complete  disclosure  information  and 
samples.  Available  in  bottles  of  100’s 
and  1,000’s. 


t> 


EACH 
TABLET 
CONTAINS: 


Sulfadiazine 
Sulfamethazine 
Sulfamerazine 
Pyrilamine  Maleate 
Methapyrilene  Hydrochloride  6.25  Mg. 
Phenylephrine  Hydrochloride  5.00  Mg. 


166.66  Mg. 
166.66  Mg. 
166.66  Mg. 
6.25  Mg. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASE 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets-  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  lOmg. 

Niacinamide  lOOmg. 

Vitamin  C (Ascorbic  Acid)  300mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B 1 2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  (one  month's  supply)  and  100 
(three  months'  supply). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y. 

1 8 693-4 


when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 


geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition  : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


diet-rite  cola... 


America’s  Number  1 


Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all . . . less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pV\  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


approximating  th 


METAHYDRIN 

(trichlor  methiazide) 


To  determine  the  relative  efficacy  of  thiazide 
diuretics  in  congestive  heart  failure,  Metahydrin 
(trichlormethiazide)  and  three  other  thiazides  were 
measured  against  Mercuhydrin1’  (meralluride  injec- 
tion)—the  standard  diuretic.  "The  results  leave 
little  doubt  that  the  diuretic  efficacy,  that  is,  the 
'ceiling  effect’  in  these  terms,  is  not  the  same  for 
different  thiazides.”*  The  assays  ranged  from  about 
40%  of  the  effectiveness  of  Mercuhydrin  through 
67%,  77%  to  90%  for  Metahydrin.  The  latter  two 
values  were  thought  to  be  significantly  different 
from  the  lowest  value  and  to  be  therapeutically 
important. 


‘Gold,  H.t  et  al:  Closed  Panel  Conference:  Present  Status  of  the 
Management  of  Congestive  Failure  and  Advances  in  Diuretic 
Therapy,  Journal  of  New  Drugs,  1:177,  July-August,  1961. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


IN  BRIEF-  ADMINISTRATION  AND  DOSAGE:  One  2 mg. 

N B 1 or  4 mg.  tablet  once  or  twice  daily.  In  acute,  severe 
decompensation,  Mercuhydrin®  (meralluride  injection)  may 
be  necessary  initially. 

PRECAUTIONS:  As  with  all  effective  diuretics,  vigorous 
therapy  may  produce  electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should  be  observed  carefully 
since  thiazides  may  be  contraindicated.  Care  should  be  taken 
with  patients  predisposed  to  diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also  should  be  watched 
carefully. 

SIDE  EFFECTS:  Nausea,  flushing,  constipation,  skin  rash, 
muscle  cramps  and  gastric  discomfort  have  been  occasionally 
noted;  rarely  thrombocytopenia  and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice,  pancreatitis,  perimac- 
ular  edema,  gout  and  diabetes  have  been  caused  by  adminis- 
tration of  thiazides. 

CONTRAINDICATIONS:  Complete  renal  shutdown;  rising 
azotemia  or  development  of  hyperkalemia  or  acidosis  in 
severe  renal  disease;  demonstrated  hypersensitivity. 

HOW  SUPPLIED:  Bottles  of  100  and  1000  tablets. 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 

S.C.M.A.  INCOME  PROTECTION  PLAN 


CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 


EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE.  LANCASTER,  PENNA. 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE.  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


the  price  of  "success” 


Hypertension  has  been  called  the  price  of  success . . . and  in  some  life-situations, 
the  cost  of  failure.  In  either  event,  Metatensin  lowers  blood  pressure,  cushions 
the  patient  against  stress  and  retards  the  progress  of  disease.  Metatensin  is  effec- 
tive and  economical.  It  is  well-tolerated  over  long  periods. 


THERAPY 
YOU  CAN  STAY 
WITH 


METATENSIN 

EACH  SCORED  TABLET  CONTAINS: 

Metahydrin®  (trichlormethiazide)  2 mg.  or  4 mg.  Reserpine  0.1  mg. 


In  Brief:  Patients  with  hepatic  cirrhosis  or  diarrheal  syndromes,  or  under  therapy  with  digitalis,  ACTH,  or  potassium-losing  steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides,  electrolyte  depletion,  diabetes,  gout,  granulopenia,  nausea,  pancreatitis,  cholestatic  jaundice,  flushing,  mild  muscle  cramps,  con- 
stipation, photosensitivity,  acute  myopia,  perimacular  edema,  paresthesias,  neonatal  bone  marrow  depression  in  infants  of  mothers  who  received  thiazides  during 
pregnancy,  skin  rash  or  purpura  with  or  without  thrombocytopenia,  may  occur.  With  reserpine,  untoward  effects  may  include  depression,  peptic  ulcer  and  bron- 
chial asthma.  Withdraw  medication  at  least  7 days  prior  to  electroshock  therapy,  2 weeks  prior  to  elective  surgery.  Contraindications  are  complete  renal  shutdown, 
rising  azotemia  or  development  of  hyperkalemia  or  acidosis  in  severe  renal  disease. 

Supplied:  Metatensin  tablets,  2 mg.,  4 mg.  — bottles  of  100  and  1000. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 
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IN  THE  TREATMENT  OF  SELECTED  CASES  OF  PREMATURE  LABOR 


AND  THREATENED 


AND  HABITUAL  ABORTION 


in  vivo  measurement 
of  LUTREXIN  (Lututrin)  on 
contracting  uterine  muscle 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

U BALTIMORE,  MARYLAND  21201 


into  a bundle  of  joy 


GOLIC,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant’s  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


P E D I A T H I C P I P T A L* 
with  P H E N 0 B A R R I T A L 

each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal’'  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee.  Wisconsin  53201 


The  cPain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


*Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning-May  be  habit  forming),  Phenacetin  gr.  2Vi, 
Aspirin  gr.  31/2,  Caffeine  gr.  1/2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. , TUCKAHOE,  N.Y. 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue —the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


In  prescribing:  Dosage  —Adults:  Mild  to  moderate  psychoneif 
rotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneuroti 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  < 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muse 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsiv 

disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patient 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderl 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  precluc 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazari 
ous  procedures  until  correct  maintenance  dosage  is  establishec 
driving  during  therapy  not  recommended.  In  general,  concurrei 
use  with  other  psychotropic  agents  is  not  recommended.  Wai 
patients  of  possible  combined  effects  with  alcohol.  Safe  use 
pregnancy  not  established.  Observe  usual  precautions  in  impairf 
renal  or  hepatic  function  and  in  patients  who  may  be  suicida 
periodic  blood  counts  and  liver  function  tests  advisable  in  lonj 
term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigu 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzine: 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speec 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  d 
pression,  stimulation,  sleep  disturbances  and  hallucinations)  ar 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  ove 
dosage  may  produce  withdrawal  symptoms  similar  to  those  set 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for  co 
venience  and  economy  in  prescribing. 


1 1U  IT!  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 
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FLURANDRENOLONE 


Half  Strength 


TTccy 

600157 


Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard  among 
topical  vasoconstrictors.  It  is  unsurpassed 
for  reducing  nasal  turgescence  in  colds; 
and  a most  valuable  aid  in  preventing 
and  treating  sinusitis. 

Neo-Synephrine  stops  the  boggy  feeling  of 
colds  at  once— works  against  factors  that 
induce  sinusitis.  With  Neo-Synephrine 
nose  drops,  spray  or  jelly,  turbinates  shrink 
on  contact,  obstructed  ostia  open  and 
drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps  to  pro- 
mote drainage  and  hasten  recovery.*  Used 
promptly,  it  helps  clear  the  stagnant  sinus 
and  lessen  the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 

'/a % solution  for  infants 

V4°7o  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

V:%  nasal  spray  for  adults 

V2 °7o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 


*Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses,  £ 
Ears  in  Childhood.  Springfield,  III.,  Charles  C 
Thomas,  1963,  p.  34. 


Winthrop  Laboratories,  New  York.  N.  Y.  10016 


In  colds  and  sinusi 


(brand  of  phenylephrine  hydrochloride]! 


solutionssprays  ji 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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Between  Doctors  and  the  Health  Care  Needs  of  Senior  Citizens  . . . 

The  fact  that  over  4 million  Senior  Citizens  have  Blue  Shield  protection  is  vivid  proof  of  the  sound, 
realistic  benefits  of  a voluntary  program  for  the  elderly  . . . That's  why  doctors  sponsor  Blue  Shield 
. . . That's  why  doctors  guide  Blue  Shield  . . . That’s  why  doctors  recommend  Blue  Shield  . . . Blue 
Shield  ...  A vital  link  between  doctors  and  health  care  needs  for  Senior  Citizens  . . . 

YOUR  SUPPORT  WILL  HELP  BLUE  SHIELD  GROW  . . . 

SOUTH  CAROLINA  MEDICAL  CARE  PLAN  • 709  SALUDA  AVENUE,  COLUMBIA,  SOUTH  CAROLINA 
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spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 
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e.  g.  mg,  ml,  Gm. 
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one  mid-evening 


one  mid-morning 


New 300  mg  tablet 
It’s  made  for  b.i.d. 

ForAdults-2tablets  provide  ajul[24ho^rs  of  therapy...  with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’  "extra'activityto  protect  against  relapse  or  secondary  infection. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg'  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill  — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 
allergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossit 
stomatitis,  proctitis,  nausea,  diarrhea,  vagini 
and  dermatitis.  If  adverse  reaction  or  idiosy  I 
cracy  occurs,  discontinue  medication  and  in:  I 
tute  appropriate  therapy.  Anaphylactoid  re;  I 
tions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  i 
300  mg  b.i.d.  should  be  given  1 hour  before 
2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  I 
high  calcium  content  drugs,  foods  and  sor 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycli  I 
HCI. 

Tablets:  film  coated,  300  mg,  150  mg,  a1 
75  mg  of  demethylchlortetracycline  HCI. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

674-6—  3838 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,Arthritis, 
and  Peripheral  Vascular  Disorders* 


'"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 

and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."1  thrombophlebitis,  varicose  veins,  osteoarthritis..."2 


now. ..specific  therapy  for  night  leg  cramps 

QUIIMAM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.3  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


WALKER- 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophylline  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 


Division  of  Richardson-Merrell  Inc.lVlt.  V'ernon,  New  Y'ork  10551 


If  you  can  hang  on  for  a few  minutes , Doctor, 
Fm  sure  Fll  start  coughing  again. 


Some  patients  don’t  realize  there's  more  to  a cough  than  meets  the  ear. 

If  it’s  the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
allergy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
action  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex. 
And  the  fresh,  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 

When  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
Expectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
the  cough,  but  also  encourages  expectoration,  thus  easing  bronchial  constriction  and 
obstruction. 

Use  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
or  urinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
may  cause  addiction. 

Each  5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
may  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
2 mg.;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of  Nova- 
histine Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl  guaiacolate, 

NOVAHISTINE  DH 
NOVAHISTINE"  EXPECTORANT 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Many 
anxious 
patients 
need  more 
than  just 
calming. 
Stelazine 

b„na  oi  trifluoperazine 

offers 
true 
tranquilization. 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 
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TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with  l 


NEOSPORIN 
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® 


brand 


Polymyxin  B- Neomycin -Bacitracin 

ANTIBIOTIC  OINTMENT 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B 

Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 

3.5  mg.  Neomycin  Base) 5 mg. 

Tubes  of  V2  or  and  1 oz. 

clinically  effective 

comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


chronic  fatigue— lethargy 


severe  anorexia— weight  loss 


recurrent  G.l.  upset 


when 

emotionally 

based 

complaints  t 
the  sympton 
profile  of 
depression 


'.linical  Considerations:  Contraindications  — Glaucoma,  urinary  retention,  bone  marrow  depression,  pregnancy,  drug-induced  CNS  depression.  Precautions  — The 
hose  for  the  two  components,  perphenazine  and  amitriptyline.  Use  carefully  in  patients  with  histories  of  convulsive  disorders  or  adverse  reactions  to  phenothiazines.  1 
■otentiates  effects  of  antidepressants,  CNS  depressants,  atropine,  phosphorous  insecticides,  and  heat.  The  antiemetic  effect  of  the  perphenazine  component  may 
xistence  of  brain  tumor,  intestinal  obstruction,  or  toxicity  due  to  overdosage  of  other  drugs.  Consider  the  possibility  of  potentiation  in  combined  use  with  MAOI  dru 
rally  allow  two  weeks  between  therapies.  Not  recommended  for  use  in  children.  Warning:  Patients  who  become  drowsy  with  Etrafon  should  be  cautioned  against  d 
rr  or  operating  machines  requiring  alert  attention.  Response  to  alcohol  may  be  potentiated.  Side  Effects  — Similar  to  those  reported  following  the  use  of  cither  cot' 
hen  used  alone.  For  perphenazine  alone,  side  effects  caused  by  any  of  the  phenothiazines  may  occur.  These  include  extrapyramidal  symptoms,  autonomic  rJ 
including  hypertension),  blood  dyscrasias,  liver  damage,  endocrine  disturbances,  allergic  reactions,  peripheral  and  cerebral  edema,  reversed  epinephrine  effect,  gr 
onvulsions,  polyphagia,  reactivation  of  psychotic  processes.  For  amitriptyline  alone,  drowsiness,  hypotension,  numbness  and  tingling  of  extremities,  transient  confu 
igh  dosages),  activation  of  latent  schizophrenia  (although  perphenazine  in  Etrafon  may  prevent  this  reaction  in  some  cases).  Dose-related  anticholinergic  reactions 
ble.  Rare  appearance  of  agranulocytosis,  jaundice,  and  peripheral  neuropathy,  all  possibly  of  drug  origin,  have  been  reported  in  patients  receiving  amitriptyline.  F 
amplete  details,  consult  Schering  literature  available  from  your  Schering  Representative  or  Medical  Services  Department,  Schering  Corporation,  Union,  New  Jerse 
1)  Lehmann,  FI.  E.:  Psychosomatics  6:266,  1965.  (2)  Splitter;  S.  R.:  Psychosomatics  6:322,  1965.  (3)  Smith  e Incas,  J.:  Internat.  J.  Neuropsychiat.  1 :220,  1965.  (4)  Coffe 
. M.  A.  Georgia  53:107,  1964.  (5)  Bowes,  H.  A.:  Psychosomatics  5:44,  1964.  (6)  Pennington,  V M.:  Combined  Psychopharmacological  Treatment  of  Depression, 
xhibit,  18th  A.M.A.  Clinical  Convention,  Miami  Beach,  Nov.  29-Dec.  2,  1964.  (7)  Dorfman,  W:  Psychosomatics  5:7,  1964.  (8)  Mattey,  W.  E.:  Current  Therap.  Res.  5:31 
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11  the  patient’s  symptom  pattern  and  the  absence  of  physical  findings  confirm  your  suspicion  of  a depressive  state,  Etrafon  w 
ly  reverse  the  mental  and  functional  slowdown  — and  allay  the  anxiety  that  accompanies  depression,  “...it  is  rare  to  find  a depress . 
nt  who  does  not  also  present  definite  symptoms  of  anxiety.”1 


0 pt  symptomatic  response:  Somatic  and 
luonal  target  symptoms  are  reported  to 
nd  promptly.2-4  Insomnia,  often  the 
important  complaint  in  depression,  is 
first  to  be  relieved.2  (BowesS  found  that 
Iransient  drowsiness  sometimes  caused 
frafon  was  generally  beneficial  to 
nts.) 

f )N  offers  the  flexibility  and  convenience  of  2 
' mat  dosage  strengths:  (1)  For  more  severe  cases 
'•  redominant  anxiety— Etrafon-Fortf.  (amitrip- 
; HCl  25  mg.  and  perphenazine  4 mg.);  (2)  for 
ent  or  geriatric  patients— Etrafon-A  (amitrip- 
HCl  10  mg.  and  perphenazine  4 mg.).  5.915 


More  certain  broad-spectrum  relief: 
Etrafon  is  a broad-spectrum  psychothera- 
peutic agent,  capable  of  symptomatic  relief 
not  achieved  with  either  drug  alone  in  mixed 
emotional  disorders.  Pennington6  states: 
"Since  neurotic  and  psychotic  anxiety  and 
depression  are  simultaneously  present  in 
varying  degrees,  these  two  types  of  phreno- 
tropic  drugs  in  combination  are  more  effec- 
tive than  either  alone.”  Dorfman?  and 
Coffee4  report  that  patients  unimproved  on 
amitriptyline  alone  have  responded  to  the 
combined  therapy. 


Low  incidence  of  side  effects:  Mattey8  1 
ports  that  with  Etrafon  “Side  effects  a 

relatively  few ” Another  investigate 

states  that  side  effects  with  amitriptylin 
perphenazine  combination  are  less  than  wi 
each  component  alone.  In  Pennington 
study  of  428  patients,  side  reactions  we 
less  than  half  as  frequent  with  Etrafon 
with  perphenazine  alone,  toxicity  was  lo’ 
and  the  absence  of  extrapyramidal  sym 
toms  was  regarded  as  . . particularly  not 
worthy.”6 


NEW  ETRAFOh 

brand  of  antidepressant-tranquili r* 
amitriptyline  hydrochloride  25  mg.  and  perphenazine  2 m 


The  human  spine  is  not  engineered  for 
prolonged  sitting  at  desks,  pianos,  type- 
writers and  drafting  boards.  The  stresses 
set  up  by  the  heavy,  forward-tilted  head 
and  trunk,  balanced  precariously  on  an 
insufficient  base,  result  in  strain  of  the 
dorsal  musculature,  particularly  at  the 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  anal- 
gesic properties  of  ‘Soma’  make  it  espe- 
cially useful  in  the  treatment  of  low  back 
sprains  and  strains.  ‘Soma’  is  widely 

prescribed  □ to  relieve  pain  □ to  relax 
muscles  □ to  restore  mobility. 


Indications:  ‘Soma’  is  useful  for  management  of 
muscle  spasm,  pain,  and  stiffness  in  a variety  of 
inflammatory,  traumatic,  and  degenerative  muscu- 
loskeletal conditions.  It  also  may  act  to  normalize 
motor  activity  in  certain  neurologic  disturbances. 


Contraindications:  Allergic  or  idiosyncratic  reac- 
tions to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  nervous 
system  depressants,  should  be  used  with  caution 
in  patients  with  known  propensity  for  taking  ex- 
cessive quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemi- 
cal structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  with  any 
frequency  is  sleepiness,  usually  on  higher  than 
recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual 
reaction,  such  as  a sensation  of  weakness.  Other 
rarely  observed  reactions  have  included  dizziness, 
ataxia,  tremor,  agitation,  irritability,  headache,  in- 
crease in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms. 


One  instance  each  of  pancytopenia  and  leuko- 
penia, occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol 
and  subsequent  cross  reaction  to  meprobamate. 
Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild 
shock  and  angioneurotic  edema  with  respiratory 
difficulty,  both  reversed  with  appropriate  therapy. 
In  cases  of  allergic  or  hypersensitivity  reactions, 
carisoprodol  should  be  discontinued  and  appropri- 
ate therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  white  tablets 
and  250  mg  orange,  two-piece  capsules. 

Before  prescribing,  consult  package  circular. 


for  the  relief 
of  low  back 
sprains  and  strains 


SOMA 

(CARISOPRODOL) 


Wallace  Laboratories,  Cranbury,  N.J. 
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Why  do  more 
South  Carolina  Doctors 


insure  with  The  St.  Paul  ? 


Probably  because  our  Professional  Liability  coverage 

is  so  thorough. 


Really  broad  coverage.  Fewer  exclusions,  so 
interpretations  are  no  problem.  The  price  is 

likely  to  be  nice,  too. 


To  get  the  folder  that  tells  all  about  it  concisely,  write. 

The  St.  Paul  is  the  approved  carrier  for  the  State 
Medical  Association  here  . . . and  in  more  states  than 
any  other  single  insurance  company.  It  must 

be  something  we  offer! 


Want  to  see  just  1 insurance 
man  and  still  be  fully  insured? 
Use  our  St.  Paul  Multicover 
Plan.  Same  agent  as  for  Lia- 
bility. He's  in  the  Yellow  Pages. 


South  Carolina 

Columbia,  P.  0.  Box  955,  Palmetto  State  Life 
Building  29201  Phone:  AL  3-8391 


THE  ST.  PAUL 

INSURANCE  COMPANIES 


Serving  you  around  the  world. . . around  the  dock 

St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St.  Paul,  Minnesota  55102 


A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure. . . -”1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 

. a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 

a logical 
Blood  Pressure 
Regulator 


\BCAUSE 
lr  ENHANCES 
\HE  BODY’S  OWN 
MECHANISMS 
loi?  REDUCING 
ILOOD  PRESSURE 


In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
of  Salutensin  acts  on  the  carotid 
sinus  and  myocardial  receptors, 
initiating  “...a  reflex  fall  in  blood 
pressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
of  hypertension,  Salutensin 
utilizes  protoveratrine  A. 

In  addition,  to  facilitate  and 
maintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
and  a highly  effective  thiazide. 

In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage-low-cost 
therapy:  Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 


BRISTOLTHERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


BRISTOL 


Salutensiii 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg. ; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


eczema:  scourge  of  childhood 


R.  R,  Age  11  — Before  treatment- 
atopic  eczema  of  long  standing 


ARISTOCORT®  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocort'  Topical 

Triamcinolone  Acetonide 


After  treatment  — with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attend 
with  caution  and  observation,  bearing  in  mind  the  potent 
spreading  of  infection  and  the  advisability  of  discontinir 
therapy  and/or  initiating  antibacterial  measures.  Generaliz 
dermatological  conditions  may  require  systemic  corticost 
oid  therapy.  Steroid  therapy,  although  responsible  for  rerr 
sions  of  dermatoses,  especially  of  allergic  origin  cannot  be 
pected  to  prevent  recurrence.  The  use  over  extensive  be 
areas,  with  or  without  occlusive  nonpermeable  dressir 
may  result  in  systemic  absorption.  Appropriate  precautii 
should  be  taken.  When  occlusive  nonpermeable  dressi 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometir 
develop.  Localized  atrophy  and  striae  have  been  repor 
with  the  use  of  steroids  by  the  occlusive  technique.  Wl 
occlusive  nonpermeable  dressings  are  used,  the  physic 
should  be  aware  of  the  hazards  of  suffocation  and  flamr 
bility.  The  safety  of  use  on  pregnant  patients  has  not  bi 
firmly  established.  Thus, do  not  use  in  large  amounts  or 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Gm.;  Vi  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN, 


Ointment  0.1%  and  Cream  0.1%,  0.£ 

Also  available  in  foam  form  and  with  neomy  J 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 

(Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 


Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 


Before  prescribing,  consul I package  circular. 
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for  patients  behind  the  C02  curtain 

may  sometimes  cause  wakefulness);  there  has  been  no  evi- 
dence of  toxicity. 

Side  Effect : Wakefulness  at  night  which  responds  to  reduc- 
tion in  dosage.  Precautions:  Emivan  is  a ventilatory  adjunct 
to  other  therapeutic  measures;  its  effectiveness  is  dependent 
upon  an  unobstructed  airway.  Courses  of  administration 
should  not  exceed  eight  weeks  at  a time.  An  apparent  addi- 
tive stimulant  effect  between  Emivan  and  MAO  inhibitors 
necessitates  adjustment  of  dosage  of  either  or  both  drugs 
when  one  is  used  in  the  presence  of  the  other  Contraindica- 
tion: Known  or  suspected  epilepsy. 

Consult  product  brochure  for  dosage  and  full  information. 
Available:  60  mg.  tablets  for  oral  administration;  bottles  of 
100.  Also  20  mg.  tablets,  bottles  of  100. 


Oral  respiratory  stimulant  for  hypoventilators 

brand  of  Ethamivan 


The  lethargic  hypoventilators 

Hypoventilators  may  be  drowsy  and  lethargic  when  they 
must  be  awake  and  alert.  The  reason:  retention  of  excess 
COl>  in  the  alveoli  and  blood  caused  by  impaired  ventilation 
with  respiratory  depression.  Most  frequent  hypoventilators 
are  patients  with  pulmonary  emphysema,  extreme  obesity, 
chest  cage  abnormalities,  or  cardiopulmonary  disease. 
EMIVAN  helps  overcome  symptoms  of  CO<  depression 
Emivan  increases  depth  of  breathing  and  rate,  when  de- 
pressed, so  that  the  lungs  “blow  off"  excess  CO2,  and  oxygen 
tension  is  restored  toward  normal.  As  the  CO2  tension  falls, 
symptoms  of  lethargy,  somnolence,  fatigue,  and  irritability 
abate.  Emivan  is  safe  to  use:  side  effects  have  rarely  been 
observed  with  oral  Emivan  (although  with  overdosage,  it 
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host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  alfect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians  (~s> 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana.  souso 
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Phlegmasia  cerulea  dolens  is  character- 
ized by  sudden  and  severe  onset  of  pain 
in  the  involved  extremity,  followed  by 
swelling  and  a blue-violet  discoloration  of 
the  skin.  Since  the  recognition  of  the  venous 
occlusive  disease  by  Fabricius  Hildanus  in 
1593, 1 many  clinical  titles  have  been  used 
such  as  “blue  phlebitis  of  Gregorie,”  “acute 
massive  venous  occlusion  of  the  extremities,” 
“pseudoembolic  phlebitis,”  “gangrene  of  ven- 
ous origin,”  and  “phlegmasia  cerulea  dolens.”2 
A review  of  the  subject  in  19653  showed  a 
mortality  of  31.9  percent.  In  the  surviving 
patients  there  was  loss  of  tissue  in  31.9  per- 
cent, and  a post-phlebitic  syndrome  in  46.8 
percent.  The  purpose  of  this  presentation  is 
to  illustrate  the  clinical  picture  with  typical 
case  histories  and  to  emphasize  the  hazards 
of  the  disease. 

Illustrative  Case  Reports 
Case  1 (E.A. ) (Fig.  1)  This  67  year  old  white 
female  first  complained  of  pain  in  the  right  groin 
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and  thigh  in  mid-December,  1959,  at  which  time  she 
was  hospitalized  elsewhere  and  placed  on  oral  anti- 
coagulants. The  symptoms  did  not  improve  on  bed 
rest  and  the  leg  and  foot  became  cool.  About  ten 
days  after  the  onset  of  the  illness,  she  noted  painful 
swelling  of  the  right  foot  and  leg.  Within  another 
two  days,  she  noted  the  development  of  a bluish 
color  and  excessive  coldness  of  the  foot.  At  this 
juncture,  two  weeks  after  the  onset  of  her  illness,  she 
was  transferred  to  a local  hospital. 

The  past  history  included  erysipelas  in  the  left  leg 
about  35  years  prior  to  admission,  recurrent  bouts  of 
thrombophlebitis  in  the  left  leg,  and  intermittent  epi- 
sodes of  painful  swelling  and  induration  of  the  right 
leg.  Approximately  eight  weeks  prior  to  admission 
the  patient  had  been  hospitalized  for  several  days 
for  investigation  of  severe  precordial  pain,  radiating 
into  the  left  shoulder.  This  was  relieved  by  sub- 
linguinal  nitroglycerine  tablets.  Because  of  the  pa- 
tient’s obesity  she  was  placed  on  a sharp  reducing 
regimen  and  in  the  two  months  preceding  the  present 
illness  she  experienced  a 41  pound  weight  loss. 

The  physical  examination,  after  admission  locally 
on  January  4,  1960,  revealed  an  elderly,  somewhat 
confused,  obese  white  female  complaining  of  mod- 
erately severe  pain  in  her  right  foot.  Her  temperature 
was  100  F.,  pulse  was  105  per  minute,  and  the 

blood  pressure  was  160/90  mm  Ilg  in  both  arms.  The 
head  and  neck,  heart  and  lungs  were  normal.  The 
abdomen  was  protuberant  with  a large,  easily  re- 
ducible ventral  hernia,  but  no  abnormal  organs  or 
masses  were  palpable.  A u urological  examination  of 
the  extremities  was  essentially  normal.  Detailed 
examination  of  the  lower  extremities  showed  the 
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Fig.  1 (Case  1)  Involvement  of  left  foot,  showing 
discoloration,  swelling  with  tightly  stretched  skin,  and 
gangrenous  changes  in  the  toes. 


right  leg  to  be  edematous  and  swollen  from  the 
knee  downward.  The  right  foot  was  noted  to  be 
cold  with  a purplish-black  discoloration  of  the  sole  of 
the  foot  in  its  distal  one-third,  including  all  digits. 
The  discoloration  did  not  blanch  on  pressure.  The 
foot  was  tender,  particularly  over  the  dorsum. 
Femoral  pulses  were  of  excellent  quality  bilaterally 
but  the  right  popliteal  pulse  was  considerably 
weaker  than  the  left.  Dorsalis  pedis  pulses  were  pal- 
pable bilaterally.  A weak  posterior  tibial  pulse  was 
present  on  the  left,  but  not  on  the  right. 

The  patient  was  treated  with  elevation  of  the  part, 
heparin,  Ilidar  and  routine  skin  protection.  Bul- 
lae developed  over  the  dorsum  of  the  right  foot,  and 
the  gangrenous  process  progressed  in  spite  of  treat- 
ment. Three  days  after  admission,  on  January  7,  1960, 
the  dorsalis  pedis  pulse  on  the  right  could  not  be 
palpated.  An  amputation  became  indicated,  and  it 
was  necessary  to  give  blood  transfusions  to  elevate 
the  hemoglobin  from  a low  of  9.5  grams  percent  to 
12.5  grams  percent.  During  this  two-day  period,  the 
right  leg  below  the  knee  was  packed  in  ice,  a tight 
arterial  tourniquet  was  applied  to  the  mid-calf,  and 
anticoagulants  were  stopped.  On  January  10,  1960, 
an  amputation  was  done  below  the  right  knee.  At 
operation,  it  was  noted  that  at  the  level  of  the 
amputation  all  the  veins  contained  thrombi,  whereas 
the  arteries  were  patent.  Post-operatively,  the  patient 
did  well  for  a while.  On  the  fourth  post-operative 
day  she  developed  a fulminating  thrombophlebitis  of 


the  superficial  and  brachial  veins  of  the  left  arm, 
with  extension  into  the  subclavian  veins  and  ulti- 
mately into  the  external  jugular  veins.  The  patient 
was  again  given  anticoagulants,  and  the  thrombo- 
phlebitis of  the  arm  subsided  gradually,  leaving  no 
residual  effects.  Subsequently,  despite  continuing  war- 
farin (Coumadin)  therapy,  on  January  31,  I960,  the 
patient  complained  of  pain,  swelling  and  some 
erythema  over  the  left  ankle  which  rapidly  extended 
to  a full-blown  thrombophlebitis  of  the  left  leg. 
Within  six  days  the  left  foot  was  a cyanotic-reddish 
color,  and  the  pain  in  the  foot  increased.  The  patient 
was  placed  on  hydrocortisone  and  given  75.000  units 
of  fibrinolysin  (Actase).  The  fibrinolysin  was  given 
daily  for  five  days.  With  this  treatment  the  leg  at 
first  appeared  to  become  less  tense  and  painful,  but 
over  the  next  three  weeks,  there  was  a slow,  in- 
exorable down-hill  course.  The  discoloration  spread 
from  the  foot  to  the  leg,  and  by  March  1,  1960,  frank 
gangrene  of  the  toes  was  apparent.  The  patient  had 
run  a consistantly  febrile  course  through  this  period, 
and  had  once  again  become  anemic,  requiring  further 
blood  transfusions.  On  March  3,  1960  an  amputa- 
tion below  the  left  knee  was  performed.  The  stump 
healed  slowly  and  poorly,  perhaps  because  of  long 
term  cortisone  therapy  or  generally  poor  anabolism, 
and  it  was  a full  month  before  the  patient  appeared 
to  be  recovering,  when  again,  on  April  7,  1960,  she 
developed  a full  blown  thrombophlebitis  in  the  right 
upper  extremity  with  extension  into  the  subclavian 
and  external  jugular  veins.  Finally,  there  was  further 
extension  into  the  scalp  veins.  The  anticoagulants  had 
been  stopped  for  the  last  amputation  and  were  not 
restarted  at  this  time.  She  received  no  specific 
therapy  for  this  thrombophlebitis  of  the  right  arm, 
and  it  improved  spontaneously  with  no  residual 
effects.  She  was  discharged  home  in  a wheel  chair  on 
May  8,  1960  on  maintenance  doses  of  Prednisone. 

Six  months  after  this  discharge  the  patient  died  a 
cachectic  death.  An  autopsy,  done  elsewhere,  re- 
ported carcinoma  of  the  gall  bladder  with  meta- 
stases.  This  had  previously  been  unsuspected. 

Comment:  This  patient  had  phlebitis  of  all 
four  extremities.  In  the  lower  extremities  there 
was  gangrene  of  the  feet  associated  with 
swelling,  discolorations,  pain,  but  adequate 
pedal  pulses.  Three  extremities  developed 
venous  thrombosis  while  the  patient  was 
under  treatment.  Her  death  was  due  to  car- 
cinoma of  the  gall  bladder. 

Case  2 (S.C.)  This  45  year  old,  white,  male,  for- 
mer merchant  seaman  was  found  in  February,  1964 
to  have  adenocarcinoma  of  the  rectum.  The  patient’s 
past  history  included  glaucoma  of  the  left  eye, 
benign  prostatic  hypertrophy,  pulmonary  tuberculosis 
many  years  previously,  and  superficial  varicosities  of 
the  lower  extremities. 
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The  patient  received  preoperative  irradiation  to 
the  rectal  carcinoma.  On  March  30,  1964  he  under- 
went an  abdomino-perineal  resection.  Post-operatively, 
there  was  some  persistent  bloody  oozing  from  the 
wound,  and  the  patient  required  transfusion  with 
1000  ml  of  whole  blood  in  the  first  two  post-opera- 
tive days.  From  the  fourth  to  the  ninth  post-operative 
days  he  ran  a low  grade  temperature.  On  the  morn- 
ing of  the  tenth  post-operative  day,  the  patient  com- 
plained of  a cramping,  aching  pain  in  the  left  leg 
and  foot.  The  left  lower  extremity  rapidly  became 
swollen,  blue,  and  cold,  with  diminished  pulsations 
in  the  posterior  tibial  and  dorsalis  pedis.  The  super- 
ficial veins  of  the  left  leg  were  markedly  distended. 
Measurement  of  thigh  circumferences  were:  left:  53.5 
cm.  right:  52.5  cm.  The  calf  circumferences  were: 
left:  42  cm.  right:  35.5  cm.  The  clotting  times  and 
prothrombin  times  were  normal. 

He  was  thought  to  have  phlegmasia  cerulea 
dolens  associated  with  ilio-femoral  thrombophlebitis 
and  was  prepared  for  thrombectomy.  At  2:00  p.m.. 
about  six  hours  after  the  initial  onset  of  his  leg 
pain,  the  patient  was  given  epidural  anesthesia  in  the 
operating  room.  During  preparation  of  the  extremity’ 
the  patient  became  suddenly  cy’anotic,  hypotensive, 
convulsed,  and  his  heart  stopped  beating.  The  chest 
was  immediately  opened  in  the  fifth  left  interspace, 
the  heart  was  massaged,  and  a normal  sinus  rhythm 
was  obtained  in  less  than  fifteen  minutes.  The  blood 
pressure  returned  to  140  systolic,  but  in  the  next  few 
minutes  began  to  deteriorate  along  with  the  cardiac 
action.  Continuous  cardiac  massage  was  re-instituted 
and  the  right  atrium  and  ventricle  were  noted  to  be 
tensely  distended  and  not  resuming  normal  action  as 
well  as  the  left  side.  The  patient  was  then  placed  on 
a cardio-pulmonary  bypass  pump.  The  pulmonary- 
artery  was  opened  and  multiple  pieces  of  embolus 
were  suctioned  from  the  right  and  left  pulmonary- 
artery.  These  emboli  had  the  appearance  of  casts  of 
the  venous  system  of  the  leg.  At  first  the  results 
seemed  favorable,  but  there  was  considerable  capil- 
lary bleeding  from  the  chest  wall  which  did  not 
stop  with  the  administration  of  protamine  sulfate, 
fibrinogen,  and  EACA  (epsilon  aminocaproic  acid). 
On  discontinuation  of  the  cardio-pulmonary  bypass, 
the  blood  pressure  was  maintained  for  a short  time, 
but  then  dropped  and  the  patient  began  to  fibrillate. 
The  external  defibrillator  was  employ  ed  but  a normal 
sinus  rhythm  could  not  be  obtained.  The  patient 
expired  and  was  pronounced  dead  at  7:15  p.m.. 
approximately  twelve  hours  after  the  original  onset  of 
symptoms  in  the  left  lower  extremity-. 

Comment:  This  patient  developed  a massive 
pulmonary-  embolus  while  the  extremity-  was 
being  prepared  for  venous  thrombectomy. 
Cardiac  massage  was  maintained  until  cardio- 
pulmonary bypass  methods  yvere  established. 
Although  the  pulmonary-  artery-  embolus  was 


Fig.  2 (Case  3)  39  y-ear  old  white  female  showed 
gangrene  of  the  distal  one-half  of  the  foot,  though 
the  dorsalis  pedis  and  posterior  tibial  pulses  remained 
normal. 

extracted  successfully,  the  patient  died  as  a 
result  of  an  unknown  bleeding  diathesis. 

Case  3 (A.C.)  (Fig.  2)  In  August,  1963,  this  39 
year  old,  white  female  suffered  minor  trauma  to  the 
left  ankle  which  was  treated  with  an  elastic  bandage. 
She  continued  to  have  some  pain  on  ambulation  and 
four  weeks  later  developed  a frank  thrombophlebitis 
of  the  left  leg.  The  foot  and  ankle  soon  developed  a 
reddish  color  and  the  swelling  of  the  leg  progressed. 
Large  bullae  formed  over  the  toes  and  foot.  She  was 
hospitalized  and  treated  with  heparin.  The  toes  of 
the  left  foot  became  markedly-  cyanotic  and  the 
opposite  ( right ) leg  became  swollen,  but  this  swell- 
ing along  with  the  pain  in  the  left  leg  was  relieved 
after  institution  of  caudal  anesthesia.  The  discolored 
toes,  however,  progressed  to  gangrene,  requiring  a 
Symes  amputation.  Heparinization  and  elevation  were 
continued. 

Comment:  This  patient  dex-eloped  thrombo- 
phlebitis after  a trivial  injury-  to  the  ankle. 
This  slowly  progressed  to  phlegmasia  cerulea 
dolens.  Sympathetic  block  (caudal  anesthe- 
sia) xvas  believed  to  be  beneficial  in  pre- 
venting extension  of  the  x-enostatic  process 
in  the  opposite  leg  and  promoting  distal  local- 
ization of  the  gangrene  of  the  inx-olved  foot. 
Heparin  and  elevation  of  the  parts  appeared 
beneficial.  In  the  presence  of  gangrene  of  the 
distal  part  of  the  foot  associated  xvith  pedal 
pulses,  a Symes  amputation  xvas  possible. 

Case  4 (L.H.)  (Fig.  3)  This  20  year  old  white 
female  dated  the  onset  of  her  illness  to  a twisting 
injury-  of  the  right  leg  which  was  associated  with 
pain  in  the  popliteal  fossa.  The  symptoms  subsided 
without  treatment  after  a few  days,  and  the  patient 
was  asymptomatic  until  three  weeks  later,  when  she 
went  on  an  automobile  trip  of  several  hundred  miles. 


March,  1966 


81 


PHLEGMASIA  CERULEA  DOLENS 


Fig.  3 (Case  4)  20  year  old  female.  Phlegmasia 
cerulea  dolens,  showing  discoloration,  swelling  and 
taut  skin. 


At  the  end  of  the  trip  she  noted  severe  pain  in  the 
right  calf,  along  with  difficulty  of  supporting  weight 
on  that  leg.  She  applied  hot  towels  and  there  was 
slight  improvement  initially  but  followed  by  gradual 
increase  in  the  severity  of  the  pain.  She  developed 
fever  and  became  nauseated.  She  was  admitted  to  a 
hospital  on  July  29,  1954,  three  days  after  this  acute 
onset.  At  this  time  she  had  a temperature  of  102°,  her 
pulse  was  84,  and  blood  pressure  was  124/78.  The 
right  leg  was  brawny  in  color,  with  pitting  edema 
below  the  knee.  There  was  considerable  induration 
and  tenderness  along  the  course  of  the  lesser  saphen- 
ous vein.  Peripheral  pulses  were  of  good  quality  and 
equal  bilaterally. 

The  patient’s  past  history  was  completely  non- 
contributory. 

A diagnosis  of  acute  thrombophlebitis  was  made 
and  the  patient  was  treated  with  bed  rest,  elevation 
of  the  right  leg,  magnesium  sulphate  compresses, 
heat,  and  mild  analgesics.  Two  days  later  antibiotics 
were  added.  Six  days  after  admission  the  thrombo- 
phlebitis had  migrated  into  the  femoral  area  and  the 
pain  had  increased  to  the  point  where  meperidine 
( Demerol ) was  necessary  for  relief.  Eight  days  after 
admission,  the  patient  suffered  a pulmonary  embolus 
producing  acute  pain  in  the  left  side  of  the  lower  chest. 
She  was  placed  on  heparin  and  bishydroxy  coumarin 
(Dicumarol).  Two  days  after  the  pulmonary  embolus, 
the  leg  increased  in  size  with  generalized  swelling, 
became  a mottled  blue  color  and  cold  to  touch.  A 
consultant  noted  the  peripheral  pulses  could  not  be 
palpated.  At  this  same  time  she  became  oliguric.  She 
was  treated  with  intravenous  azapetine  (Ilidar)  and 
a sympathetic  block  (right  lumbar)  was  done  with 
temporary  relief  of  pain  but  without  other  demon- 
strable effect.  Soon  after,  on  August  13,  1954,  the 


condition  had  progressed  to  a massive,  tense,  cyanotic 
edema  of  the  entire  right  leg,  and  on  the  following 
day,  under  spinal  anesthesia,  a decompression 
fasciotomy  was  done.  The  anuria  persisted  and  peri- 
toneal dialysis  was  carried  out  on  several  occasions 
with  temporary  improvement.  The  leg  continued  to 
deteriorate  and  by  August  22  there  were  frank 
gangrenous  changes  of  the  ankle  and  foot.  By 
September  5,  wet  gangrenous  changes  in  the  leg  were 
noted  to  have  extended  up  into  the  gastrocnemious 
and  peroneal  group  of  muscles.  Following  refrigera- 
tion of  the  leg  and  application  of  a tourniquet,  in 
preparation  for  elective  amputation,  the  patient 
developed  massive  hematemesis  of  bright  and  dark 
blood,  collapsed  and  died  on  September  9,  1954. 

Autopsy  was  performed.  The  common  iliac, 
femoral  and  popliteal  veins  on  the  right  were  com- 
pletely filled  with  firm,  adherent  clot;  the  vena  cava 
did  not  contain  thrombus,  but  both  renal  veins  were 
occluded  by  yellowish-red  thrombi.  There  was  an 
infarct  of  the  left  lower  lobe  of  the  lung  and  the 
gangrenous  changes  of  the  right  leg.  as  previously 
mentioned,  were  noted. 

Comment:  This  young  patient  developed 
anuria  coneommittantly  with  the  gangrene 
of  the  leg.  All  methods  of  treatment  including 
elevation,  heparin,  sympathetic  block,  fasciot- 
omy and  dialysis  failed.  Both  renal  veins 
were  thrombosed  though  the  vena  cava  was 
free  of  clot. 

Case  5 (T.McA. ) In  January,  1961  this  55  year 
old  white  male  had  an  anterior  resection  for  car- 
cinoma of  the  sigmoid  colon.  At  the  time  of  opera- 
tion it  was  also  necessary  to  resect  the  dome  of  the 
bladder  and  a loop  of  ileum  which  were  adherent  to 
the  tumor.  Two  hours  post-operatively,  while  the 
patient  was  still  in  the  recovery  room,  the  entire 
left  lower  extremity  became  markedly  cyanotic  and 
began  to  swell.  This  progressed  rapidly  and  the 
entire  leg  became  very  tense,  the  visible  veins  were 
greatly  distended,  and  cyanosis  developed  from  a 
point  about  10  cm  below  the  inguinal  ligament.  The 
femoral  pulse  was  rather  feeble  but  present,  while  the 
pulses  of  the  opposite  extremity  were  excellent.  A 
caudal  block,  using  a catheter,  was  carried  out  with 
some  improvement.  At  7:30  p.m.  on  the  same  day 
the  femoral  vessels  were  explored  under  caudal  anes- 
thesia. At  operation  all  veins  were  extremely  tense 
and  distended.  The  femoral  vein  was  opened  and  a 
considerable  quantity  of  blood  clot  was  evacuated 
until  free  flow  of  blood  was  obtained  both  distally 
and  proximally.  After  circulation  had  been  estab- 
lished in  the  vein,  the  arterial  pulses  became  quite 
full.  Heparin  (50  mg)  was  injected  directly  into  the 
femoral  artery  and  the  patient  was  also  given 
systemic  heparin  which  was  changed  to  Coumadin 
in  subsequent  days.  Immediately  post-operatively  the 
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leg  appeared  improved  and  circulation  rapidly  re- 
turned to  relatively  normal  levels.  A good  dorsalis 
pedis  pulse  was  present  and  persisted  from  the 
second  post-operative  hour.  There  were  no  further 
complications  during  the  hospital  stay  and  the  pa- 
tient was  discharged  on  maintenance  Coumadin.  This 
was  discontinued  ten  days  after  hospital  discharge, 
and  shortly  after,  he  developed  pain  in  the  left  thigh 
from  the  knee  to  the  hip.  He  was  again  hospitalized 
and  given  anticoagulants.  In  late  February  he  had 
sharp  pain  in  the  left  side  of  the  chest  aggravated  by 
coughing  and  deep  inspiration,  and  an  elevation  of 
temperature.  He  was  again  hospitalized  with  a diag- 
nosis of  pulmonary  embolus.  At  this  time  the  left  leg 
was  noted  to  be  somewhat  swollen  with  a calf  cir- 
cumference of  32%  cm  as  compared  to  30%  cm  on 
the  right.  The  thigh  circumference  was  41  cm  as 
compared  to  37  cm  on  the  right.  There  was  no  dis- 
coloration and  peripheral  pulses  were  normal.  He 
was  in  the  hospital  for  one  week  and  discharged  on 
maintenance  Coumadin  therapy. 

Comment:  This  patient  developed  fulminat- 
ing venous  thrombosis  while  in  the  recovery 
room  following  colon  surgery.  A caudal  block 
was  only  partially  effective  but  a throm- 
bectomy under  caudal  anesthesia  provided 
excellent  relief  of  symptoms.  The  ilio-femoral 
vein  ultimately  reclotted,  embolized,  and  re- 
formed to  cause  a typical  post-phlebitic  syn- 
drome. 

Case  6 (W.R.)  (Fig.  4)  This  19  year  old,  white 
male  was  admitted  on  July,  1962  because  of  sudden 
onset  of  massive  swelling  of  the  left  leg  which 
occurred  while  he  was  shaving  his  face.  There  was 
gradual  cyanosis.  The  pulses  in  this  leg  were  dim- 
inished, the  foot  was  dusky,  and  there  was  a question 
of  viability. 

Previously  his  health  had  been  good  except  for 
acute  ilio-femoral  thrombosis  of  the  right  leg  and 
pulmonary  embolus  five  years  ago.  His  right  leg  had 
remained  chronically  swollen. 

A lumbar  sympathetic  block  caused  considerable 
improvement  in  pain  and  swelling.  Despite  measures 
to  prevent  vasospasm,  the  skin  (see  Fig.  4)  over  the 
lower  extremity  showed  progressive  signs  of  impaired 
viability.  The  entire  limb  became  massively  swollen 
again  and  bullae  were  present.  The  femoral  vein  was 
exposed  superficially  and  found,  by  catheter  ex- 
ploration, to  be  patent  from  the  vena  cava  to  the 
popliteal  vein.  The  saphenous  vein  was  thrombosed. 

In  early  August  he  developed  staphylococcal  pneu- 
monia which  was  controlled  by  antibiotics.  On 
August  16th,  he  had  a small  pulmonary  embolus.  The 
anticoagulants  were  changed  from  Coumadin  to 
heparin  once  again.  From  this  point  on,  his  general 
condition  improved,  and  on  October  1st  the  area  of 
skin  and  muscle  loss  in  the  right  leg  was  grafted 


Fig.  4 (Case  6)  19  year  old  male.  Persistent  dis- 
coloration with  bulla  formation  even  after  relief 
of  pain  and  swelling  by  lumbar  sympathetic  block. 


with  skin.  He  was  subsequently  ambulated  with  sup- 
portive boots  and  was  discharged  on  November  1, 
1962.  Continuous  Coumadin  therapy  was  maintained. 

At  6:00  a.  m.  on  November  10th  he  awoke  with 
sudden  severe  pain  in  the  left  side  of  his  chest  which 
gradually  increased  in  severity  during  the  day.  He 
became  rapidly  dyspneic  and  the  pain  radiated  to 
the  upper  portion  of  the  chest  and  the  left  shoulder. 
He  was  readmitted  to  the  hospital  with  the  diagnosis 
of  pulmonary  embolus  and  was  treated  with  intra- 
venous heparin  and  oral  tetracycline  (Achromycin). 
The  patient  was  asymptomatic  within  two  days,  and 
after  further  observation  was  discharged  on  Novem- 
ber 30,  1962.  He  has  subsequently  remained  on 
heparin  therapy,  and  despite  this  has  had  five  epi- 
sodes of  superficial  vein  thrombosis  involving  all 
extremities. 

Comment:  This  teenage  youth  has  had 
multiple  bouts  of  venous  thromboses  over  a 
period  of  five  years,  resulting  in  pulmonary 
emboli  on  several  occasions.  Veins  from  all 
extremities,  the  chest  wall  and  abdomen  have, 
at  times,  been  involved  in  the  clotting  process 
and  have  been  affected  while  he  was  on  hepa- 
rin therapy.  One  episode  of  phlegmasia  ceru- 
lea  dolens  with  massive  swelling  of  the  entire 
lower  extremity  was  associated  with  a patent 
ilio-femoral  vein  found  at  operative  explora- 
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Fig.  5 (Case  7)  This  21  year  old  colored  female 
with  gangrene  of  the  toes  extending  onto  the  dorsum 
of  the  foot  had  pulses  which  were  normal  up  to  the 
line  of  demarkation. 

tion.  The  foot  was  not  involved  in  the  gangre- 
nous skin  changes  of  the  leg  and  pedal  pulses 
always  remained  full. 

Case  7 (J.W. ) This  2 9 year  old,  white  female  was 
admitted  to  the  hospital  on  December  25,  1963 
with  left  lower  lobar  pneumonia  which  responded 
well  at  first,  but  recurred  about  January  3rd.  On 
January  16th,  she  developed  a classical  ilio-femoral- 
tibial  thrombophlebitis  and  was  treated  with  heparin 
and  Coumadin  on  the  following  day.  At  7:30  a.m. 
on  January  21st,  she  suddenly  developed  severe  pain 
in  the  foot  and  leg  associated  with  numbness  and 
cyanosis.  This  improved  slightly  at  about  9:00  a.m., 
but  the  numbness  persisted  and  the  pulses,  which 
were  absent  at  first,  could  be  felt  only  faintly  at  the 
anterior  tibial  site.  Cyanosis  persisted,  swelling  in- 
creased, the  toes  were  cool,  and  the  entire  right  leg 
was  anaesthetic. 

She  was  treated  with  elevation,  Ilidar,  and  intra- 
venous heparin.  A lumbar  sympathetic  block  was 
done  at  the  level  of  L-3  using  a single  injection  of 
Novocaine  with  a 22  gauge  needle.  This  was  fol- 
lowed by  a rapid  return  of  normal  color,  warmth, 
and  sensation.  Following  the  sympathetic  block,  she 
developed  flank  pain  and  a mass  suggesting  a retro- 
peritoneal hematoma;  she  developed  early  shock 
symptoms  which  required  2,000  ml  of  blood  as 
replacement  over  a 24  hour  period.  She  gradually 
improved  and  was  ambulated  with  a supportive  boot 


on  the  leg,  and  was  discharged  on  February  3,  1964. 

Her  follow-up  has  been  uneventful.  There  has  been 
no  post-phlebitic  syndrome. 

Comment:  This  patient  had  the  classical 
picture  of  massive  venous  occlusion  and  ad- 
vanced ischemia  which  was  completely  re- 
versed following  a sympathetic  block  given 
within  six  hours  of  onset  of  pain.  This  nerve 
infiltration  via  a single  injection  of  Novocaine 
using  a 22  gauge  needle  resulted  in  a gradual 
2,000  ml  blood  loss  in  the  retroperitoneal 
space  of  this  anticoagulated  patient. 

Her  recovery  has  been  without  residue. 

Case  8 (T.C.)  (Fig.  5)  This  21  year  old,  colored 
female  had  a spontaneous,  vaginal  delivery  of  her 
second  child  in  July,  1965  at  full  term.  The  pa- 
tient had  noticed  swelling  of  both  legs  about  four 
months  prior  to  delivery.  After  delivery,  the  swelling 
of  the  left  leg  subsided,  but  persisted  on  the  right 
side.  For  three  to  four  days  after  delivery  she  had 
pain  in  the  right  medial  thigh  with  radiation  to  the 
right  ankle  and  foot.  The  pain  progressed  in  severity 
and  the  toes  became  bluish  in  color.  Four  days  before 
admission  to  the  Medical  College  Hospital,  her  foot 
became  numb,  bullae  appeared  on  the  dorsum  of  the 
foot,  and  gangrenous  changes  were  obvious  in  the 
toes.  There  was  no  history  of  diabetes,  heart  disease, 
or  excess  use  of  ergot  derivatives. 

Examination  revealed  good  femoral  pulsations  in 
both  legs,  but  diminished  popliteal  and  dorsalis  pedis 
pulses  on  the  right.  There  were  gangrenous  changes 
in  the  toes  and  a blister  on  the  dorsum  of  the  right 
foot. 

Laboratory  examinations  were  reported  as  follows: 
chest  x-ray  film  was  negative;  LE  cell  preparation 
was  negative:  BUN  was  15  mg/ 100  ml;  blood  sugar 
was  84  mg/ 100  ml;  VPC  was  39  percent;  bleeding 
time  was  8 minutes,  45  seconds;  and  the  blood 
count  and  urinalysis  were  normal.  Skin  temperatures 
and  oscillometric  examinations  showed  evidence  of 
ischemia  on  the  right  as  compared  to  the  left. 

Because  of  the  gangrenous  changes  in  the  toes,  a 
transmetatarsal  amputation  was  done.  The  patient 
recovered  without  complication  and  was  discharged 
in  good  condition. 

Comment:  This  patient  developed  gradual 
onset  of  pain,  swelling  and  discoloration  after 
delivery  of  a normal  infant.  Because  of  the 
gangrenous  changes  in  the  toes,  which  were 
irreversible,  transmetatarsal  amputation  was 
carried  out.  This  patient  is  thought  to  be  the 
only  Negro  to  have  been  reported  with 
phlegmasia  eerulea  dolens. 

Case  9 (F.M.)  This  27  year  old,  white  female  was 
admitted  to  Roper  Hospital  because  of  sudden,  severe 
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onset  of  pain  in  her  left  thigh,  beginning  at  4:30  on 
the  morning  of  April  13,  1965.  By  7:00  a.m.  she 
noted  that  her  thigh  and  leg  were  swollen,  blue,  cold 
and  numb.  There  was  no  history  of  trauma,  opera- 
tion, or  other  disease. 

On  physical  examination,  there  were  palpable 
femoral,  popliteal,  and  pedal  pulsations  bilaterally. 
Despite  the  pulses  being  good  in  the  left  lower 
extremity,  the  left  foot,  leg,  and  thigh  were  severely 
swollen,  blue  and  cold.  Other  systems  were  within 
normal  limits.  She  was  believed  to  have  ilio-femoral 
vein  occlusion  with  secondary  phlegmasia  cerulea 
dolens. 

Because  of  the  short  duration  of  symptoms,  the 
clots  were  surgically  exposed  in  the  common  femoral 
vein,  under  local  anesthesia,  and  were  removed  with 
Fogarty  catheters  and  Valsalva  maneuvers.  Heparin 
was  administered  both  before  and  after  operation. 

Following  operation  the  pain  and  swelling  sub- 
sided and  the  color  returned  to  normal.  The  patient 
was  discharged  one  week  later  wearing  supportive 
boots. 

Six  months  after  operation,  she  noted  mild  swell- 
ing of  the  thigh  after  prolonged  standing.  Otherwise 
she  was  asymptomatic. 

Comment:  This  patient  had  the  major 
offending  thrombus  removed  shortly  after 
onset  of  symptoms.  The  sequelae  of  phleg- 
masia cerulea  dolens  were  avoided. 


Summary 

Phlegmasia  cerulea  dolens  is  a fulminating 
disease  which  demands  immediate  attention. 
While  the  etiology  of  the  disease  is  not  known, 
it  is  believed  that  the  massive  venous  occlu- 
sion is  associated  with  other  factors,  such  as 
vasospasm  and  inherent  abnormal  clotting 
mechanisms.  The  obstruction  of  blood  flow 
at  the  arteriole-capillary-venule  level  may  be 
due  to  spasm  of  the  vessels,  localized  stasis,  or 
both.  The  singular  factor  is  small  arterial 
obstruction  following  sudden  massive  venous 
occlusion. 

When  the  treatment,  in  cases  of  phlegmasia 
cerulea  dolens,  is  initiated  promptly,  the 
extremity  can  often  be  saved.  The  preferred 
treatment  is  sympathetic  block,  elevation  of 
the  limb,  heparinization,  and  thrombectomy 
when  possible.  When  there  are  pulmonary 
emboli,  individual  considerations  for  ligation 
or  plication  of  the  vena  cava  are  indicated. 

Nine  patients  with  phlegmasia  cerulea 
dolens  are  described  in  detail.  They  are  repre- 
sentative of  the  multiple  problems  encoun- 
tered in  the  management  of  this  disease. 


REFERENCES 


1.  Fabricius  Hiklanus,  G.:  De  Gangraena  et  Sphacelo. 
Cologne,  1593. 

2.  Gillenwater,  J.  Y.,  Breslow,  I.  H.,  Lisker,  S.: 
Phlegmasia  cerulea  dolens.  Circulation  25:39. 
1962. 


3.  Stallworth,  J.  M..  Bradham,  G.  B.,  Kletke,  R.  R., 
and  Price,  R.  G.,  Jr.:  Phlegmasia  cerulea  dolens: 
A 10-year  review.  Ann  Surg  161:802,  1965. 


March,  1966 


85 


THE  SUPPORTIVE  BOOT  IN  CHRONIC  VENOSTASIS. 


AN  IMPROVED  METHOD  OF  APPLICATION 

WILLIAM  H.  PRIOLEAU,  M.  D.* 

Charleston,  S.  C. 


Effective  management  of  chronic  veno- 
stasis  with  its  sequellae  is  dependent 
upon  providing  adequate  and  suitable 
support  for  the  venous  return.  While  a number 
of  methods  are  available,  each  has  its  particu- 
lar indications  and  limitations.  The  method 
employed  for  the  particular  condition  is  de- 
termined by  the  degree  and  nature  of  swell- 
ing, the  condition  of  the  skin,  the  presence 
of  ulcer,  as  well  as  intercurrent  disease  and 
socio-economic  factors. 

Bed  rest  with  elevation  of  the  extremity  is 
of  value  in  reducing  any  swelling  caused  by 
dependent  edema.  It  is  essential  in  the  acute 
stage  of  infection  and  during  episodes  of 
recurring  thrombosis.  It  has  little  effect  upon 
chronic  tissue  changes,  and  on  a long  term 
basis,  it  has  obvious  disadvantages  of  medi- 
cal as  well  as  socio-economic  nature. 

Stockings  designed  primarily  for  appear- 
ance give  negligible  support  and  have  no 
therapeutic  value.  Well-fitted  medium  and 
heavy  weight  elastic  stockings  give  adequate 
support  where  the  problem  is  predominantly 
one  of  dependent  edema,  however,  as  com- 
monly used,  they  are  relatively  ineffective. 
Their  close  weave  and  rubber  content  inter- 
fere with  evaporation  from  the  skin  and  make 
their  use  impractical  in  the  presence  of 
exudation  from  dermatitis  or  ulcer.  Essentially 
the  same  can  be  said  of  roller  elastic  band- 
ages; in  addition,  there  are  difficulties  of 
proper  application  by  the  patient  and  their 
tendency  to  slip  and  cause  ridging  of  the  skin. 

The  aero-pulse  boot  devised  by  Scott  gives 
firm  even  support.  It  has  the  advantage  of 
being  easily  removed  and  reapplied  by  the 
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patient.  Its  use  is  limited,  particularly  in  warm 
humid  climates,  by  its  inflated  rubber  bladder 
beneath  which  conditions  are  not  conductive 
to  adequate  evaporation  from  the  skin  or 
satisfactory  drainage  of  exudate  from  ulcer 
or  dermatitis.  The  constant  moisture  pre- 
disposes to  fungus  infection. 

The  Unna’s  boot  is  an  encasement  of  gauze 
impregnated  with  hygroscopic  paste,  extend- 
ing from  the  knee  to  the  toes.  It  gives  good 
support  and  is  well  tolerated  by  the  skin.  Of 
great  importance  in  the  presence  of  ulcer  and 
dermatitis,  it  absorbs  exudate  and  prevents 
maceration  caused  by  the  accumulation  of 
fluid.  It  has  the  disadvantage  of  not  being 
sufficiently  flexible  to  adjust  to  changes  in 
the  size  of  the  leg  resulting  from  variations  in 
the  degree  of  edema.  Also,  in  humid  climates 
its  surface  is  sticky  and  the  paste  oozes  into 
the  shoe. 

The  supportive  boot  illustrated  in  this 
article  incorporates  the  hygroscopic  properties 
of  the  Unna’s  boot  with  the  flexibility  of 
elastic  adhesive  tape.  Its  surface  is  clean  and 
dry,  and  it  adjusts  to  the  size  of  the  leg.  By 
maintaining  a proper  degree  of  humidity,  it 
is  well  tolerated  by  the  skin.  Placed  directly 
over  the  areas  of  dermatitis  and  ulcers,  it  ab- 
sorbs the  exudate  and  thus  avoids  macera- 
tion. It  supports  the  venous  return  by  con- 
tinuous pressure  of  moderate  degree  which  is 
increased  during  exercise  by  the  counter 
pressure  of  the  leg  muscle  contracting 
rhythmically  against  the  boot.  Where  the  skin 
is  intact,  and  the  swelling  under  control,  it 
need  not  be  changed  for  periods  of  four  to 
eight  weeks.  As  reasonable  activity  is  benefi- 
cial, the  patient  generally  is  able  to  continue 
in  his  usual  occupation. 


86 


The  Journal  of  the  South  Carolina  Medical  Association 


CHRONIC  VENOSTASIS 


The  general  principles  of  application  of  the 
boot  are  outlined  in  the  illustrations.  Modi- 
fications are  made  depending  upon  the  re- 
quirements of  the  individual  case.  The  skin  is 
protected  by  Gelcast  which  is  applied  length- 
wise over  the  tibia  under  the  foam  rubber 
strip  and  spirally  downward  over  the  foam 
rubber  strip,  smoothly  and  loosely  in  order  to 
guard  against  constriction.  The  Elastoplast  is 
applied  with  the  stretch  pulled  out,  however, 
in  case  of  anticipated  swelling,  it  is  applied 
less  firmly.  Additional  sponge  rubber  or 
Plastafoam  may  be  placed  under  the  Elasto- 
plast to  give  direct  pressure  over  the  ulcer 
site  and  incompetent  perforating  veins,  and 
also  to  protect  areas  of  likely  constriction. 
Should  the  boot  be  too  tight  in  the  ankle 
region,  relief  can  be  given  by  making  an  in- 
cision through  it  under  the  instep.  Healing 
of  the  ulcer  is  dependent  upon  correcting  the 
circulatory  disturbance.  Local  medicinal  ap- 
plications are  unnecessary  and  may  be  harm- 
ful. Placing  the  Gelcast  directly  on  the  ulcer 
bed  promotes  the  best  drainage,  however,  in 
the  acute  phase  of  extremely  sensitive  ulcers, 
such  as  occur  on  the  lateral  aspect  of  the 
ankle  and  foot,  considerable  comfort  is  given 
by  applying  over  the  ulcer  a layer  of  Adaptic, 
which  is  a wide  mesh  non-absorbent  viscose 
fabric.  During  the  sloughing  and  profuse 
exudative  stage  of  the  ulcer,  the  boot  will 
require  changing  sufficiently  often  to  prevent 
pooling  and  maceration.  During  the  healing 
stage  the  time  interval  for  change  is  prolonged 
to  two  weeks  or  longer.  In  case  of  fungus  dis- 
ease a medicated  powder  can  be  applied  to 
areas  of  infection  when  changing  the  boot. 
The  patient  can  be  instructed  how  to  apply 
the  powder  under  the  boot  to  the  sole  of  the 
foot. 

By  means  of  the  supportive  boot,  venostasis 
can  be  brought  under  control.  The  edema 
subsides.  There  is  regression  of  exudative  and 
cellular  inflammatory  changes,  however  the 
subcutaneous  fibrosis  and  calcification  remain 
unaffected.  The  eczematous  dermatitis  sub- 
sides and  the  skin  becomes  less  pigmented, 


however  it  remains  thin  and  fibrotic.  Ulcers 
heal  except  in  those  cases  in  which  the  fibrotic 
base  is  too  dense  to  permit  a blood  supply 
adequate  to  support  an  epithealial  covering. 
In  such  a case  the  ulcer  is  excised  and  the 
area  covered  with  a split  thickness  graft  which 
in  turn  requires  long  protection  by  a sup- 
portive boot. 

The  booted  leg  becomes  not  infrequently 
smaller  than  its  mate.  In  preparation  for 
operation  supportive  boot  therapy  should  be 
used  to  the  extent  of  full  benefit  in  order  to 
reduce  the  risk  of  postoperative  slough  and 
infection  in  tissue  damaged  by  the  chronic 
venostasis,  and  in  postphlebitic  cases  to  de- 
velop an  adequate  deep  venous  return.  In 
cases  which  are  refractory  or  require  extensive 
surgery  it  is  often  advisable  and  at  times 
necessary  to  perform  the  operative  treatment 
in  stages,  limiting  each  procedure  as  to  the 
extent  and  also  according  to  the  condition  of 
the  tissues  in  the  operative  field.  Supportive 
boot  therapy  is  continued  throughout  the 
course  of  surgical  treatment  and  subsequently 
until  the  incisions  are  firmly  healed  and  any 
tendency  to  swelling  can  be  controlled  by 
elastic  stockings.  The  supportive  boot  is  very 
effective  as  a palliative  measure  during  preg- 
nancy to  control  large  tense  varicose  veins  in 
cases  in  which  elastic  stockings  are  inade- 
quate. Response  to  boot  therapy  is  of  diag- 
nostic value  in  some  cases  of  chronic  derma- 
titis and  ulcer  of  undetermined  origin. 

The  use  of  the  supportive  boot  is  the  most 
effective  and  generally  satisfactory  method 
of  controlling  chronic  venostasis  and  obtain- 
ing regression  of  the  exudative  and  cellular 
inflammatory  changes  resulting  from  the 
chronic  circulatory  disorder.  Illustrated  and 
described  is  a method  combining  the  ad- 
vantages of  Unna’s  boot  with  those  of  elastic 
adhesive  bandage,  which  is  applicable  to 
cases  presenting  difficulty  in  management. 
Source  of  Materials— 

Aero  Pulse  Boot— Made  by  Surgical  Research  Corp. 
Gelcast— Made  by  Duke  Laboratories,  Inc. 

Elastoplast— Made  by  Duke  Laboratories,  Inc. 
Plastafoam— Made  by  Conco  Surgical  Products,  Co. 
Adaptic— Made  by  Johnson  and  Johnson 
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Bilateral  renal  cortical  necrosis  is  among 
the  unusual  causes  of  acute  renal  fail- 
ure. Although  seen  in  other  clinical 
settings,  the  majority  of  cases  are  associated 
with  complications  of  pregnancy  and  delivery, 
and  most  frequently  with  abruptio  pla- 
centae.1'3 Because  regeneration  of  glomeruli 
does  not  occur,  this  condition  in  contrast  to 
renal  tubular  necrosis  is  characteristically 
fatal. 

The  patient  to  be  described  has  survived 
for  over  five  months.  Her  case  is  reported  to 
stress  the  occurrence  of  cortical  necrosis,  to 
emphasize  that  such  patients  may  survive,  and 
to  review  the  pathogenesis,  treatment,  and 
natural  history  of  this  entity. 

Case  Report 

V.  W.,  a previously  normotensive  thirty-seven  year 
old  Negro  female,  GXIV,  PVIII,  and  AVI,  had  had  an 
uneventful  14th  pregnancy  until  her  membranes  rup- 
tured spontaneously  after  30  hours  of  desultory  labor 
and  2 hours  before  the  spontaneous  delivery  of  a 
6 lb.  13  oz.  normal  female  infant  in  good  condition. 
The  placenta  was  noted  to  be  normal.  A temperature 
spike  to  104°  F.  occurred  2 hours  later,  and  she  was 
treated  with  intramuscular  penicillin  and  strepto- 
mycin. 

Approximately  3 hours  after  delivery,  the  uterus 
was  boggy  and  on  massage  clots  were  expressed  from 
it.  Profuse  vaginal  bleeding  followed  and  her  blood 
pressure  fell  to  50/0  mm  Hg.  When  blood  was  drawn 
for  typing  and  cross  matching,  it  did  not  clot.  Her 
acute  circulatory  failure  responded  promptly  to  3 
units  of  blood  to  which  she  had  no  adverse  reaction. 
She  was  also  given  4 gm  of  intravenous  fibrinogen. 
The  total  duration  of  hypotension  was  about  30  min. 
Oliguria  was  noted  the  next  day,  and  by  the  third 
post-partum  day  she  had  become  anuric.  She  was 


‘From  the  Renal  and  Electrolyte  Unit,  Department  of 
Medicine,  Medical  College  of  South  Carolina, 
Charleston,  South  Carolina. 


transferred  to  the  Medical  College  Hospital  in  good 
condition  on  this  day. 

On  physical  examination  she  was  a well  developed, 
well  nourished  woman  and  in  no  distress.  Her  blood 
pressure  was  150/90  mm  Hg,  pulse  88/  min,  and  she 
was  afebrile.  The  mucous  membrane  was  pale.  The 
optic  fundi  showed  no  evidence  of  chronic  vascular 
disease,  hemorrhage,  or  exudate.  Her  heart  was  of 
normal  size.  Her  chest  was  clear  except  for  a few 
coarse  rales  at  the  left  base  which  cleared  on  cough- 
ing. There  was  minimal  tenderness  over  the 
involuting  uterus.  Pelvic  findings  were  those  expected 
4 days  post-partum. 

She  was  placed  on  a 20  gram  protein  diet,  and  an 
effort  was  made  to  feed  her  1.000  calories/day.  Her 
first  1 1 days  in  the  hospital  were  not  eventful,  but 
subsequent  to  overhydration  during  the  second  post- 
partum week,  she  developed  seizures  followed  by 
aspiration  pneumonia  and  severe  pulmonary  edema. 
During  the  next  6 weeks  she  was  maintained  by  7 
peritoneal  dialyses  of  24  to  72  hours  duration  and  the 
usual  conservative  measures  for  the  therapy  of 
severely  oliguric  patients  (Fig.  1).  The  persistence  of 


DAY  IN  HOSPITAL 

FIGURE  1 

Blood  Urea  Nitrogen  (BUN)  and  urinary  output 
plotted  against  time. 

Note  that  her  urinary  output  was  less  than  100  ml/ 
day  for  over  3 weeks  and  less  than  500  ml/day  for  6 
weeks.  An  effort  was  made  to  keep  the  BUN  at  less 
than  150  mg/ 100  ml  by  repeated  dialyses.  At  the  end 
of  the  hospital  stay  with  urinary  outputs  of  up  to  2 
liters/day  the  BUN  remained  over  KM)  mg.  indicating 
severe  residual  renal  damage. 
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FIGURE  2 

Diffuse  avascular  necrosis  of  whole  nephrons.  Two 
surviving  but  diseased  glomeruli  are  seen  at  the 
border  of  the  collagenous  cortical  tissue  and  the  more 
viable  medullary  region.  II  & E.  x40. 


FIGURE  2a 

Some  glomeruli  survive.  The  arteriolar  walls  are 
thickened,  tubules  dilated  and  atrophic,  and  the  inter- 
stitial tissue  relatively  much  increased.  This  interstitial 
change  is  usually  as  much  due  to  condensation  of 
existing  structures  as  to  proliferation  of  fibroblasts. 
H & E.  x!50. 


renal  failure  led  to  a diagnosis  of  bilateral  renal  corti- 
cal necrosis.  On  her  44th  hospital  day,  it  was  decided 
that  open  kidney  biopsy  was  necessary  to  establish 
firmly  the  correct  diagnosis. 

After  cystoscopy,  a right  retrograde  pyelogram 
and  two  hemodialyses,  the  right  flank  was  explored, 
and  the  right  kidney  readily  visualized.  The  capsule 
was  densely  adherent,  the  cortex  was  unevenly  de- 
pressed and  relatively  bloodless  when  incised.  A 
wedge  biopsy  of  renal  tissue  was  taken  (Fig.  2). 
This  showed  widespread  and  irregularly  distributed 
necrosis  of  total  nephrons  including  glomeruli  and 
tubules.  Superimposed  on  this  was  a picture  of  inter- 
stitial infiltration  by  chronic  inflammatory  cells  with 
dilatation  of  the  remaining  tubules.  The  only  vascular 
abnormality  present  was  some  minor  arteriolar  thicken- 
ing of  the  inconstant  pattern.  (Fig.  2a) 

This  picture  led  to  the  conclusion  that  her  renal 
damage  was  irreversible  and  extraordinary  supportive 
treatment  was  no  longer  justified.  During  the  next 
three  weeks  she  confounded  her  physicians,  and  be- 
came able  to  eat  and  drink  enough  to  maintain  her- 
self with  a blood  urea  nitrogen  of  only  100  mg/ 100 
ml  (Fig.  1).  Her  discharge  was  delayed  by  the  de- 
velopment of  a toxic  psychosis  with  severe  paranoia. 
This  gradually  subsided,  and  she  was  discharged  on 
her  68th  hospital  day.  Three  months  later  or  five 
months  after  delivery  she  was  hospitalized  again. 
Blood  pressure  was  150/100.  At  this  time  she  had 
some  pitting  edema,  urine  contained  1+  albumin  and 
cellular  debris.  Her  blood  urea  nitrogen  was  90  mg. 
Her  strength  and  sense  of  well  being  were  improving. 

Discussion 

Cortical  necrosis  is  relatively  rare  but  one  or 
two  cases  are  referred  to  the  Medical  College 


Hospital  each  year.  In  one  series,  7 of  24 
patients  who  developed  acute  renal  failure  as 
a complication  of  pregnancy  were  found  to 
have  renal  cortical  necrosis.  It  is  associated 
with  pregnancy  in  over  50%  of  cases,  and  up 
to  80%  of  those  pregnant  women  developing 
renal  cortical  necrosis  have  abruptio  placentae. 
The  association  of  the  latter  entity  with  intra- 
vascular clotting  is  to  be  noted.  It  has  been 
further  estimated  that  0.5  to  2%  of  all  women 
with  abruptio  placentae  will  develop  bilateral 
cortical  necrosis.1 

The  basic  pathology  in  renal  cortical  necro- 
sis is  occlusion  of  the  smaller  arteries  and 
arterioles  proximal  to  the  glomeruli.  This  is 
accompanied  by  necrosis  of  all  components  of 
the  renal  cortex  including  glomeruli,  proximal 
and  distal  tubules,  and  supporting  connective 
tissue.  The  medullary  portion  of  the  kidney  is 
spared.2  Grossly  the  necrosis  is  readily  seen  as 
a yellowish  grey  zone,  clearly  demarcated 
from  both  the  medulla  and  neighboring  por- 
tions of  cortex  which  might  have  been  spared 
(Fig.  3).  Histologically  there  is  diffuse  aseptic 
necrosis  of  all  elements  of  the  cortex  with 
varying  amounts  of  interstitial  cellular  infil- 
trate. The  appearance  of  the  lesion  is  deter- 
mined primarily  by  its  duration. 

The  pathogenesis  of  the  arteriolar  occlusion 
which  causes  the  ischemic  necrosis  of  the 
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FIGURE  3 

Gross  example  of  renal  cortical  necrosis  (autopsy 
specimen ) . 

Note  the  mottled  ischemic  areas  alternating  with 
darker  hemorrhagic  zones  in  diffusely  infarcted  cortex 
which  is  clearly  demarcated  from  medulla. 

renal  cortex  is  thought  to  be  caused  by  either 
vasospasm  or  intravascular  clotting.1  One 
theory  suggests  that  alternating  periods  of 
ischemia  ( secondary  to  vasospasm ) and 
hyperemia  with  shunting  of  blood  away  from 
the  cortex  results  in  increasingly  dense  pack- 
ing of  the  capillaries  with  blood  and  thrombo- 
sis of  the  small  arteries  and  arterioles.  Experi- 
mentally in  36  to  48  hours  this  leads  to  a fully 
developed  ischemic  infarct.  The  vasospasm  has 
been  postulated  to  be  caused  by  either  some 
circulating  substance  or  by  an  unusually 
sensitive  response  of  normal  vessels  to  neuro- 
genic or  other  stimuli.  The  circulating  sub- 
stance has  been  thought  to  be  endogenous  in 
origin  such  as  epinephrine  or  angiotensin  or  an 
abnormal  endogenous  or  exogenous  poly- 
peptide or  protein.2 

A more  widely  accepted  explanation  postu- 
lates that  there  is  deposition  of  fibrin  in  the 
glomerular  capillaries  and  afferent  arterioles 
with  clotting  of  these  vessels  followed  by 
ischemic  necrosis  of  the  cortex.4’ 6 The  similar- 
ity of  the  clinical  course  and  the  pathology  of 
renal  cortical  necrosis  to  many  of  the  findings 
in  the  generalized  Shwartzman  reaction  has 
led  McKay  to  suggest  that  disseminated  intra- 
vascular coagulation  is  the  primary  patho- 
genic change  in  both  of  these  conditions.'  The 
generalized  Sehwartzman  reaction  in  animals 
is  produced  by  two  intravenous  injections  of 


an  appropriate  substance  (classically  bacterial 
endotoxin)  24  hours  apart.  After  the  death  of 
such  animals  microscopic  deposition  of  fibrin 
can  be  found  throughout  the  body.  In  associa- 
tion with  this  there  is  exudation  of  red  cells 
and  an  inflammatory  response  involving  the 
capillary  endothelium.  Both  lung  and  kidney 
are  major  sites  of  these  changes.  In  addition 
the  smaller  vessels  of  the  liver,  spleen,  myo- 
cardium, brain,  and  skin  may  also  be  involved. 
Marked  depletion  of  circulating  fibrinogen  is 
a part  of  the  generalized  Shwartzman  re- 
action and  occurs  simultaneously  with  the 
deposition  of  fibrin  throughout  the  body.  It 
has  been  shown  that  responses  of  this  sort  may 
be  induced  in  appropriate  experimental  cir- 
cumstances subsequent  to  the  injection  of 
hemolyzed  red  cells,  tissue  thromboplastin, 
bacterial  endotoxin,  viruses,  proteolytic  en- 
zymes, antigen-antibody  complexes,  and  in 
some  situations,  steroid  hormones.  Immediate 
effects  of  disseminated  intravascular  clotting 
are  hypofibrinogenemia,  a bleeding  diathesis 
and  shock.  Other  sequelae  in  addition  to  renal 
cortical  necrosis  may  include  panhypopituitar- 
ism, acute  tubular  necrosis,  adrenal  hemor- 
rhage, acute  hemorrhagic  pancreatitis,  necro- 
sis, and  ulceration  of  intestinal  mucosa,  and 
infarction  of  the  liver. 

The  outstanding  clinical  feature  of  cortical 
necrosis  is  anuria  or  severe  oliguria  in  a pa- 
tient who  initially  is  otherwise  quite  well. 
These  patients  are  usually  not  hypertensive 
and  do  not  present  the  stigmata  of  chronic 
vascular  or  renal  disease.  There  may  be  some 
tenderness  in  the  flanks.  Other  abnormal  phy- 
sical findings  are  usually  a result  of  over- 
hydration. Cortical  necrosis  is  to  be  differ- 
entiated primarily  from  acute  tubular  necrosis, 
in  which  oliguria  is  more  characteristic  than 
anuria.  Hematuria  is  said  to  be  somewhat 
more  frequent  in  cortical  necrosis. 

The  management  of  bilateral  renal  cortical 
necrosis  is  that  of  acute  renal  failure.  For  those 
patients  in  shock  with  hypofibrinogenemia 
treatment  with  fibrinogen  and  transfusion 
may  be  indicated.  Subsequent  to  this,  restric- 
tion of  fluid  intake  to  approximately  500  ml  in 
excess  of  urinary  output,  a diet  containing 
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less  than  20  gm  of  protein/24  hours  and 
sodium  and  potassium  intakes  as  close  to 
0 day  as  possible  should  be  instituted.  The 
patients  must  be  observed  for  hyperkalemia, 
overhydration,  and  uremia.  In  addition  to  con- 
servative measures,  supportive  therapy  with 
peritoneal  and  hemodialysis  may  be  required 
to  maintain  these  patients. 

Open  or  percutaneous  renal  biopsy  may  be 
performed  to  substantiate  the  diagnosis.  Renal 
exploration  was  chosen  in  our  case  so  that  a 
more  accurate  estimate  of  the  degree  of  sur- 
viving tissue  could  be  made.  The  necrosis  may 
be  patchy,  and  since  biopsy  retrieves  only  a 
small  piece  of  tissue,  blind  insertion  of  the 
biopsy  needle  into  either  a living  or  a devital- 
ized area  would  give  an  erroneous  picture  of 
the  status  of  the  remainder  of  the  kidney. 

It  has  also  been  pointed  out  that  renal  corti- 
cal calcification  is  found  subsequent  to  renal 
cortical  necrosis  and  the  radiographic  demon- 
stration of  cortical  calcification  some  months 
after  an  episode  of  acute  renal  failure  is  pre- 
sumptive retrospective  evidence  of  renal  corti- 
cal necrosis. 


This  had  been  thought  to  be  a universally 
fatal  condition  until  recently.  Chervony  et  al 
have  reported  a patient  who  developed  renal 
cortical  necrosis,  malignant  hypertension  and 
probably  pituitary  necrosis  with  survival.6 
They  noted  nine  other  reported  cases  of  renal 
cortical  necrosis  with  survival. 

Renal  function  is  so  severely  compromised 
in  our  patient  that  her  eventual  prognosis  re- 
mains in  doubt.  However,  compensatory 
hypertrophy  of  her  surviving  nephrons  may 
be  expected  to  result  in  eventual  improvement 
of  renal  function.  Vigorous  supportive  therapy 
of  these  patients  is  clearly  indicated.  Con- 
servative management  will  need  to  be  sup- 
plemented by  peritoneal  or  hemodialysis  or 
both  in  nearly  all  of  them.  This  may  be  neces- 
sary for  many  weeks,  for  renal  function  will 
not  return  as  rapidly  or  as  completely  as  in 
acute  tubular  necrosis. 

Summary 

A case  of  renal  cortical  necrosis  with  pro- 
longed survival  is  described.  Vigorous  sup- 
portive maintenance  of  these  patients  is  ad- 
vocated. 
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Gastrostomy  is  a rather  simple  surgical 
procedure.  From  a wide  variety  of  tech- 
niques and  maneuvers,  any  careful  sur- 
geon can  accomplish  a gastrocutaneous  fistula 
without  undue  difficulty.  With  such  a fistula, 
many  of  the  disadvantages  of  the  conventional 
nasogastric  tube  are  overcome.  Gastrostomy 
allows  a better  means  to  dilate  a strictured 
esophagus,  and  it  facilitates  feeding  or  de- 
compression. 

In  order  to  provide  an  intelligent  decision 
toward  the  use  of  gastrostomy  in  patient  care, 
it  becomes  mandatory  to  compare  gastrostomy 
with  its  frequent  alternative,  the  nasogastric 
tube. 

In  the  Medical  College  Hospital,  the  naso- 
gastric tube  is  used  widely.  Each  morning, 
there  is  provided  to  a small  army  of  medical 
students,  interns  and  residents  a variety  of 
polyethylene,  vinyl,  rubber,  or  even  silastic 
tubes  with  which  to  gain  access  to  the 
stomach.  Gastric  acid  analyses,  gastric  aspira- 
tions, gastric  lavages,  papain  studies,  decom- 
pressions and  feedings  are  all  done  through 
these  tubes.  Clinically,  there  have  occurred 
rare  perforations  of  the  gastrointestinal  tract, 
occasional  mucosal  hemorrhages,  and  usually 
general  patient  discomfort.  Respiratory  com- 
plications and  patient  discomfort  seem  to 
depend  directly  on  the  length  of  time  the  tube 
is  left  in  place.  As  a casual  observation,  the 
incidence  of  complications  following  naso- 
gastric intubation  appears  low. 

Two  situations  arise  in  which  gastrostomy 
is  performed.  The  first  situation  is  that  of 
necessity,  a nasogastric  tube  being  contra- 
indicated or  impossible.  The  second  situation 
is  the  “elective”  circumstance,  the  surgeon’s 
position  of  electing  the  gastrostomy  instead  of 
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the  nasogastric  tube  at  a time  when  either  is 
possible.  In  view  of  a clinical  impression  of  a 
high  complication  rate  following  gastrostomy, 
and  in  the  interest  of  improving  the  means  by 
which  to  make  an  intelligent  decision  in  the 
“elective”  area,  we  have  examined  the  records 
of  all  gastrostomies  done  in  the  Medical  Col- 
lege Hospital. 

It  is  the  purpose  of  this  presentation  to  ex- 
amine the  Medical  College  Hospital  experi- 
ence with  gastrostomy,  to  present  pertinent 
facts  from  the  literature  concerning  gas- 
trostomy, and  to  provide  recommendations 
concerning  the  gastrostomy  procedure  and  its 
use. 

Medical  College  Hospital  Experience 

In  a search  of  records  which  included 
gastrostomy,  a total  of  67  cases  were  found. 
An  analysis  showed  significance  in  the  age 
distribution  of  these  patients  as  is  shown  in 
figure  1.  It  is  noted  from  such  a graph  that 
gastrostomy  is  frequent  in  children  and  in  the 
50-70  year  old  patient. 

There  was  not  demonstrated  any  difference 
in  the  race  or  sex  distribution  of  these  pa- 
tients. 

The  type  of  gastrostomy  was  almost  ex- 
clusively the  Stamm  type  using  a Foley  cathe- 
ter with  an  inflated  balloon  as  a gastrostomy 
tube.  The  size  of  the  gastrostomy  tube  varied 

AGE  INCIDENCE  GASTROSTOMY 
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Fig.  1.  This  graph  depicts  the  ages  at  which 
the  gastrostomies  were  done.  The  predominance  of 
extreme  ages  is  obvious. 
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from  10  French  to  size  36  French,  but  gen- 
erally ranged  from  sizes  24  to  30. 

Generally,  the  gastrostomy  tube  was  con- 
nected to  straight  drainage.  Occasionally,  the 
tubes  were  connected  immediately  to  suction 
apparatus,  and  were  frequently  used  as  feed- 
ing tubes  a few  days  later.  The  gastrostomy 
tubes  were  allowed  to  remain  in  place  for  a 
period  of  9 days  to  6 months,  depending  on 
the  purposes  of  the  original  procedure. 

The  reasons  for  performance  of  the  gas- 
trostomy are  grouped  in  major  categories  in 
Table  I.  It  is  seen  that  carcinoma,  inflam- 
matory lesions  and  lye  strictures  of  the 
esophagus  account  for  over  half  of  the  reasons 
for  which  gastrostomy  was  performed. 

TABLE  1 

CONDITION  REQUIRING  GASTROSTOMY 


Carcinoma,  esophagus  25 

Intestinal  surgery  10 

Gastric  surgery  9 

Inflammatory  lesion,  esophagus  8 

Neurological  5 

Lye  stricture,  esophagus  4 

Head  and  neck  cancer  4 

Carcinoma,  pancreas  1 

Vascular  surgery  1 


Table  1 : This  table  shows  the  number  of  gastros- 
tomies performed  for  specific  purposes.  It  is  easily 
apparent  that  relatively  few  gastrostomies  have  been 
performed  in  the  Medical  College  as  “elective”  pro- 
cedures. 

The  occurrence  of  complications  in  the  pa- 
tients having  a gastrostomy  is  remarkably 
high  (see  Table  II).  A total  of  67  complica- 
tions occurred  in  the  67  cases.  Death  rate 
was  19%  in  a hospital  whose  average  death 
rate  for  all  conditions  is  3%. 

TABLE  2 

COMPLICATIONS  AFTER  GASTROSTOMY 

Infections  15  (22%)  (general) 

Hemorrhage  15  (22%)  (Cl) 

Pneumonia  10  ( 15% ) 

Intestinal  Perforation  9 (13%)  ( includes  gastric 

separation  from 
abdominal  wall) 

Death  13  (19%)  (all  causes) 

Table  2:  This  table  shows  the  number  of  specific 
complications  occurring  in  patients  having  a gastros- 
tomy. Note  that  the  complication  is  not  necessarily 
related  to  the  gastrostomy. 


Comment 

By  most  standards,  67  cases  of  gastrostomy 
in  a university  hospital  is  unusually  low.  The 
surgeon  in  such  an  institution  frequently  treats 
a very  young  and  a very  old  age  group  of 


difficult  gastrointestinal  problems.  It  has  been 
generally  recognized  that  gastrostomy  may  be 
helpful  in  these  groups  and  it  is  therefore 
surprising  to  uncover  how  few  cases  of 
gastrostomy  have  accumulated  in  the  Medical 
College  Hospital.  This  impression  is  further 
accentuated  by  the  fact  that  over  half  of  these 
cases  involved  some  malady  of  the  esophagus, 
which  so  frequently  demands  rather  than  sug- 
gests gastrostomy.  The  age,  sex  and  race  dis- 
tributions are  not  surprising.  The  variety  of 
tube  sizes  is  generated  by  personal  prefer- 
ence, size  of  the  patient,  and  the  reason  for 
the  gastrostomy. 

Finally,  the  high  rate  of  complications  and 
death  is  initially  disturbing.  This  initial  im- 
pression is  softened  somewhat  when  the  high 
number  of  cases  of  carcinoma  in  this  series  is 
noted.  In  such  cases,  especially  when  the  pa- 
tient has  already  been  severely  depleted 
nutritionally,  high  complication  and  death 
rate  becomes  more  probable.  In  this  series,  we 
do  not  presume  to  state  that  the  gastrostomy 
was  the  event  precipitating  the  complication 
except  in  those  patients  cited  by  charts  to  have 
bleeding  at  the  gastrostomy  area  or  separa- 
tion of  the  gastrostomy  from  the  abdominal 
wall  with  its  ensuing  difficulties. 

Discussion 

In  1956,  Farris  and  Smith  presented  an 
excellent  review  of  gastrostomy  and  their  own 
experience  with  the  procedure.'  Their  paper 
cited  115  cases  with  no  significant  complica- 
tion. 

Later,  Gillesby  and  Puestow  strengthened 
the  rationale  of  gastrostomy  by  studying  some 
of  the  pathophysiological  effects  of  a naso- 
gastric tube.  These  investigators  showed  that 
the  conventional  nasogastric  tube  resulted  in 
an  average  of  750  ml  increased  gastric  drain- 
age over  that  of  the  gastrostomy  tube.2  The 
nasogastric  tube  activates  the  esophago-sali- 
vary  reflex,  as  would  any  foreign  body,  result- 
ing in  a greater  flow  and  removal  of  body 
fluids.  In  addition  Gillesby  and  Puestow  be- 
lieve that  the  presence  of  a nasogastric  tube 
allows  reflux  of  gastric  juice  into  the  esopha- 
gus for  a sufficient  time  and  distance  to 
cause  peptic  esophagitis. 
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Last  year,  Beardsley,  Soderberg,  and  Smith 
reported  478  gastrostomies  with  no  complica- 
tions of  a serious  nature  related  to  the 
gastrostomy.'1  It  is  interesting  to  note  in  this 
last  report  that  the  authors  expressed  in  these 
same  patients,  in  179  instances,  the  complica- 
tions of  wound  infection,  dehiscence,  evis- 
ceration, pneumonia,  atelectasis  and  pul- 
monary embolism.  We  shall  refer  to  the  sub- 
ject of  gastrostomy  and  the  total  patient  later. 

In  contrast  to  the  glowing  advocacy  of 
gastrostomy,  authors  began  reporting  the  com- 
plications of  gastrostomies.  Senter  reported  3 
deaths  in  a series  of  57  gastrostomies  which 
were  directly  related  to  the  gastrostomy.' 
King,  Ramos,  and  Zimmerman  reported  31  pa- 
tients requiring  feeding  gastrostomy  for  rea- 
sons of  cardiovascular  disease,  neurological 
deficit  or  senility.5  In  the  series  of  31  patients, 
15  died  of  reasons  “aggravated  by  the  opera- 
tion.” In  the  other  16  patients,  only  12  had 
“good  results.”  It  became  apparent  that  com- 
parative studies  were  required.  In  1962, 
Jabczenski  and  Starldoff  reported  123  tube 
gastrostomies  with  a total  complication  rate 
of  23.5%.°  In  85  patients  where  nasogastric 
tubes  were  used,  the  complication  rate  was 
1.8%.  Lastly,  Grant,  Elliot,  and  Frederick  per- 
formed what  is  probably  the  most  complete 
and  objective  evaluation  of  the  subject.7  These 
authors  studied  retrospectively  all  patients  re- 
quiring postoperative  decompression  during 
the  years  1956-1961.  They  found  1,246  cases 
in  which  gastrostomy  was  performed  in  575 
instances,  and  nasogastric  tube  was  used  in 
671  instances.  It  appears  that  the  only  fact 
established  by  such  a large  comparison  is  that 
patients  over  60  years  of  age  have  fewer 
respiratory  infections  with  gastrostomies.  The 
authors  also  cite  their  impression  of  greater 
patient  comfort  with  gastrostomy.  It  is  inter- 
esting to  note  that  in  this  series  of  patients 
gastrostomy  was  used  more  frequently  in  re- 
cent years  and  at  that  time  the  respiratory 
complication  rate  declined,  factors  which  are 
not  necessarily  dependent. 

It  would  appear  that  this  subject  is  like  so 
many  in  medicine;  the  patient  must  be  highly 
individualized  in  his  need  for  a specific  pro- 


cedure, for  the  facts  in  any  case  are  rather 
arbitrary.  It  appears  first,  that  gastrostomy 
should  be  performed  in  instances  where 
access  to  the  stomach  is  necessary  and  a naso- 
gastric tube  is  impossible.  Secondly,  gas- 
trostomy appears  to  be  a thoughtful  choice  of 
access  to  the  stomach  in  patients  over  60 
years  of  age.  Thirdly,  patients  having  gas- 
trostomy have  a high  rate  of  complication 
and  death. 

There  appear  to  be  certain  specific  facets 
of  gastrostomy  which  are  worthy  of  mention 
when  the  procedure  is  specifically  indicated. 
The  gastrostomy  should  be  done  at  a point  in 
the  body  of  the  stomach  midway  between  the 
lesser  and  greater  curvatures.  The  stomach 
should  be  fixed  circumferentially  about  the 
gastrostomy  to  the  peritoneum  and  to  the 
fascia  of  the  anterior  abdominal  wall  with 
nonabsorbable  sutures.  A Foley  catheter  of  no 
greater  size  than  required  for  the  specific  pur- 
pose of  the  gastrostomy  should  be  used  and 
gentle  traction  should  be  applied.  Straight 
drainage  tubes  should  be  connected,  or,  at 
most,  only  a few  millimeters  negative  pressure 
should  be  applied.  The  gastrostomy  tube 
should  remain  in  place  a minimum  of  ten 
days  ( this  minimum  being  entirely  dependent 
on  the  character  of  wound  healing).  The 
area  should  be  inspected  at  least  daily.  When 
feedings  are  begun,  care  should  be  taken  to 
insure  that  no  residual  food  remains  in  the 
tube.  Gastrostomy  feedings  should  be  kept 
fresh  and  refrigerated  until  time  of  actual 
use.  When  gastrointestinal  function  is  well 
resumed,  a blended  regular  diet  appears 
superior  to  “nutritional  medication.”  When 
able  to  function,  the  patient  is  probably  his 
best  nurse  and  appears  to  benefit  perceptibly 
when  allowed  to  feed  himself  that  which  he 
most  desires. 

In  conclusion,  gastrostomy  is  a permanent 
fixture  in  surgery,  absolutely  necessary  at 
times,  and  a wise  choice  at  others.  It  owns  a 
significant  place  in  the  provision  of  complica- 
tions and  on  occasion  may  prove  lethal.  An 
acquaintance  with  these  characteristics,  a dis- 
criminate choice  between  the  nasogastric  tube 
and  gastrostomy,  and  meticulous  attention  will 
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hopefully  allow  improved  services  to  the 
stomach  and  to  the  patient. 

Summary 

The  subject  of  gastrostomy  is  reviewed  from 
the  experience  of  the  Medical  College  Hos- 
pital and  from  pertinent  literature  during  the 
past  10  years. 


It  is  found  that  gastrostomy,  despite  its 
rather  simple  surgical  characteristics,  is  asso- 
ciated with  a high  complication  rate. 

Points  relative  to  the  choice  of  the  pro- 
cedure, comparison  with  the  conventional 
nasogastric  tube,  and  subsequent  care  are 
expressed. 
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Adrenocorticosteroids  in  acute  myocardial  infarction. 
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In  an  effort  to  reduce  the  severe  symptoms  of 
toxicity  that  may  occur  within  the  first  24  to  72  hours 
after  an  acute  myocardial  infarction,  adrenocorti- 
costeroids  (AGTH-gel)  were  administered  as  short 
term  therapy  to  32  patients  who  fulfilled  specific 
clinical  criteria  set  up  for  the  study.  The  steroid  was 
used  during  the  acute  phase  of  the  disease  and 
the  clinical  results  were  compared  with  a controlled 
group  of  40  patients  fulfilling  the  same  criteria  and 
to  whom  adrenocortieosteroids  were  not  given.  Of  the 
32  patients  who  became  acutely  ill  with  hyper- 
pyrexia, tachycardia,  arrhythmias,  shock,  chest  pain, 
or  severe  toxicity.  28  exhibited  satisfactory  response 
to  therapy  according  to  the  specific  criteria  outlined. 
This  represented  a significant  improvement  in 
morbidity  and  possibly  mortality  in  the  treated  group 
as  compared  witli  the  controlled  group.  It  was  felt 
that  the  anti-inflammatory  effect  exhibited  by  the 
corticosteroids  was  probably  brought  about  by  block- 
age of  hyperimmune  reaction  initiated  by  products 
of  myocardial  necrosis  caused  by  the  infarction. 


Proctology  in  ancient  Egypt:  its  continuing  in- 
fluence on  the  management  of  anorectal  diseases. 
Leon  Banov,  Jr.  (Charleston).  Southern  Med  J 58: 
1366-1369,  Nov.  1965. 

Since  physicians  are  men  of  learning,  knowledge 
of  medical  history  is  a necessity,  not  a luxury.  In  the 
absence  of  a history  of  proctology,  this  essay  hope- 
fully provides  some  insight  into  the  management  of 
anorectal  disorders  mentioned  in  the  medical  papyri. 
Testifying  to  the  quality  of  medicine  practiced  and 
recognizing  the  antiquity  of  the  specialty  of  proctol- 
ogy. some  of  the  knowledge  passed  along  from 
ancient  Egypt  continues  to  influence  present  day 
medicine.  Enemas  and  suppositories  are  still  in 
fashion.  To  unload  their  colons,  people  continue  to 
take  fruit,  senna,  eolocynth  and  castor  oil.  The 
ancient  Egyptians  treated  diarrhea,  roundworm  and 
tapeworm  infestations  and  bilharziasis;  the  medical 
specialists  who  treated  anorectal  disorders  were  held 
in  especial  esteem. 

All  these  little  known  historical  facts  of  our  medi- 
cal heritage  should  be  better  publicized  to  promote 
respect  for  the  antiquity  of  our  profession,  to  inspire 
a greater  appreciation  of  this  legacy  from  the  past, 
and  to  provide  moderation  in  evaluating  our  progress. 
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Recent  reviews  have  shown  that  corti- 
costeroids and  6-mercaptopurine  (6- 
MP)  in  single  and  combination  therapy 
have  been  the  most  frequently  employed 
drugs  in  the  management  of  the  acute 
leukemias.7"' 77  The  present  study  gives  data 
on  clinical  reports  not  previously  included  in 
the  use  of  the  combination  of  corticosteroids 
and  6-MP,  and  it  also  cites  the  control  of  acute 
leukemia  in  patients  of  all  ages  who  were 
treated  with  adrenal  steroids  alone,  or  in  com- 
bination with  other  cytostatic  drugs. 
Combination  Corticosteroids  and  6-MP  and 
Folic  Acid  Antagonists 
Acute  Lmphatic  Leukemia.  Zuelzer97  em- 
ployed a cyclic  method  of  therapy  to  induce 
long  remissions  in  children  with  acute  stem 
cell  leukemia.  All  patients  were  placed  on 
prednisone  and  6-MP  for  a month;  the  steriod 
was  gradually  decreased  during  one  week,  but 
the  purine  was  continued  for  two  months  more; 
the  children  were  then  switched  to  metho- 
trexate (Mtx)  for  three  months;  the  two  anti- 
metabolites were  rotated  until  relapse;  steroid 
was  used  for  a month  and  then  replaced  by 
antimetabolite  for  three  months:  on  this  com- 
posite cyclic  therapy  the  author  tabulated 
that  175  children  had  50%  survivals  for  17.2 
months,  25%  for  27.5  months,  and  10%  for 
45.0  months.  Landau,  et  al ,r’7  induced  a good 
remission  for  a year  in  a child  with  ALL, 
following  the  use  of  prednisone,  6-MP  and 
Mtx,  while  Danis,  Lawas  and  Lawas23  re- 
ported a survival  in  another  child  for  five 
months.  Chaptal17  noted  no  response  to  the 
combination  in  a child  with  ALL  and  meningi- 
tis. 

Undifferentiated  Acute  Leukemia.  Battis- 
telli  ' treated  11  children  with  undifferentiated 
acute  leukemia  with  steroid  and  6-MP;  at 


relapse  the  steroid  was  discontinued  and  Mtx 
was  combined  with  the  purine:  he  described 
five  remissions  to  five  months.  Itago17'  in- 
creased the  survival  time  in  10  adults  from 
6.7  months  to  11.7  months  by  adding  Mtx  or 
mitomycin  C to  combination  therapy  of 
prednisone  and  6-MP.  Takatsu87  reported  that 
children  with  acute  leukemia  had  twice  the 
survival  time  when  given  the  three  drugs  as 
did  those  who  received  no  treatment.  Kudo, 
et  al ,5S  secured  some  benefit  in  three  children 
with  the  combination  of  steroid,  6-MP  and 
Mtx.  Eschenbach29  recorded  a partial  remis- 
sion for  12  months  in  a child  placed  on  steroid. 
Mtx  and  transfusions;  a second  three  months 
remission  was  obtained  when  6-MP  was 
added.  Keidan49  described  a five  months  com- 
plete remission  in  a child  given  prednisolone 
and  Mtx,  and  when  mouth  ulcers  appeared 
the  Mtx  was  replaced  by  6-MP,  and  the  pa- 
tient remained  symptom  free  for  over  eight 
years.  Landau,  et  al,sl  induced  a partial  re- 
mission in  a child  with  the  three  drugs. 

Acute  Granulocytic  Leukemia.  Ritter,  et 
al,  08  observed  that  a child  with  acute  granulo- 
cytic leukemia  ( AGL ) who  had  a clinical  and 
hematologic  remission  for  18  months,  follow- 
ing the  use  of  corticoids  and  6-MP;  when 
meningeal  symptoms  (CNS)  appeared,  Mtx 
was  used  to  achieve  another  four  months  re- 
sponse. 

Corticosteroids  and  6-MP. 

A current  study  on  the  action  of  a combina- 
tion of  corticosteroids  and  6-MP  in  827  pa- 
tients with  all  forms  of  the  acute  leukemias 
gave  a remission  rate  of  50%. 77  Additional 
clinical  reports  not  previously  recorded  are: 
Berceanu,  et  al ,7  reported  three  complete  and 
15  partial  remissions  in  57  adults  with  acute 
granulocytic  leukemia,  following  treatment 
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with  prednisone  and  6-MP;  Gross  and  Wil- 
manns7  recorded  28  clinical  and  four  hemato- 
logic remissions  in  39  patients  after  treatment 
with  steroid  and  6-MP;  Moeschlin'"  tabulated 
17  complete  and  five  partial  remissions  in  36 
patients  receiving  prednisone  and  cytostatic 
drugs,  including  6-MP,  Mtx  and  vinblastine; 
Yamada,  et  al,Vi  observed  an  average  survival 
of  5.7  months  in  84  patients  administered 
corticosteroids  and  6-MP;  Spevaksl  reported 
that  all  10  children  with  ALL  had  remissions 
on  prednisone  and  6-MP,  with  a mean  survival 
of  18.5  months,  and  with  80%  living  at  12 
months;  Bernard,  et  a l,'  noted  remissions  in 
three  adults  placed  on  steroids  and  6-MP, 
and  Saito,  et  al,  ' described  remissions  in  two 
other  patients;  remissions  have  been  observed 
in  single  cases  after  treatment  with  steroids 
and  6-MP  by  Braito  and  Tomazzoni,1,  Clem- 
ent, Hervouet,  et  al ,41  Hibino,  et  al,'2  Koshi- 
ishi,  et  al,52' 53  Kronfield  and  Reynolds,51  Kura- 
hashi,56  Moron,  et  al,"5  Pizzoferrato  and  Lan- 
ciotti,'17  Saito,  et  al,73  Softie,53  Stewart,85  Taka- 
zawa,KS  Tenczynska,89  and  Yoshitoshi,  et  al." 0 

Cart icoste ro ids  Alone 

ALL.  Bohnel  and  Stacher14  reported  that 
prednisolone  nicotinic  acid  ester  was  similar  to 
prednisolone  in  the  treatment  of  patients  with 
ALL;  they  observed  hematologic  benefit  in 
five  of  25  cases.  Suenaga,  et  al,2"  used  predni- 
solone to  induce  remissions  of  12  months  and 
25  days  in  two  of  seven  patients.  Dubois-  Fer- 
riere2"  described  remissions  of  five  and  nine 
years  in  patients  administered  massive  doses 
of  prednisolone.  Remissions  in  single  cases 
have  been  reported  by  Cutting  and  Collier,22 
Imamura  and  Nakakuki14  and  Leonard,59  fol- 
lowing steroid  therapy,  while  no  remissions 
were  recorded  by  Nicolas,  et  al,""  and  Scala- 
brino  and  Curtarelli.80 

AGL.  Barbieri  and  Parravicini'  used  predni- 
sone or  prednisolone  to  induce  satisfactory 
remissions  in  six  patients  in  the  acute  phase  of 
granulocytic  leukemia.  Koshiishi,  et  al"2  noted 
one  remission  in  three  eases  of  AGL  treated 
with  paramethasone.  Remissions  in  single 
cases  are  reported  by  Consolo,21  Fornara,31 
and  Hertz.39  Koshiishi,  et  al"2  had  two  pa- 


tients with  AGL  fail  to  respond  to  16-B- 
methylprednisone. 

Miscellaneous  Acute  Leukemias.  Roath, 
et  al,""  reported  41  remissions  in  three  types 
of  acute  leukemia  treated  with  steroids.  Sata- 
line79  observed  little  benefit  in  an  adult  with 
acute  plasmacytic  leukemia  who  received 
large  doses  of  cortisone. 

Undifferentiated  Acute  Leukemias.  Vietti, 
et  al,"  employed  prednisone  to  induce  27  re- 
missions in  46  children  with  acute  leukemia 
who  had  received  no  previous  therapy,  while 
they  reported  19  remissions  in  41  who  were  in 
relapse  from  other  drugs.  Wolff,  et  al,"2  re- 
ported 66 /v  good  remissions  in  children,  ages 
2-6  years,  with  acute  leukemia,  who  were  given 
prednisone,  but  that  there  was  poor  response 
in  72%  of  infants  up  to  one  year  of  age;  there 
were  261  patients  in  this  group  study.  Ber- 
taggia”  used  prednisone,  ACTH  and  triam- 
cinolone to  secure  good  effects  in  24  children, 
fair  response  in  three  and  no  effect  in  three 
of  30  children.  Matsuda,  et  al,"2  caused  10 
complete  and  five  partial  remissions  in  27  pa- 
tients with  massive  doses  of  prednisolone, 
while  Hibino,  et  al,'2  recorded  eight  complete 
and  two  partial  remissions  in  23  adults,  and 
four  complete  and  one  partial  remission  in  11 
children,  following  large  doses  of  steroids. 
Erdstein28  noted  brief  hematologic  responses 
in  three  adults  and  Gheiro  and  Tardzhe- 
manove35  secured  partial  responses  in  two  of 
three  adults  with  steroids.  Blasiis13  obtained 
some  clinical  remission  in  11  patients  with 
hemolvmphopathies  who  received  large  doses 
of  prednisone.  Schumacher,  et  al,2'  warned  of 
fungus  infections  in  leukemic  patients  placed 
on  steroids.  Yamada,  et  al,"'  recorded  an  aver- 
age survival  of  5.5  months  in  21  patients  with 
acute  leukemia  who  were  treated  with  large 
doses  of  steroids,  wdiereas  106  untreated 
ones  survived  1.04  months.  Mani,  et  al,"'  failed 
to  secure  any  response  to  corticoids  in  three 
adults  whose  condition  changed  from  lym- 
phoma to  acute  leukemia.  Lehtinen  and 
Levanta58  found  that  steroids  helped  in  two 
patients  with  a preacute  leukemia.  Response 
to  adrenal  steroids  has  been  reported  in  single 
cases  by  Haddy  and  Riley,38  Rusescu,  et  al,70 
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Sakai,  et  a],1'  and  Yoshida,  et  al,05  while  Lopes 
Cardozo"0  recorded  failure  with  steroids. 

Corticosteroids  and  Buthiopurine 
Bichel  conducted  two  clinical  studies  in  the 
treatment  of  acute  leukemia  with  steroids  and 
buthiopurine:  in  one  he11  reported  10  com- 
plete remissions  in  18  children,  but  seven 
grew  worse  under  the  therapy,  and  one  had  no 
response;  in  nine  adults  only  one  had  a par- 
tial remission  and  eight  grew  worse;  in  a 
second  report  he  and  associates12  tabulated 
nine  complete  remissions  in  16  children  but 
no  remissions  in  11  adults  on  this  purine. 
Corticosteroids,  6-MP,  Mtx  and  Vincristine 
Freireich,  et  al ,:'2  achieved  complete  clini- 
cal and  hematologic  remission  in  14  of  16  chil- 
dren with  ALL  who  were  administered  pred- 
nisone, vincristine,  Mtx  and  6-MP  in  10  day 
courses  for  six  months;  four  of  11  had  re- 
current disease  2,  4,  5 and  6 months  after  stop- 
ping the  therapy. 

Corticosteroids,  6-MP  and  Antibiotics 
Giraud,  et  al,3*  reported  remissions  of  six 
and  10  years  in  two  children  with  acute  leu- 
kemia who  were  given  hydrocortisone,  6-MP 
and  antibiotics.  Hervouet,  et  al induced  a 
partial  remission  in  an  adult  with  AGL  by 
using  steroid,  6-MP  and  antibiotic,  and 
Hibino12  employed  mitomycin  C to  improve 
the  combination  of  steroid  and  6-MP  in  the 
same  type  of  leukemia.  Dultsin  and  Rauschen- 
bach27  noted  that  seven  patients  had  no  re- 
sponse to  steroid  and  6-MP  until  aurantin 
was  added,  and  then  five  showed  brief 
hematologic  improvement  in  their  acute  hemo- 
cytoblastosis.  Kaverzneva"1  secured  a three 
months  remission  with  6-MP  and  prednisone 
in  a patient,  and  then  when  aurantin  was 
added  the  patient  was  discharged  in  partial 
remission.  Mauro  and  Valente03  caused  a par- 
tial remission  in  a case  of  subacute  eosino- 
philic myeloid  leukemia  with  steroid,  6-MP 
and  antibiotic,  while  Safarzynska,  et  al,'1 
failed  to  detect  any  improvement  in  a girl 
with  acute  promyelocytic  leukemia  who  re- 
ceived the  same  three  drugs.  Kaverzneva17 
employed  prednisone,  6-MP  and  olivomycin 
to  secure  a three  weeks  hematologic  remission 


in  one  of  two  patients,  and  a year  later48  he 
recorded  similar  results. 

Corticosteroids  and  Antibiotics 

AGL.  Ueno,,u  observed  no  effect  of  steroid 
and  toymycin  (chromomycin  A3)  in  four  pa- 
tients with  AGL.  Donao  and  Saito25  reported 
temporary  improvement  in  an  adult  following 
steroid,  antibiotic  and  transfusions,  while 
Bhattaeharyya,  et  al,10  recorded  no  response 
in  another  adult. 

Miscellaneous  Acute  Leukemia.  Belfiore" 
employed  prednisolone,  ACTH,  antibiotics 
and  transfusions  to  induce  a brief  remission 
in  an  adult  with  eosinophilic  leukemia.  Gert- 
ler  " used  the  two  drugs  on  an  adult  with 
aleukemic  lymphodenosis  to  secure  improve- 
ment which  continued  to  the  time  of  writing. 
Hertz”  described  an  adult  with  preleukemic 
leukemia  ( acute  monoblastic  leukemia ) who 
showed  little  response  to  the  drugs. 

Undifferentiated  Acute  Leukemia.  Sobti82 
recorded  little  response  in  an  infant  with  con- 
genital leukemia  who  received  dexamethasone 
and  antibiotics.  Remissions  in  single  cases 
have  been  reported  by  Christiaens  and  Nuyts19 
and  Hervouet,  et  al,11  following  the  use  of 
steroids  and  antibiotics. 

Corticosteroids  and  Miscellaneous  Cytostatic 
Drugs 

ALL.  Kennedy50  induced  improvement  for 
eight  and  24  months  in  two  patients  with  sub- 
acute lymphocytic  leukemia  who  received 
adrenal  steroid  and  androgenic  hormone, 
testosterone  or  fluoxymosterone.  Alperin  and 
Levin1  used  prednisone,  6-MP  and  hy- 
droxyurea in  a boy  with  ALL  to  secure  some 
remission  but  there  was  extreme  hyperuricema 
associated  with  the  treatment.  Falkson,  et  al,30 
reported  failure  in  a young  man  treated  with 
methylprednisolone  and  N -isopropyl- Alpha- 
(2-methylhvdrazino)-p-toluamide  HC1.  Ber- 
nard, et  al,H  secured  a remission  in  a child  with 
ALL  with  steroid,  Mtx  6-MP  and  vincristine. 
Saito,  et  al,1  noted  improvement  in  an  adult, 
following  the  use  of  steroid  and  thio-TEPA. 

AGL.  Kimura51  described  complete  remis- 
sions in  two  adults  and  in  one  of  four  children 
with  AGL  who  were  administered  predni- 
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solone,  6-MP  and  T431-L  (a  pyramidine ) , : 
when  mitomycin  C was  added  to  the  three 
drugs  he  induced  complete  remissions  in  three 
of  six  adults  and  in  one  child;  incomplete  re- 
missions were  noted  in  the  other  three  adults. 
Fornara'1  secured  a remission  in  a child  for 
over  five  years  with  prednisone,  demecolein 
and  antibiotics.  Akhtar,  et  al,1  observed  that  a 
child  developed  pancreatitis  after  six  months 
of  treatment  with  prednisone,  6-MP,  Mtx  and 
antibiotics.  Weissbecker  and  Gaedtke"2  failed 
to  note  any  benefit  in  an  adult  with  AGL, 
following  414  years  of  polycythemia  when 
AGL  developed  and  the  patient  was  ad- 
ministered prednisone  and  tetracycline. 

Miscellaneous  Leukemias.  Saracoglu78  used 
transfusions,  prednisolone  and  degranol  in  an 
adult  with  paramyelocytic  leukemia  without 
any  effect.  Kudo,  et  al ,®e  observed  that  three 
of  five  children  with  promyelocytic  and 
myeloblastic  leukemias  responded  to  steroids 
and  Mtx.  Furuta  and  Koshi33  gave  transfusions 
and  prednisolone  to  an  adult  with  erythro- 
leukemia,  and  after  80  days  he  had  a remis- 
sion; then  on  giving  6-MP,  nitrogen  mustard- 
N-oxide  and  dexamethasone  a survival  of  eight 
months  more  was  achieved. 

Undifferentiated  Acute  Leukemias.  Moesch- 
lin“  tabulated  17  complete  and  five  partial 
remissions  in  36  cases  of  acute  leukemia,  fol- 
lowing the  use  of  prednisone  and  cytostatics 
(6-MP,  Mtx  and  vinblastine).  Allan,  et  al ,2 
induced  hematologic  remissions  in  three  of 
five  children  with  undifferentiated  leukemia 
by  use  of  steroids  and  L-phenylalanine  and 
L-tyrosine.  Samoilova76  treated  55  patients 
with  steroids,  antimetabolites  and  antibiotics, 


and  secured  remissions  ranging  from  two 
weeks  to  15  months;  two  had  complete  clinical 
and  hematologic  remissions,  and  11  complete 
clinical  and  partial  hematologic  remissions. 
Domart,  et  al,2'  described  a brief,  partial  re- 
sponse in  an  adult  after  treatment  with  delta- 
cortisone,  penicillin  and  isoniazide.  Centea, 
et  al,'"  caused  a brief,  partial  remission  in  an 
adult  with  pulmonary  tuberculosis  and  acute 
leukemia  by  therapy  with  ACTH,  antibiotic, 
PAS,  and  clorocid;  they  described  subjective 
and  objective  response  for  a few  months. 
Hertz3"  used  prednisone  and  folic  acid  in  a 
child  with  subacute  leukemia,  but  there  was 
little  benefit  registered. 

Discussion 

The  163  patients  with  all  types  of  acute 
leukemia  who  can  be  evaluated  in  this  study 
show  a remission  rate  of  63%  when  treated 
with  the  combination  corticosteroids  and  6- 
MP;  this  compares  with  a 58%  rate  for  2152 
cases  in  earlier  studies.77  With  corticosteroids 
alone  the  remission  rate  was  55%  in  248  cases, 
which  compares  with  59%  in  2147  patients  re- 
ported earlier.70  The  composite  cyclic  therapy 
of  Zuelzer'7  with  steroids,  6-MP  and  Mtx  in- 
duced 50%  survivals  for  17.5  months  in  175 
children  with  ALL.  Other  combinations  of 
corticoids  with  cytostatic  drugs  are  too  limited 
in  the  number  of  eases  treated  to  have  statisti- 
cal significance  in  this  review. 
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S.  E.  PUCKETTE,  M.  D. 

Medical  College  Hospital 
Charleston,  S.  C. 


On  the  left,  the  picture  taken  on  June  25.  The  picture  on  the  right  was  taken  on  November  6. 


This  55  year  old  colored  male  had  a retro- 
pubic prostatectomy  performed  in  May 
1959  for  benign  prostatic  hyperplasia 
with  an  uneventful  post-operative  course.  On 
an  IVP  performed  at  this  time  a small  portion 
of  the  symphysis  pubis  seen  at  the  edge  of  the 
film  was  normal.  On  June  25  he  was  seen  in 
the  clinic  complaining  of  pain  in  the  region 
of  the  symphysis  pubis  and  inner  thighs 
and  was  found  to  have  a E.  coli  infection  of 
the  urinary  tract.  The  x-ray  films  of  the  sym- 
physis pubis  are  shown,  with  a definite  widen- 
ing of  the  symphysis  cartilagenous  space, 
cortical  bone  destruction,  and  some  de- 
calcification of  the  pubic  bones  adjacent  to 
the  symphysis.  Following  antibiotic  and  corti- 
sone therapy  the  patient  within  two  weeks 
became  asymptomatic.  A follow  up  film  7 
months  later  is  also  shown. 


This  is  a case  of  osteitis  pubis. 

Osteitis  pubis  is  a syndrome  manifested  by 
pain  in  the  region  of  the  symphysis  pubis, 
pelvis  and  abductor  region  of  one  or  both 
thighs.  It  may  extend  into  the  perineum  or 
involve  the  lower  abdominal  muscles  and 


ischial  tuberosities.  In  the  acute  phase,  the 
patient  may  be  bedridden  due  to  pain  caused 
by  motion.  In  the  chronic  stage,  the  patient 
has  a very  characteristic  waddling  type  of 
gait.  A low  grade  fever,  anorexia  and  weak- 
ness and  malaise  are  frequent  accompanying 
complaints.  Examination  demonstrates  only 
tenderness  over  the  pubic  area. 

A mild  leukocytosis  and  elevated  sedimenta- 
tion rate  are  usually  present.  Secondary 
anemia  may  be  present.  Urinalysis  frequently 
discloses  pyuria,  with  bone  culture  frequently 
disclosing  similar  organisms. 

Characteristically  the  symptoms  appear  2 
to  12  weeks  after  some  surgical  procedure  in 
the  region  of  the  pubic  bone.  In  males,  of 
course,  this  is  most  often  related  to  surgical 
procedures  on  the  prostate  particularly  open 
prostatectomies.1  In  females,  it  is  most  often 
seen  following  vesicourethral  suspension  pro- 
cedures such  as  the  Marshall-Marchetti.2 

Following  the  onset  of  symptoms,  within  2 
to  4 weeks,  one  sees  widening  of  the  cartila- 
genous space  at  the  symphysis  pubis  with 
fuzziness  and  indistinctness  of  the  adjacent 
bony  margins  and  some  decalcification  of  the 
area  as  shown  here.  Later,  there  is  evidence 
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of  bone  repair  with  sclerosis,  new  bone  forma- 
tion, often  with  obliteration  of  the  symphysis 
by  bony  fusion.  At  times  however  it  may  be 
widened. 

The  etiology  of  osteitis  pubis  is  certainly  in 
dispute.  The  common  denominator  in  most 
instances  however  is  trauma  plus  infection.' 
Trauma,  infection  and  impaired  circulation 
separately  and  in  combination  have  all  been 
suggested.  Though  self-limiting,  the  disease  is 


often  protracted  and  discouraging. 

Treatment  of  osteitis  pubis  varies  widely: 
bed  rest,  antibiotics,  (especially  in  early 
stages),  anti-inflammatory  drugs,  x-ray  ther- 
apy, diathermy,  and  several  types  of  surgical 
procedures  all  have  their  advocates.1'4  A 
prompt  and  complete  remission  may  occur. 
Partial  relief  permitting  rehabilitation  is  the 
usual  course  with  subsequent  disappearance 
of  symptoms  over  a period  of  months.2 
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An  external  cutter  in  varicose  vein  surgery.  Richard 

S.  Wilson,  M.  D..  and  Furman  T.  Wallace,  M.  D., 
(Spartanburg).  Surg  Gynec  Obstet  121:842  (Oct. 
1965). 

A new  external  cutter  is  proving  to  be  an  ad- 
vantage in  the  surgical  treatment  of  primary  varicose 
veins.  The  technique  of  its  use  makes  varicose  vein 
singer)'  easier  and  quicker.  It  has  several  advantages: 

The  operating  room  time  is  reduced,  and  con- 
sequently the  anesthesia  time. 

Both  extremities  can  be  treated  at  one  time.  Since 
in  two-thirds  of  our  patients  bilateral  varicose  veins 
were  present,  completing  the  treatment  in  one  pro- 
cedure is  important.  The  quick  removal  of  the 
saphenous  trunks  leaves  time,  energy,  and  enthusi- 
asm for  direct  excision  of  the  other  tributaries  and 
incompetent  communicating  veins. 

A series  of  616  varicose  vein  operations  with  use 
of  the  new  external  cutter  in  the  last  341  extremities 
have  been  performed.  The  cutter  is  always  used  over 
an  intraluminal  guide.  The  new  external  vein  cutter 
has  a sharp  cylindrical  cutting  head  1 cm  in  diameter 
on  a long  shaft.  One  size  is  adequate  for  all  varicose 
veins. 

Pre-operative  x-ray  therapy  in  cancer  of  the 
esophagus.  E.  Quitman  Seymour,  M.  D.,  and  Harold 
S.  Pettit,  M.  D.  (Charleston).  Radiology,  85:952-955, 
November,  1965. 

Three  different  approaches  to  therapy  of  cancer  of 
the  esophagus  have  been  observed  and  the  results  are 
compared.  The  authors  believe  that,  when  compared 
with  irradiation  or  surgery  alone,  the  administration 
of  4,500  R tumor  dose  in  three  weeks  with  2 Mev 
x-ray  therapy  followed  by  surgery  has  improved  the 


long-term  survival  rate.  With  this  modality  the 
three-year  survival  rate  in  cases  considered  resectable 
prior  to  operation  is  33  per  cent.  Operative  complica- 
tions are  also  lessened,  as  shown  by  a decreased 
mortality  rate. 


Treatment  of  venereal  disease.  J.  R.  Allison,  Jr. 
(Columbia).  Southern  Med  J 53:50-52,  June,  1965. 

Syphilis 

For  early  syphilis  2.4  million  units  of  benzathine 
penicillin  at  one  time  is  the  preferred  treatment.  For 
latent,  or  cardiovascular,  or  neurosyphilis  this  treat- 
ment is  repeated  weekly  three  times. 

Congenital  syphilis  under  two  years  of  age  should 
be  treated  with  50.000  units  of  benzathine  penicillin 
G per  kg  of  body  weight. 

Corticosteroids  will  usually  be  needed  for  the  treat- 
ment of  interstitial  keratitis  and  neural  deafness. 

The  patient  must  be  properly  interviewed  by  a 
public  health  investigator,  and  all  sex  contacts  within 
a three  months’  period  must  be  prophylactically 
treated. 

Gonorrhea 

Treatment  schedules  for  gonorrhea  are  under 
change  because  of  increase  in  resistance  of  the  organ- 
ism to  penicillin.  Many  of  these  are  also  resistant  to 
the  tetracyclines.  Benzathine  penicillin  should  not  be 
used  in  the  treatment  of  gonorrhea.  At  the  present 
time  the  recommended  dose  is  2.4  million  units  of 
crystallin  penicillin  G in  one  dose. 

For  patients  having  both  syphilis  and  gonorrhea 
adequate  treatment  for  each  individual  disease  should 
be  carried  out  as  we  no  longer  feel  that  there  is  any 
one  schedule  that  will  take  care  of  both  adequately. 
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A Workshop  on  Hospital  Accreditation,  jointly  spon- 
sored by  the  South  Carolina  Medical  Association  and  the 
South  Carolina  Hospital  Association,  was  held  in  Colum- 
bia on  February  9.  It  was  my  privilege  to  preside  at  this 
meeting,  and  I found  it  interesting,  informative,  and 
stimulating. 

The  main  speaker  was  Dr.  Kenneth  Babcock,  for 
eleven  years  Director  of  the  Joint  Commission  on  Ac- 
creditation of  Hospitals.  (Dr.  Babcock  retired  from  this 
position  a year  ago  and  was  succeeded  by  Dr.  John 
Porterfield.)  In  a brief  panel  presentation,  Mr.  Jack 
Skarupa,  Director  of  Operations  of  the  Greenville  Gen- 
eral Hospital,  discussed  the  role  of  the  Administrator  in  accreditation;  Mr.  E.  E.  Prince,  busi- 
ness man  of  Eoris,  discussed  the  role  of  the  Trustee;  and  Dr.  Cathcart  Smith,  internist  of 
Conway,  told  of  the  part  played  by  the  medical  staff.  Dr.  Malcolm  Dantzler,  Assistant  State 
Health  Officer;  Mr.  O.  D.  Masters,  Director  of  Operations  of  Blue  Cross  and  Blue  Shield;  and 
Mr.  M.  L.  Meadors,  Executive  Secretary  of  the  South  Carolina  Medical  Association,  also  gave 
short  talks. 

The  need  for  hospital  accreditation,  even  in  the  smaller  hospitals,  is  becoming  more  and 
more  apparent.  Not  only  does  it  result  in  better  care  for  the  patient,  but  it  is  playing  an 
important  part  in  the  financial  condition  of  the  hospital.  Some  Blue  Cross  plans  are  penalizing 
the  non-accredited  hospital  by  paying  only  ninety  per  cent  of  the  bill,  while  some  commercial 
insurance  companies  are  refusing  to  pay  for  medical  care  which  is  obtained  in  a non-accredited 
hospital. 

The  Federal  Government,  in  its  Medicare  and  other  programs,  insists  that  medical  services 
must  be  rendered  by  an  accredited  institution  (accredited  by  the  Joint  Commission  or  by 
some  designated  state  agency.) 

To  be  considered  for  accreditation  by  the  Joint  Commission,  a hospital  must  ( 1 ) be  an 
institution  of  twenty-five  beds  or  more,  (2)  be  listed  by  the  American  Hospital  Association, 
and  (3)  have  been  in  operation  for  over  a year.  There  are  seventy-three  such  institutions  in 
South  Carolina  today.  Of  these,  thirty-six  are  accredited  by  the  Joint  Commission,  and  thirty- 
seven  are  not. 

Many  of  the  hospitals  which  are  not  accredited  are  deeply  concerned.  This  was  amply 
demonstrated  at  the  Workshop  where  twenty-one  of  these  thirty-seven  institutions  were  repre- 
sented by  one  or  more  individuals.  These  representatives  not  only  showed  interest,  but  they 
were  trying  to  get  information  and  help. 

Through  a cooperative  effort  of  the  South  Carolina  Medical  Association  and  the  South 
Carolina  Hospital  Association,  four  teams  have  been  organized  to  give  aid  to  those  hospitals 
seeking  accreditation.  Composed  of  staff  physicians,  an  administrator,  and  one  or  more  trus- 
tees, these  teams  will  visit  an  institution,  study  its  problems,  and  render  suggestions  and 
advice.  The  work  of  the  members  of  these  teams  is  voluntary  and  no  charge  is  made  for  their 
services  except  for  transportation  and  out  of  pocket  expense.  The  four  teams  now  available 
for  consultation  come  from  the  Aiken  Hospital,  the  Beaufort  Hospital,  the  Conway  Hospital, 
and  the  Greenville  General. 

What  impressed  me  most  about  the  Workshop  was  the  general  spirit  of  the  occasion. 
Hospital  trustees,  practicing  physicians,  hospital  administrators,  record  librarians,  representa- 
tives from  the  State  Board  of  Health  and  of  Blue  Cross  were  engaged  in  a joint  discussion  of 


March,  1966 


103 


a mutual  problem.  That  accreditation  was  desirable  for  all  hospitals  was  obvious.  That  for  some 
hospitals  to  secure  accreditation  would  be  difficult  was  understood.  But  a spirit  of  friendliness 
and  cooperation  was  evident.  I am  sure  that  the  representative  from  a non-accredited  hospital 
who  attended  the  session  now  knows  that  there  are  others  in  the  state  who  face  the  same 
problems  he  does,  but  that  there  are  also  those  who  are  willing  and  anxious  to  help  him  as 
he  tries  to  solve  these  problems. 

Julian  P.  Price,  M.  D. 


Editorials 


Head  Start  To  Foot  End 

The  Head  Start  Program,  introduced  last 
year  as  a “crash”  activity,  was  first  designed  as 
a short  effort  of  two  months  duration.  Despite 
much  criticism  in  various  areas  the  proponents 
are  now  convinced  that  the  effort  was  much 
needed  and  through  Congressional  mandate 
have  managed  to  make  it  what  the  social 
workers  delight  in  calling  an  “on-going”  pro- 
gram. Thus  the  children  of  the  original  selec- 
tion will  enjoy  a multitude  of  services  during 
the  coming  year,  full  year  programs  for  chil- 
dren from  three  years  up  will  be  inaugurated, 
and  short  term  summer  programs  will  be  pro- 
vided for  children  entering  school  in  the  fall 
of  1966. 

We,  the  federal  taxpayers,  without  much 
say  in  the  activity,  will  still  provide  90  per- 
cent of  the  total  cost. 

This  is  a part  of  the  anti-poverty  program, 
which  by  and  large  is  still  open  to  much  un- 
happy criticism.  The  promoters  of  the  pro- 
gram now  recognize  that  the  first  stage  was 
put  into  operation  without  the  benefit  of 
medical  guidance.  Now  the  importance  of  this 
desirable  feature  is  emphasized  and  certain 
rules  and  regulations  are  laid  down  for  the 
medical  director,  from  whatever  source  he 
may  arise.  This  program  now  becomes  a full- 
fledged  public  health  effort  operated  in  con- 
junction with  but  not  under  the  entire  control 
of  established  health  departments.  We  read 
that  “the  scope  of  the  plan  should  include 
preventive,  diagnostic,  curative,  and  rehabili- 


tative services  for  the  children,”  which  the 
Office  of  Economic  Opportunity  will  provide 
in  the  absence  or  deficiency  of  such  existing 
services  in  the  community. 

The  total  limited  program  of  last  summer, 
including  funds  for  educational  phases,  cost 
in  South  Carolina  $2,155,979,  of  which  all 
except  $222,088  came  from  the  federal  gov- 
ernment. Since  the  combined  sum  of  the  fed- 
eral, state,  and  local  funds  for  operation  of  all 
the  county  health  departments  in  South  Caro- 
lina is  estimated  this  year  at  $3,320,845,  this 
sounds  like  a very  expensive  operation  with 
questionable  returns. 


Political  Measles 

Dr.  Spock,  pater  familias  of  millions  of 
mothers,  has  been  expounding  ideas  which 
seem  strange  to  the  conservative  mind.  We 
only  hope  the  numerous  beneficiaries  of  his 
sound  pediatric  advice  will  not  be  too  Spoek- 
marked  for  comfort. 

Gown  Kicks  Town 

A Texas  neurologist  is  quoted  as  reporting 
that  the  diagnosis  of  mental  retardation  “in 
noninstitutionalized  children  is  incorrect  in  85 
to  90  per  cent  of  cases.”  This  seems  to  be  a 
severe  indictment  of  the  intelligence  of  the 
practicing  profession  and  smacks  of  an  ar- 
rogant feeling  of  superiority  which  should  be 
justified  (?)  by  more  convincing  facts  rather 
than  naked  opinion. 
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1966,  The  Year  of  Decision 

The  private  practice  of  medicine  suffered 
two  successive  body  blows  in  the  election  of 
November  3,  1964  and  the  signing  of  HR-6675 
on  July  30,  1965  by  President  Johnson.  Two 
alternatives  remain  for  the  vast  majority  of 
physicians  who  believe  in  the  private  practice 
of  medicine.  Like  Job  of  Uz  when  smitten  by 
the  Devil  from  crown  to  toe,  we  can  scrape 
ourselves  with  a potsherd,  sit  among  the  ashes, 
and  passively  await  our  fate.  Or  we  can  use 
these  defeats  as  a stimulation  to  action  we 
should  have  taken  many  years  ago.  We  must 
realize  fully  that  the  federal  government  will 
move  wherever  an  unmet  need  exists.  One  of 
the  chief  reasons  that  Medicare  passed  was 
that  our  opponents  kept  crying  that  the  aged 
needed  federal  help,  and  we  were  never  able 
to  disprove  this  contention  in  a satisfactory 
manner  or  offer  a suitable  alternative.  The 
Eldercare  Program  would  have  been  fine  if 
it  had  been  introduced  2 years  earlier! 

To  make  sure  that  Medicare  is  contained 
and  modified  into  a law  that  will  not  destroy 
the  private  practice  of  medicine  and  to  pre- 
vent any  further  encroachments  upon  our  free- 
dom, we  must  have  friends  in  Congress.  1966 
is  the  crucial  year.  Do  not  say  that  this  is  an 
impossibility,  because  it  has  been  done  before. 
In  1948  organized  labor  suffered  a severe  de- 
feat with  the  passage  of  the  Taft-Hartley  law. 
However,  they  did  not  bewail  their  fate.  In 
1950,  the  Political  Action  Committee  of  the 
CTO  was  formed,  and  a few  years  later  the 
AFL  joined  with  the  CIO  to  form  a united 
front.  In  the  15  short  years  since  they  ven- 
tured into  politics  on  a large  scale,  a majority 
of  the  Senate  and  House  of  Representatives 
of  the  United  States  owe  part  or  all  of  their 
support  to  organized  labor.  While  we  are  not 
nearly  as  large  an  organization,  I believe  that 
we  can  counter  their  power  if  we  have  the 
determination  to  do  so. 

The  first  notion  to  be  dispelled  is  the  out- 
moded idea  that  doctors  should  not  be  in 
politics.  Doctors  are  in  politics  whether  they 
like  it  or  not.  The  only  decision  is  whether  or 
not  you  take  an  active  part  in  determining 
your  fate.  Secondly,  one  of  the  best  ways  to 
assert  our  political  strength  is  in  joining 


SCALPEL.  Your  membership  dues  will  help 
elect  friends  of  medicine,  not  only  in  South 
Carolina  but  in  other  states  as  well.  SCALPEL 
is  a completely  independent  organization.  It 
is  not  affiliated  with  either  the  Democratic 
or  Republican  party.  SCALPEL  functions  in- 
dependently of  all  medical  organizations— 
national,  state,  and  local.  Although  medical 
associations  and  societies  may  contribute  to 
the  educational  programs  of  SCALPEL,  all 
political  activities  of  SCALPEL,  by  law,  must 
be  supported  by  contributions  from  individ- 
uals only.  The  support  of  any  candidate  by 
SCALPEL  depends  on  his  program  and  plat- 
form and  not  his  party  affiliation. 

On  your  statement  of  dues  for  this  year,  you 
w ill  notice  an  optional  addition  of  $20.00  for 
membership  in  SCALPEL.  Although  it  is 
listed  as  optional,  I hope  that  you  will  con- 
sider it  as  necessary  and  vital  to  help  continue 
the  free  practice  of  medicine.  This  may  be  one 
of  the  last  opportunities  we  have  to  make  this 
decision. 

—Donald  G.  Kilgore,  Jr.,  M.  D. 


The  Conquest  of  Typhoid  Fever 

Most  people  easily  recognize  the  great 
changes  brought  about  by  wars  and  natural 
phenomena  such  as  earthquakes,  hurricanes, 
pestilences,  the  Black  Death  and  other 
calamities. 

On  the  other  hand  relatively  few  are  aware 
of  the  tremendous  change  in  the  life  of  man 
today  wrought  by  the  conquest  of  a single  dis- 
ease. 

In  the  United  States  less  than  50  years  ago 
typhoid  fever  was  common,  especially  in  the 
Southern  States.  It  was  a regular  visitor  at 
certain  times  of  the  year  and  particularly  so 
in  some  of  the  larger  cities.  New  Orleans, 
Philadelphia,  Memphis  and  Charleston,  but  it 
extended  over  a wide  territory  and  had  a 
fairly  high  mortality,  claiming  on  an  average 
about  12%  of  those  afflicted. 

For  many  years  the  presence  of  one  or  two 
cases  in  a community  or  even  an  epidemic  was 
accepted  as  something  unavoidable  and  a 
situation  to  be  borne.  As  long  ago  as  1836, 
however,  a Philadelphia  doctor,  W.  W.  Ger- 
hard, who  had  studied  in  Paris  under  the 
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great  Pierre  Louis  differentiated  typhoid 
fever  from  typhus.  Then  in  1885,  K.  T.  Eberth 
discovered  the  typhoid  bacillus,  now  called 
Salmonella  T.,  and  found  it  in  patients’  blood. 
Next,  F.  Widal  perfected  an  agglutination  test 
on  the  blood  in  1896  which  made  the  diag- 
nosis of  typhoid  at  some  period  of  its  course 
almost  beyond  doubt,  regardless  of  its  signs 
and  symptoms. 

But  in  spite  of  these  scientific  advances,  a 
great  many  American  soldiers  encamped  at 
Chickamauga,  Georgia  and  elsewhere  during 
the  Spanish-American  War  died  from  typhoid. 

In  England,  Sir  Almoth  Wright  perfected 
and  introduced  typhoid  vaccine  for  use  in  3 
doses  (hypodermically)  as  a preventive.  At 
first  ( 1896 ) when  this  was  used  by  the  British 
Army,  its  benefits  could  not  be  determined  for 
it  was  on  a voluntary  basis.  During  the  Boer 
War  (1899-1922)  of  over  57,000  soldiers  who 
contracted  typhoid,  more  than  8,000  died. 

In  the  United  States  Col.  F.  F.  Russell  in 
1911  made  typhoid  vaccination  compulsory  in 
the  Army  so  that  typhoid  fever  soon  was 


almost  vanquished.  Its  rate  per  thousand  had 
been  2.43  in  1910  and  fell  to  zero  in  1913. 

If  in  World  War  I the  rate  of  death  from 
typhoid  fever  had  been  the  same  as  in  the 
American  Civil  War,  over  51,000  would  have 
died  instead  of  only  227. 

DEATHS  FROM  TYPHOID  FEVER 
IN  SOUTH  CAROLINA 


1937-1938  110 

1947-1948  14 

1958- 1959  1 

1959- 1960  0 

1960- 1961  0 


Doctors  have  slowly  learned  that  as  a rule 
typhoid  fever  is  spread  by  food,  fingers  and 
flies.  Also  it  has  been  long  known  that  if  the 
water  and  milk  supply  of  a community  is  not 
contaminated  and  sanitation  is  satisfactory,  in 
the  absence  of  a case  of  typhoid  an  epidemic 
does  not  originate. 

Many  of  the  younger  doctors  who  have  not 
been  out  of  this  country  have  never  seen  a 
case  of  typhoid  fever.  This  is  one  disease  that, 
in  the  lifetime  of  many  of  us,  has  been  con- 
quered by  the  laboratory  and  in  the  field. 

R.  M.  Pollitzer,  M.  D. 


LETTER  TO  THE  EDITOR 

From  The  Chairman  of  Council 

Several  matters  will  be  before  the  federal  and 
state  legislatures  and  our  house  of  delegates  this  year 
with  which  all  physicians  in  our  society  should  be 
familiar.  I hope  our  county  medical  societies  will  take 
an  active  part  in  determining  medicine’s  policies  rela- 
tive to  these  matters. 

1.  There  is  before  the  U.  S.  Senate  the  Hart  bill. 
It  was  referred  to  the  Judiciary  committee  which  re- 
ferred it  to  a subcommittee  which  reported  it  back 
with  a majority  favorable  and  a minority  unfavorable 
report— the  Democrats  voting  in  favor  and  the 
Republicans  against.  The  bill  states  that  no  medical 
doctor  can,  among  other  things,  dispense  any  medi- 
cine, drug,  or  appliance  except  at  wholesale  cost 
except  one  unit  dose,  administered  under  the  physi- 
cian’s supervision  in  his  office.  There  are  perfectly 
sincere  and  well-informed  physicians  in  the  U.  S.  and 
in  South  Carolina  who  think  this  is  an  excellent  bill. 
Fine  for  violation  would  be  five-thousand  ($5,000.00) 
dollars  or  a year  in  jail,  or  less,  at  the  discretion  of 
the  federal  judge  hearing  the  accusation— without  a 
jury  trial.  Now  we  would  be  naive  if  we  did  not 
admit  there  are  some  few  instances  where  this  bill,  if 
enacted,  would  probably  do  much  good.  But  there 
are  probably  many  more  instances  where  it  would  be 
almost  fatal.  For  instance,  if  a physician  practices  in 
a town  that  has  no  drug  store  he  would  have  to  fur- 


nish medicine,  etc.,  at  wholesale  price.  An  ophthal- 
mologist practicing  where  there  was  not  a reliable 
optician  would  have  to  let  his  patient  go  to  an  un- 
reliable optician,  travel  to  another  town  for  his 
glasses,  patronize  a local  optometrist  ( who,  under  this 
bill,  could  charge  whatever  he  could  collect),  or  else 
do  the  impossible  and  furnish  the  glasses  himself  at 
wholesale  price.  If  one  dispenses  anything  at  all,  in 
reality,  he  does  so  at  a profit  or  goes  broke. 

The  entire  fatal  flaw  in  the  philosophy  of  this  bill, 
as  I see  it,  is  that  physicians,  whose  primary  motive  in 
entering  the  arduous  preparation  to  practice  medicine 
was  to  help  mankind  are  more  apt  to  cheat  their 
patients  than  are  other  people  ( opticians,  druggists, 
optometrists,  etc.,)  who  entered  their  business  with 
the  primary  motive  of  making  money. 

In  any  event,  I think  the  medical  profession  and 
the  other  professions  should  inform  themselves  about 
the  bill,  its  implications,  and  express  themselves.  (By 
a simple  amendment,  the  other  professions  could  be 
brought  under  the  bill.  That  way,  the  druggists  and 
others  might  have  to  dispense  wholesale,  too!) 

2.  As  to  the  Osteopathic  bill,  the  stated  opinion 
of  our  Association  is  that  if  the  osteopaths  are  as  well 
trained  as  are  the  medical  doctors  we  should  welcome 
them  as  fellow-practitioners.  If  they  aren’t,  we  should 
do  all  we  can  to  keep  them  out.  Their  ( usually 
private)  schools  must  submit  to  the  same  inspection 
to  which  the  medical  schools  are  submitted  and  they 
must  be  grade  A.  The  osteopaths  say  we  must  take 
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their  word  for  that,  that  they  have  their  own  schools 
inspected.  I can’t  buy  that.  Why  should  we  spend 
some  thirteen  million  dollars  ($13,000,000.00)  on  our 
medical  college  this  year,  keeping  it  grade  A,  and 
allow  other  people  to  come  practice  medicine,  under 
the  guise  of  osteopathy,  from  schools  about  which 
we  know  nothing.  The  schools  have  been  inspected  by 
medical  committees  more  than  once  and  never  found 
equal  to  a grade  A medical  school.  The  one  in  Cali- 
fornia was  inspected,  found  deficient,  upgraded,  and 
made  into  a medical  school  but  that  is  in  the  courts 
now. 

3.  I think  our  constitution  and  by-laws  will  be  con- 
sidered again  at  the  May  meeting  of  the  house  of 
delegates  with  a possible  recommendation  that  a 
councillor  be  elected  from  each  judicial  district.  I 
think  this  would  be  a mistake.  It  would  create  a coun- 
cil of  twenty-five  members  ( 15  judicial  circuit  mem- 
bers plus  the  various  officers  of  the  association  and 
the  President  of  Blue  Shield).  That  happens  to  be 
the  same  number  as  is  required  for  a quorum  for  our 
house  of  delegates.  It  is  too  big  a committee  to  be 
effective  and  a physician’s  membership  in  his  medical 
district  would  vary  from  year  to  year  as  the  judicial 
circuits  changed  ( not  long  ago  Georgetown  and 
Horry  counties  were  designated  a separate  judicial 
circuit.  Charleston  and  Berkeley  constitute  one). 
Continuity  of  membership  in  our  ( seventh ) medical 
district  has  resulted  in  a pride  of  membership  and  a 
joy  of  fellowship  that  is  invaluable.  I would  hate  to 
see  it  disrupted  without  good  reasons. 

By  the  way,  last  May  the  house  voted  that  each 
medical  district  elect  its  own  councillor  sixty  days 
before  the  annual  (May)  meeting.  We  have  elected 
ours,  the  very  active  Dr.  Mike  Holmes  of  Kingstree. 


There  are  two  other  medical  districts  who  will  have 
vacancies  next  May  and  the  districts  concerned  must 
elect  their  councillor  two  months  before  the  meeting 
next  May.  I don’t  think  this  amendment  should  have 
been  adopted  but  it  was.  at  the  instigation  of  members 
of  utmost  sincerity,  and  I could  of  course  be  entirely 
wrong.  Anyway,  that  is  the  law  now. 

4.  Finally,  there  have  been  many  complaints  that 
our  society  is  run  by  a small  bunch  of  entrenched 
hierarchy  members  and  that  the  younger  members  and 
members  from  smaller  counties  can  exert  very  little  in- 
fluence in  our  society.  Reflecting  on  the  matter,  I note 
that  over  half  of  our  membership  live  in  Columbia, 
Charleston,  Greenville,  and  Spartanburg  counties. 
Among  the  living  past-presidents,  a minority  live  in 
the  above  cities.  As  to  the  age  of  the  councillors, 
most  of  them  are  relatively  young  ( I think  of  Dr. 
Perry  of  Chesterfield,  Dr.  Booker  of  Walhalla,  Dr. 
Hope  of  Union,  Dr.  Thomas  of  Denmark  (South 
Carolina!),  Dr.  King  of  Batesburg,  etc.).  Too,  if  one 
looks  at  the  age  of  the  officers,  most  of  them  are 
rather  young. 

This  ‘letter’  is  long,  unavoidably  so.  The  matters 
are  important.  My  opinions  are  not  necessarily  cor- 
rect. But  let  us  all  ‘think  on  these  things’  and  go  to 
Myrtle  Beach  in  May  determined  to  sit  through  the 
meetings  of  the  house  of  delegates,  attend  the  refer- 
ence committees,  express  our  considered  opinions,  vote 
our  convictions,  then  go  home  resting  in  the  satis- 
factory knowledge  that  we  have  done  our  best  and 
pray  to  God  that  our  best  will  prove  sufficient. 

Thank  you  for  the  valuable  space  in  the  Journal. 

Sincerely, 

Norman  O.  Eaddy,  M.  D. 

Chairman  of  Council 


QUIDNUNC 


A recent  publication  designates  a certain  prominent 
Texas  surgeon  as  the  “Texas  Tornado  of  Medicine.”  It 
has  been  our  limited  observation  that  tornadoes  have 
a way  of  causing  much  death  and  destruction  in  their 
paths.  A more  complimentary  term  might  have  been 
selected. 


The  editor  encounters  this  admonition  in  a manu- 
script: “Examination  of  the  patient  should  be  made 
in  the  nude.”  Maybe  in  a nudist  camp. 


“But  the  book  was  too  readably  written  to  impress 
the  profession.”  —Brian  Inglis.  A History  of  Medicine. 

And  here  we  go  with  medicare,  looking  forward  to 
many,  many  ailments  previously  beyond  our  means. 
— Changing  Times 


As  a companion  to  the  term  snob  ( from  sine 
nobilitate),  we  suggest  the  word  “slnim”  (sine 
humilitate).  We  know  a few  physicians  to  whom  this 
might  be  applied. 


Travelling  in  a Pullman  with  a three-sided  mirror 
always  brings  us  to  wondering  who  those  two  other 
unshaven  and  disheveled  people  are  trying  to  crowd 
in  on  our  morning  ablutions. 


With  all  the  water  shortages,  it  might  be  well  to 
conjure  up  the  spirit  of  old  Sir  John  Harington,  that 
Renaissance  genius  who  produced  the  flush  toilet,  and 
ask  him  to  add  some  economical  improvement  to  a 
device  not  changed  essentially  since  his  time. 


March,  1966 


107 


in  diarrhea 

associated  with 

Gastroenteritis 

Spastic  bowel 

Influenza-like 

Infections 

Antibiotic 

administration 


normal  activity 


■ ■ 


Special  Supplement  to  March,  1966,  Journal 


THE  MEDICARE  LAW  - P.L.  89-97 
AN  ASSESSMENT  OF  ITS  PROFESSIONAL  IMPLICATIONS 

INDEX 

Preface  Page  2 

Section  1:  General  Considerations  ..  Page  2 

Section  11:  The  Medicare  Law  and  the  Practicing  Physician  Page  3 

Section  III.  Part  1-A— The  Program  of  Hospital  Insurance  Benefits Page  4 

The  M.D.  as  a Source  of  Medicare  Information  Page  4 

Expected  Utilization  of  Hospital-Type  Services  Page  5 

Admitting  and  Discharge  Procedures  Page  6 

( 1 ) Completion  of  Required  Forms  Page  6 

(a)  Privileged  Information  Page  6 

(b)  Time-Cost  Factors  Page  7 

The  Role  of  the  Utilization  Review  Committee  * Page  7 

The  Prescribing  of  Drugs  Page  9 

Section  IV.  Part  1-B— The  Supplementary  Voluntary  Insurance  Program  Page  10 

Section  V:  Title  XIX  of  Part  2— The  Expanded  Programs  of  Public  Assistance  Page  12 

Section  VI:  Summary  Page  13 

The  AMA  Principles  of  Medical  Ethics  Page  16 


Heprinted  from  the  Journal  of  the  Connecticut  State  Medical  Society.  November  1965.  with  permission  of  the 

editor. 


THE  MEDICARE  LAW  - P.L.  89-97 
AN  ASSESSMENT  OF  ITS  PROFESSIONAL  IMPLICATIONS 

Preface 


Prior  to  the  enactment  ol  the  Social  Security 
Amendments  of  1965,  which  embody  the  new  Medi- 
care Law,  the  position  of  American  medicine  on 
compulsory,  tax-supported  “social”  financing  of 
health  services  had,  of  necessity,  to  be  expressed  in 
more  or  less  hypothetical  terms;  i.e.,  if  this  legisla- 
tive proposal  or  that  were  to  be  passed,  its  effects 
on  the  patient-physician  relationships  and  the  qual- 
ity of  medical  care  would  probably  be  thus-and-so. 
Since  such  a revolutionary  scheme  had  never  been 
tried  out  in  the  United  States,  it  was  not  possible 
for  any  one  to  say  with  certainty  just  how  it  would 
work. 

Furthermore,  the  testimony  presented  by  spokes- 
men for  the  profession  to  committees  of  Congress 
on  a succession  of  “medicare”  bills  (Murray- 
YVagner-Dingell,  Forand,  King-Anderson,  and 
others)  was  heard  rather  exclusively  by  legislators— 
a very  limited  audience  at  best,  and,  as  each  of  the 
earlier  measures  failed  to  gain  widespread  support, 
the  views  of  organized  medicine  concerning  them 
were  buried  in  the  archives  where  records  of  this 
kind  are  filed  away  for  posterity. 

Consequently,  most  people  in  this  country— and, 
indeed,  most  of  their  doctors,  have  never  before 
had  to  come  to  grips  with  the  realities  of  massive 
intervention  of  Federal  government  in  the  field  of 
personal  health  services;  neither  patients  nor  physi- 
cians have  been  prompted  in  the  past  to  do  more 
than  speculate  in  the  abstract  as  to  what  major 
changes,  for  good  or  for  bad,  the  enactment  of  such 
a law  would  cause  in  the  traditionally  voluntary 
system  of  American  patient  care. 

Today,  however,  the  situation  has  been  drastical- 
ly altered.  Final  passage  of  the  Medicare  Law  has 
lowered  the  curtain  on  almost  twenty  years  of  de- 
bating the  “idea”  of  the  legislation.  The  long  de- 
bate has  been  ended,  and  now  attention  must  be 
turned  at  once  toward  putting  the  theories  of  social 
health  insurance  into  practice  in  our  nation— 
toward  the  drafting  of  a multitude  of  rules  and 
regulations  by  the  various  F'ederal  agencies  re- 
sponsible for  promulgating,  administering  and  con- 


trolling the  different  programs  provided  for  by  the 
Law,  and  toward  the  drafting  of  “livable”  positions 
of  accommodation  to  those  rules  and  regulations 
by  all  who  will  shortly  become  subject  to  their 
enforcement. 

In  this  new  climate  which  Congress  has  created, 
wherein  medical  practice  and  Federal  statutes 
have  been  made  inseparable  bedfellows,  the  long 
ignored  fundamental  issue  of  so-called  “socialized 
medicine”  has  finally  been  brought  into  sharp 
focus.  For  the  patient,  it  will  be  the  right— or  lack 
thereof— to  continue  to  exercise  freedom  of  choice 
in  arranging  for  his  personal  health  care.  For  the 
doctor,  it  will  be  the  right— or  lack  thereof— to  con- 
tinue to  exercise  freedom  of  judgment  in  making 
professional  decisions  of  vital  importance  to  those 
he  serves. 

The  Congress  took  neatly  two  decades  to  reach 
agreement  on  the  final  provisions  of  Medicare— a 
considerable  period  of  time.  But  the  basic  medical 
tenents  which  guide  and  discipline  today's  prac- 
titioner in  his  chosen  work  have  been  forged  dur- 
ing the  passage  of  several  centuries— a very  much 
longer  period  of  time.  The  former  are  as  yet 
theoretical  and  untested;  the  latter  have  withstood 
their  trial  by  fire,  over  and  over  again. 

In  this  current  atmosphere  of  radical  change  and 
widespread  uncertainty,  it  is  felt  that  the  responsi- 
bility of  medical  leadership  is  not  so  much  to  form- 
ulate new  rules  of  professional  conduct  for  physi- 
cians under  the  Medicare  statutes  of  1965,  as  it  is 
to  reaffirm  and  redefine  for  the  practitioner  those 
long-established  principles  which  have  carried 
American  medicine  to  its  present  high  level  of 
achievement,  and  to  assure,  to  the  greatest  degree 
possible,  that  those  principles  will  not  have  to  be 
abandoned  or  even  seriously  compromised  in  the 
critical  years  that  lie  ahead. 

It  is  in  the  spirit  of  attempting  to  discharge  this 
latter  responsibility  that  the  Connecticut  State 
Medical  Society  has  prepared  this  assessment  of  the 
professional  implications  of  Public  Law  89-97  for 
perusal  by  its  members. 


I.  GENERAL  CONSIDERATIONS 


By  an  act  of  the  89th  Congress,  commonly  called 
the  Medicare  Law,  the  Federal  government  has 
been  empowered  to  enter  into  contracts  with  prac- 
tically all  persons  age  65  and  older,  and  with  many 


persons  in  other  special  categories,  to  make  cost- 
controlled  payments  on  their  behalf  to  the  pro- 
viders of  certain  institutional  services  and  certain 
other  health  services,  all  such  contracts  to  be  sub- 
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ject  to  stringent  conditions  embodied  in  the  Law 
itself  and  to  additional  rules  and  regulations  which 
the  Law  authorizes  the  Secretary  of  Health,  Edu- 
cation and  Welfare  to  impose  immediately,  and 
from  “time  to  time”  thereafter, 
i It  is  emphasized,  and  should  be  recalled  fre- 
quently, that  none  of  the  Medicare  contracts  out- 
lined above  will,  in  any  literal  sense,  make  the  Fed- 
eral government  responsible  for  “paying  the  medi- 
cal bills”  of  these  millions  of  potential  beneficiaries. 
As  a matter  of  fact,  the  Law  clearly  stipulates  that 
the  providers  of  all  health  services  will  be  reim- 
bursed solely  on  the  basis  of  “reasonable  costs  or 
charges,”  and  that  the  standards  of  “reasonable- 
ness” will  be  set  by  the  Secretary  of  HEW  for  each 
category  of  providers. 

It  is  further  stressed,  now  and  for  future  refer- 
ence, that  the  primary  legal  parties  to  all  such  con- 
tracts are  actually  only  tzuo  in  number;  i.e.,  the 
Federal  government  and  the  persons  who  are  ruled 
eligible  to  receive  the  covered  services  at  taxpayers’ 
expense.  The  election  to  become  a legal  third  party 
to  any  type  of  Medicare  contract— in  particular,  by 
the  providers  of  health  services— is  ostensibly  en- 
tirely voluntary  under  P.L.  89-97. 

However,  once  such  a provider  has  applied  to  the 
Secretary  for  certification  to  furnish  services  and  be 
reimbursed  for  same,  and  has  been  so  certified,  it 


will  be  mandatory  for  the  provider  to  enter  into  a 
binding  legal  agreement  to  furnish  services  in  strict 
conformance  with  HEW  regulations  and  to  accept 
payments  on  the  basis  of  HEW  determinations  of 
“reasonable  costs  or  charges.”  While  under  con- 
tract, the  provider  will  be  expected  to  yield  to 
rulings  of  the  Secretary  whenever  questions  of 
Medicare’s  administration  arise,  since  the  authority 
vested  in  him  appears  to  be  both  all-inclusive  and 
final  in  these  matters. 

If  the  various  types  of  health  services  could  be 
pigeonholed,  so  as  to  make  each  type  a separate 
and  discrete  entity,  it  might  be  possible  for  one 
category  of  providers  to  enter  into  contracts  with 
HEW  without  involving  other  categories  of  pro- 
viders in  any  way.  Unfortunately,  this  possibility 
seems  unlikely  to  be  achieved.  For  example:  In 
order  for  a Medicare  patient  (under  contract)  to 
receive  hospital  services  at  government  expense, 
and  for  a hospital  (also  under  contract)  to  receive 
payment  for  services  rendered  to  that  patient,  it  is 
required  that  the  attending  physician  ( not  under 
contract)  be  asked  to  complete  and  file  one  or  more 
forms  certifying  to  the  “medical  necessity”  of  the 
patient’s  admission  to,  and  continued  stay  in,  the 
hospital.  The  professional  implications  of  some 
of  these  “cross-overs”  of  obligation  between  Medi- 
care contractors  and  non-contractors  will  be  evalu- 
ated further  on  in  this  assessment. 


II.  THE  MEDICARE  LAW  AND  THE  PRACTICING  PHYSICIAN 


Ever  since  President  Johnson  affixed  his  signa- 
ture to  the  Social  Security  Amendments  of  1965, 
a great  deal  of  discussion  has  been  engendered  in 
both  professional  and  public  circles  as  to  the 
“legality”  of  a physician’s  personal  decision  not  to 
lake  part,  or  to  take  only  a limited  part,  in  the 
several  types  of  health  benefits  programs  provided 
for  under  P.L.  89-97.  At  the  moment,  it  may  be 
said  that  much  of  this  discussion  is  rather  academic 
since  very  few  people  are  as  yet  competent  to  even 
interpret  the  meaning  of  the  major  provisions  of 
the  law,  let  alone  to  render  final  verdicts  as  to  their 
legal  implications. 

In  general,  however,  it  is  reasonably  safe  to  say 
that,  insofar  as  compulsory  or  involuntary  involve- 
ment of  the  doctor  of  medicine  is  concerned,  there 
appear  to  be  no  clearly  defined  provisions  of  the 
Law  that  will  directly  compel  the  private  practi- 
tioner to  depart  from  his  “usual  and  customary” 
methods  of  rendering  patient  care,  either  as  to 
diagnosis  and  treatment  or  as  to  making  charges 
for  his  services.  The  Law  seems  to  be  most  specific 
in  this  regard. 

In  precise  and  presumable  unmistakable  lan- 
guage, under  the  featured  heading  of  " Prohibition 


Against  Any  Federal  Interference,”  Title  XVIII, 
Section  1801,  declares:  ‘‘Nothing  in  this  title 

(Health  Insurance  for  the  Aged)  shall  be  con- 
strued to  authorize  any  Federal  officer  or  employee 
to  exercise  any  supervision  or  control  over  the  prac- 
tice of  medicine  or  the  manner  in  which  medical 
services  are  provided  . . 

From  a lay  (non-legal)  standpoint,  this  ap- 
parently unqualified  disclaimer  of  Federal  inter- 
ference in  the  practitioner’s  usual  and  customary 
medical  care  of  his  patients  seems  in  perfect  accord 
with  Section  6 of  the  AMA  Principles  of  Medical 
Ethics,  which  reads: 

“A  physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  inter- 
fere with  or  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  cause 
a deterioration  of  the  quality  of  medical  care.” 

In  the  light  of  such  evident  harmony  between 
the  intent  of  Congress  and  the  intent  of  this  ethical 
principle,  it  appears  unwarranted  to  so  much  as 
speculate  that  the  Secretary  of  HEW  would  ever 
try  to  impose,  or  that  a physician  would  ever  be 
asked  to  comply  with,  any  rule  or  regulation  of 
Medicare  which  might  tend  to  violate  the  spirit  of 
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either.  In  Section  1801,  the  government  has  plainly 
certified  the  ingredients  of  the  Medicare  “pudding” 
to  be  pure  and  entirely  safe  for  the  doctor’s  con- 
sumption. It  is  unthinkable  that  the  “eating” 
might  furnish  proof  to  the  contrary. 

Hence,  if  this  new  Law  means  what  it  says  and 
is  promulgated  completely  within  that  meaning,  it 
is  difficult  to  conceive  that  the  doctor  who  practices 
competent  and  ethical  medicine  could  ever  be 
found  to  be  acting  “illegally”  with  respect  to  P.L. 
89-97  or  any  other  statutes.  Further,  it  is  hard  to 
imagine  why  it  would  be  necessary  for  such  a 
physician  to  change  his  usual  and  customary  meth- 
ods of  practice  when  treating  Medicare  cases,  un- 
less he  elects  to  contract  with  the  Department  of 
HEW  or  one  of  its  fiscal  agents  to  do  so. 

The  foregoing  is  intended  to  inform  the  doctor  of 
medicine  concerning  the  legal  implications  of 
Medicare  (insofar  as  they  are  now  understood)  as 
it  appears  they  may  apply  to  him  personally  in  his 
practice.  However,  it  is  expected  that  for  every 
basic  provision  of  P.L.  89-97  there  will  be  estab- 
lished a host  of  regulations  with  which  to  promul- 
gate it,  and  nothing  in  this  assessment  is  meant  to 


suggest  that  these  myriad  regulations  may  not  “rub 
off”  on  him  to  some  extent  in  their  over-all  enforce- 
ment. 

It  must  be  kept  in  mind  that  the  practitioner 
frequently  renders  patient  care  in  concert  with 
other  providers  of  health  services,  such  as  hospitals, 
convalescent  facilities  and  home  treatment  agencies. 
As  reported  (Section  I)  previously,  the  Law  states 
that  providers  like  these  must  enter  into  agree- 
ments with  HEW  in  order  to  qualify  to  receive 
Medicare  payments,  and  that,  in  so  doing,  they 
must  also  agree  to  furnish  services  in  conformance 
with  regulations.  It  is  in  those  areas  of  what  have 
already  been  referred  to  as  “cross-overs”  of  obliga- 
tion between  Medicare  contractors  and  non-con- 
tractors  that  the  physician  may  find  himself  con- 
fronted with  situations  in  which  indirect  bureau- 
cratic pressure  may  be  brought  to  bear  on  him  to 
alter  or  even  completely  change  his  medical  judg- 
ments when  Medicare  cases  are  involved.  The  prin- 
cipal source  of  such  pressures  will  probably  be 
Title  XVIII,  Part  1-A— ' “Hospital  Insurance  Bene- 
fits for  the  Aged.”  Some  of  these  potential  prob- 
lems will  be  considered  at  length  in  the  section  that 
follows. 


III.  PART  1-A— THE  PROGRAM  OF  HOSPITAL  INSURANCE  BENEFITS 


Part  1-A  of  Title  XVIII  provides  a program  of 
benefits  for  inhospital  services  (effective  July,  1966), 
outpatient  hospital  diagnostic  services  (effective 
July,  1966) , post-hospital  home  care  services  (effec- 
tive July,  1966),  and  extended  care  services  in  ap- 
proved convalescent  facilities  (effective  January, 
1967) . As  has  been  pointed  out  earlier,  the  govern- 
ment will  make  cost-controlled  “payments”  to  certi- 
fied providers  of  such  services,  rather  than  “pay  the 
bills”  of  same,  but  there  can  be  no  doubt  that  Part 
1-A  provisions  will  relieve  some  15-20  million  per- 
sons age  65  and  older  of  much  of  the  responsibility 
of  meeting  incurred  expenses  for  these  services  out 
of  personal  or  voluntary  insurance  resources.  Since 
no  “means  test”  is  to  be  applied  under  this  part  of 
the  Law,  wealthy  and  poor  will  benefit  alike,  and 
all  will  be  subject  to  the  same  rules  and  regulations 
that  the  Secretary  of  HEW  eventually  lays  down 
for  administration  of  the  plans. 

Part  1-A  contracts  will  authorize  no  payments 
to  be  made  to  the  Medicare  patient’s  attending 
physician  for  services  rendered  in  any  of  the  institu- 
tions or  home  care  agencies  under  contract  to 
HEW.  Unless  the  Law  is  amended  before  its  im- 
plementation in  1966,  or  unless  subsequently  im- 
posed regulations  permit  some  looseness  in  the 
Law’s  interpretation,  this  exclusion  will  apply  with 
equal  stringency  to  the  so-called  “hospital  based” 
specialties;  i.e.,  pathology,  radiology,  anesthesi- 


ology and  physiatry.  The  AMA  has  supported,  and 
will  continue  to  support  (see  Appendix  A,  Page  15), 
the  positions  in  this  regard  adopted  by  the  national 
boards  and  colleges  of  these  groups  of  practitioners; 
i.e.,  that  such  services  are  medical  services— not 
hospital  services,  and  that  patients  should  be  billed 
for  same  by  the  physicians  rendering  them.  On  that 
account,  it  is  not  the  purpose  of  this  assessment  to 
furnish  members  of  the  Society  with  definitive  in- 
formation about  the  probable  scope  and  duration 
of  institutional  coverage,  the  beneficiaries  will  be 
given  under  Part  1-A. 

It  is  expected  that  such  details,  when  finally 
drawn  up  by  the  Secretary  et  al,  will  become  avail- 
able to  the  public  and  the  profession  from  official 
government  sources.  Parenthetically,  it  may  be  said 
that  Medicare  “facts  and  figures”  obtained  from 
other  sources  (especially  from  commercial  ones 
which  are  being  rushed  into  print)  may  be  so 
oversimplified  as  to  be  misleading. 

The  M.D.  As  A Source  Of  Medicare  Information 

At  the  present  time,  the  Department  of  Health, 
Education  and  Welfare,  the  Social  Security  Admin- 
istration, the  U.  S.  Public  Health  Service  and  other 
involved  Federal  agencies  are  said  to  be  experienc- 
ing nightmares  of  confusion  in  trying  to  come  up 
quickly  with  literally  thousands  upon  thousands  of 
Medicare  regulations  which  will  not  contradict 
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each  other  or  be  reduplicative  in  their  application 
to  the  various  programs  to  be  made  operational 
under  the  Law.  Hence,  for  the  moment,  P.L.  89-97 
must  be  looked  upon  only  as  broad  “enabling 
legislation”  which,  in  itself,  is  not  suitable  for  any 
but  experts  to  interpret.  For  this  reason,  it  would 
be  most  unwise  for  the  Society  to  try  to  furnish  its 
members  with  specific  analyses  of  the  Law  now,  or 
until  all  the  facts  have  been  made  known. 

For  the  same  reason,  it  would  seem  equally  un- 
wise for  the  physician  to  attempt  to  advise  his 
elderly  patients  in  these  matters,  especially  in  re- 
gard to  their  possible  entitlement  to  benefits  under 
its  various  parts  and  the  specific  nature  of  such 
benefits.  Unless  the  doctor  himself  fully  under- 
stands every  section  and  subsection  of  the  Law,  his 
advisements  will  more  likely  misinform  patients 
than  enlighten  them. 

As  a case  in  point,  the  practitioner  might  ven- 
ture a guess  as  to  what  he  would  offer  as  a mean- 
ingful interpretation  of  the  following: 

“Section  1814  (a)— Except  as  provided  in  subsec- 
tion (d) , payment  for  services  furnished  an  in- 
dividual may  be  made  only  to  providers  of 
services  which  are  eligible  therefor  under  sec- 
tion 1866  and  only  if  —(1)  written  request, 
signed  by  such  individual  except  in  cases  in 
which  the  Secretary  finds  it  impractical  for  the 
individual  to  do  so,  is  filed  for  such  payment  in 
such  form,  in  such  manner,  within  such  time, 
and  by  such  person  or  persons  as  the  Secretary 
by  regulation  may  prescribe;  . . 

Since  in  this  and  almost  every  other  section  of 
the  Law  the  Secretary  is  authorized  to  impose  regu- 
lations, and  since  no  clearcut  definition  is  given  as 
to  what  the  “Secretary  may  by  regulation  prescribe” 
or  may  change  “from  time  to  time,”  most  physi- 
cians may  well  conclude  that  it  would  be  greatly 
to  their  patients’  advantage  for  them  to  suggest 
that  the  answers  to  all  questions  on  Medicare  be 
sought  directly  from  the  Social  Security  office  ad- 
ministering the  Law  at  local  level.  HEW  and  other 
involved  Federal  agencies  are  reported  to  be  hiring 
tens  of  thousands  of  additional  employees  for  this 
•I purpose,  and  they  will  probably  be  trained  to  try 
to  answer  such  questions  in  language  the  average 
person  can  understand.  Those  who  have  read 
through  P.L.  89-97  can  appreciate  that  the  task  of 
these  clerks  will  not  be  an  easy  one. 

Expected  Utilization  Of  Hospital-Type 
Services 

Most  hospital  administrators,  convalescent  facil- 
ity operators,  and  other  experts  in  institutional 
care  are  predicting  that  when  Part  1-A  benefits  be- 
come available  in  July,  1966  and  thereafter,  the 
demand  for  admission  to  hospitals  and  related 


facilities  will  immediately  increase  20-35  per  cent 
due  to  an  influx  of  patients  age  65  and  older.  Un- 
doubtedly some  of  these  admissions  will  be  justi- 
fiable on  the  basis  of  medical  need— a need  previ- 
ously unmet  because  of  financial  inadequacy  to 
pay  the  bills.  It  is  anticipated,  however,  that  such 
cases  will  constitute  a minority;  i.e.,  a National 
Blue  Cross  vice-president  recently  told  the  House 
Committee  on  Ways  and  Means  that  his  organiza- 
tion was  “unaware  of  the  existence  of  any  appreci- 
able segment  of  the  over-65  population  that  has 
been  going  without  essential  hospital  treatment.” 

On  the  other  hand,  say  the  experts,  vast  numbers 
of  older  people  are  expected  to  seek  admission  to 
hospitals  and  nursing  homes  on  the  grounds  that 
they  have  become  entitled  to  such  services  “as  a 
matter  of  right”— a promotional  phrase  used  over 
and  over  again  in  recent  years  by  the  advocates  of 
Medicare  legislation.  Hence,  many  aged  persons 
whose  only  need  is  for  custodial  care  ( not  covered 
at  all  under  P.L.  89-97)  are  likely  to  put  pressure 
on  physicians  to  issue  them  certificates  of  “medical 
necessity,”  without  which,  by  HEW  regulations, 
hospitals  and  similar  institutions  cannot  admit 
them,  or,  once  admitted,  allow  them  to  remain  as 
inpatients  beyond  certain  stipulated  limits. 

Should  these  educated  predictions  prove  to  be 
well-founded,  the  private  practitioner  of  medicine 
may  well  find  himself  cast  in  the  role  of  “police- 
man” for  the  Hospital  Insurance  Benefits  program 
—a  role  he  may  be  most  reluctant  to  assume,  and 
one  which  is  surely  not  assigned  to  him  by  any 
provision  of  the  Law.  Under  such  circumstances, 
adherence  to  usual  and  customary  methods  of  ad- 
mitting and  discharging  Medicare  patients  may  be 
made  extremely  difficult  for  him. 

On  the  one  hand,  if  his  medical  judgment  in  this 
regard  happens  not  to  be  pleasing  to  an  older 
patient  or  a relative  of  same,  he  may  become  a 
target  for  criticism  and  animosity.  It  is  not  beyond 
the  realm  of  possibility  that  such  displeased  per- 
sons might  even  try  to  “make  trouble”  for  him  if 
he  does  not  yield  to  their  demands,  perhaps  at- 
tempting to  discredit  his  medical  judgment  by 
“shopping  around”  among  his  colleagues  for  a 
contrary  opinion  or  seeking  to  hold  him  responsi- 
ble for  unrelated  complications  which  developed 
at  some  later  time. 

On  the  other  hand,  he  will  not  really  solve  any- 
thing by  “letting  down  the  bars”  in  this  matter 
and,  to  conserve  his  time,  accede  willy-nilly  to  the 
desire  of  the  patient  (a  practice  resorted  to,  in 
desperation,  by  many  doctors  working  under  social- 
ized medicine  in  Great  Britain  and  elsewhere.) 
Since  each  institution  under  contract  to  HEW  will 
have  a “utilization  review  committee”  to  check  on 
the  medical  necessity  of  every  admission,  it  is 
doubtful  that  such  a liberal  policy  would  go  un- 
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noticed  for  very  long  or  that,  when  detected,  its 
further  pursuit  could  not  place  the  physician’s  staff 
privileges  in  some  degree  of  jeopardy.  To  the  ex- 
tent that  Medicare  regulations  imposed  by  the 
Secretary  on  all  contracting  institutions  become 
embodied  in  the  “rules  of  the  staff”  of  an  institu- 
tion, to  the  same  extent  the  physician  will  prob- 
ably be  held  responsible  to  comply  with  them  in 
full.  Any  claim  that  he,  himself,  is  not  under  con- 
tract to  HEW  may  be  looked  upon  by  the  institu- 
tion’s administration  as  rather  academic  and,  in 
any  event,  irrelevant.  It  would  therefore  appear 
that  the  proposed  relationship  between  HEW  rules 
for  controlling  utilization  (costs)  and  existing  staff 
rules  governing  professional  conduct  recommends 
itself  as  a subject  for  careful  study  by  the  joint  con- 
ference committee  of  the  staff  and  the  board  of 
directors  of  each  institution  that  intends  to  partici- 
pate in  the  programs  under  Part  1-A. 

It  almost  goes  without  saying  that  the  primary 
objective  of  the  physician  will  be  to  continue  to  do 
what  is  best  and  proper  for  his  patients,  but  it  may 
be  found  that  good  intentions  alone  will  not  suf- 
fice in  the  new  medical  environment  created  by 
P.L.  89-97.  Those  who  have  become  accustomed  to 
the  simplicity  of  admitting  and  discharging  pa- 
tients covered  by  Blue  Cross  and  other  voluntary 
plans  may  find  themselves  caught  on  the  horns  of 
a dilemma  in  trying  to  deal  satisfactorily  with  some 
of  the  potential  problems  just  described.  Certainly 
the  physician  should  not  be  expected  to  waste  valu- 
able time  debating  “medical  necessity”  vs.  “matter 
of  right”  when  an  older  patient  or  relative  seeks 
his  certification  for  admission  to,  or  prolonged  stay 
in,  an  institution.  Neither  should  he  be  expected 
to  risk  damage  to  his  professional  reputation  in  the 
community  by  being  unduly  firm  in  judgments  of 
this  kind  or  in  the  hospital  by  being  too  lax  in 
them. 

Probably  only  first-hand  experience  with  these 
regulations  of  Medicare  will  enable  the  practitioner 
to  develop  workable  guides  for  complying  with 
them  in  an  ethical  manner.  However,  at  least  one 
possible  “rule-of-thumb”  may  warrant  careful  prior 
consideration  by  each  member  of  the  Society;  i.e., 
should  the  patient  question  the  validity  of  his 
judgment  concerning  the  “medical  necessity”  for 
a primary  admission,  it  would  appear  to  be  both 
legal  and  ethical  for  him  to  insist  that  prompt  con- 
sultation be  held  with  another  qualified  physician 
who  is  on  the  staff  of  the  institution  involved.  It 
is  often  claimed  that  “two  heads  are  better  than 
one,”  and,  if  this  be  so,  such  consultation  might 
do  a great  deal  to  protect  the  interests  of  all  con- 
cerned. The  question  of  prolonged  stay  will  be 
taken  up  under  “The  Role  of  the  Utilization  Re- 
view Committee”  (see  Page  6) . 


Admitting  And  Discharge  Procedures 

As  has  been  stated  previously,  and  exemplified 
at  some  length  in  the  immediately  foregoing  sec- 
tion, certain  provisions  of  the  Hospital  Insurance 
Benefits  program  may  indirectly  present  problems 
to  the  private  practitioner  in  his  management  of  a 
Medicare  case.  These  may  vary  in  significance  from 
the  mere  mechanical  (but  often  expensive)  drudg- 
ery of  filling  out  numerous  government  forms,  to 
the  far  more  weighty  ones  raised  by  his  being  asked 
to  yield  in  his  professional  judgments  to  cost- 
oriented  regulations  which  seem  destined  to  be- 
come integral  parts  of  the  binding  agreements  into 
which  institutions  must  enter  with  the  Secretary  of 
HEW.  In  the  discussion  of  several  of  these  matters 
which  follows,  it  is  well  to  stress  again  that  inhospi- 
tal services  of  the  attending  physician  are  not 
covered  for  payment  under  Part  1-A  and,  therefore, 
that  none  of  the  required  forms  and  certificates  he 
will  be  asked  to  complete  are  for  his  benefit  in  any 
way. 

(1)  Completion  of  Required  Forms:  Section 
1814(a)  reads: 

“Except  as  provided  in  subsection  (d) , payment 
for  services  furnished  an  individual  may  be  made 
only  to  providers  of  services  eligible  therefor  under 
section  1866  and  only  if  . . . (2)  a physician  certi- 
fies (and  recertifies,  where  such  services  are  fur- 
nished over  a period  of  time,  in  such  cases,  with 
such  frequency,  and  accompanied  by  such  support- 
ing material,  appropriate  to  the  case  involved,  as 
may  be  provided  by  regulations,  except  that  the 
first  of  such  recertifications  shall  be  required  in 
each  case  of  inhospital  care  not  later  than  the  20th 
day  of  such  period) .” 

From  the  wording  of  this  section  (and  other 
similar  sections  applying  to  extended-care  facilities 
and  home-care  agencies) , it  can  be  deduced  that  the 
Medicare  patient’s  attending  physician  will  be 
asked  to  complete  and  file  a substantial  number  of 
forms  if  the  patient  is  to  receive  authorized  services 
and  if  the  institution  is  to  be  paid  for  furnishing 
same.  At  this  writing,  the  simplicity  or  complexity 
of  the  forms  which  will  be  issued  for  such  certifica- 
tion and  recertification  purposes  is  not  known,  nor 
are  the  details  of  what  is  meant  by  “supporting 
material.”  It  seems  evident,  however,  that  one  or 
more  of  the  following  considerations  may  present 
themselves  to  the  practitioner  in  completing  and 
filing  these  documents: 

(a)  Privileged  Information:  In  completing  docu- 
ments such  as  applications  for  life  insurance,  the 
physician  is  often  asked  to  divulge  privileged  in- 
formation concerning  his  patient’s  past  and  present 
health  status,  and  he  complies  with  such  requests 
only  when  they  are  accompanied  by  written 
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authorization  from  the  patient  for  him  to  do  so. 
By  obtaining  prior  authorization,  his  compliance 
is  not  out  of  keeping  with  the  intent  of  Section  9 
of  the  AMA  Principles  of  Medical  Ethics,  which 
reads: 

“A  physician  may  not  reveal  the  confidences  en- 
trusted to  him  in  the  course  of  medical  attendance, 
or  the  deficiencies  he  may  observe  in  the  character 
of  patients,  unless  he  is  required  to  do  so  by  law 
or  unless  it  becomes  necessary  in  order  to  protect 
the  welfare  of  the  individual  or  of  the  community.” 

As  far  as  is  known,  the  pertinent  provisions  of 
P.L.  89-97  are  not  intended  to  encompass  the  mean- 
ing of  either  of  the  exceptions  (“law”  and  “wel- 
fare”) stipulated  in  Section  9 of  the  Principles. 
Hence,  in  completing  Medicare  forms,  it  would 
seem  advisable  for  the  practitioner  to  continue  his 
usual  and  customary  procedure  in  this  regard;  i.e., 
if  the  forms  ask  him  to  divulge  privileged  informa- 
tion, he  comply  only  after  obtaining  written  con- 
sent of  the  patient  to  do  so. 

(b)  Time-Cost  Factors:  Should  the  forms  pro- 
vided for  certification  and  recertification  purposes 
under  Section  1814  (a)  of  Part  1-A  prove  to  be 
brief  and  simple,  requiring  only  a few  moments  of 
the  physician’s  time  to  complete,  it  is  doubtful  that 
he  would  wish  to  assess  any  charge  for  this  service. 
From  past  experience  with  government-operated 
programs,  however,  it  is  equally  doubtful  that  these 
forms  will  be  of  a succinct  nature. 

If  the  forms  prove  to  be  lengthy  and/or  complex, 
it  seems  inevitable  that  either  the  physician  or  his 
office  personnel  or  both  will  be  called  upon  to 
spend  a good  deal  of  time  and  effort  to  complete 
the  required  documents,  particularly  with  refer- 
ence to  the  “recertification”  and  “supporting  mate- 
rial” regulations.  In  such  event,  and  the  practi- 
tioner is  considering  whether  to  assess  or  not  to 
assess  a charge  for  this  demand  upon  his  time  and 
person,  he  may  choose  to  be  guided  by  a relevant 
policy  of  the  Connecticut  State  Medical  Society 
(Appendix  B,  Page  17)  which  reads: 

“The  physician  shall  be  responsible  for  complet- 
ing for  the  patient  such  reasonable  claim  forms  as 
may  be  required  by  third  party  agencies,  and  for 
preparing  and  furnishing,  at  appropriate  cost,  such 
other  statements  or  certificates  concerning  the  pa- 
tient’s health  status  as  may  be  requested  by  the 
patient  or  by  persons  or  agencies  authorized  by  the 
patient  to  obtain  such  documents  from  the  physi- 
cian.” 

The  Medicare  Law,  as  written,  does  not  appear 
to  include  payment  for  this  service  of  the  attending 
physician  under  the  provisions  of  Part  1-A.  Neither 
does  the  Law  indicate  on  whose  behalf  the  physi- 
cian will  be  performing  the  service;  i.e.,  for  the 
patient,  for  the  institution,  or  for  the  Secretary  of 


HEW.  In  the  absence  of  direction  from  P.L.  89-97 
in  this  regard,  and  unless  some  future  regulation 
affords  clarification,  the  practitioner  may  find  suit- 
able guidance  in  this  matter  by  referring  to  an- 
other policy  of  the  Society  (Appendix  B,  Page  17) 
which  reads: 

“The  patient  (or  his  legal  relative  or  guardian) 
shall  be  responsible  for  payment  of  the  physician’s 
fee.” 

Under  Part  1-A,  the  Law  clearly  establishes 
precedents  for  placing  responsibility  on  the  pa- 
tient to  pay  for  services  which  are  over  and  above 
those  for  which  the  government  will  assume  finan- 
cial liability.  For  example:  The  patient  must  pay 
$40  out-of-pocket  (or  from  other  sources)  for  each 
“spell  of  illness”  which  requires  up  to  sixty  days 
of  inpatient  hospital  care,  and  an  additional  $10 
per  day  for  further  hospitalization  from  the  sixty- 
first  day  on  through  the  total  of  ninety  days  which 
are  allowable.  The  hospital  is  authorized  to  collect 
these  amounts  directly  from  the  patient  or  his 
agent.  This  “direct  charge”  provision  also  applies 
to  convalescent  facilities  and  to  certain  other  pro- 
viders of  services. 

Therefore,  while  not  so  stated  in  the  Law,  it 
would  appear  that  the  physician  would  be  acting 
both  legally  and  ethically  if  he  followed  a similar 
direct  billing  procedure  with  respect  to  his  charges 
for  completing  forms  and  certificates  which  he  con- 
siders to  exceed  “reasonable”  limits.  It  is  expected 
that,  in  assessing  charges  for  this  type  of  service, 
most  physicians  would  follow  their  usual  and  cus- 
tomary practice  of  modifying  their  fee  to  accommo- 
date the  patient  in  reduced  circumstances  or  even 
waive  such  fee  if  the  situation  warrants.  It  is  perti- 
nent to  recall,  however,  that  entitlement  to  “free” 
benefits  under  Medicare  is  not  based  on  income  or 
ability  to  pay,  but  on  age— 65  years  and  older. 
Hence,  Medicare  entitlement  and  medical  in- 
digency are  not  necessarily  at  all  synonymous  in 
this  context. 

Should  such  a billing  be  questioned,  the  physi- 
cian may  wish  to  suggest  that  the  patient  or  a 
legal  relative  or  guardian  seek  resolution  of  the 
question  from  the  local  Social  Security  office.  He 
might  also  wish  to  suggest  that  his  county  medical 
association  be  asked  to  rule  on  the  propriety  of  his 
charge. 

The  Role  Of  The  Utilization  Review  Committee 

Under  the  Law,  as  enacted,  it  will  be  required 
that  each  hospital  and  convalescent  facility  under 
contract  to  the  Department  of  HEW  have  a “util- 
ization review  committee."  The  ostensible  purpose 
of  this  committee  will  be  to  promote  “the  most 
efficient  use  of  available  health  facilities  and  serv- 
ices,” a purpose  which  almost  anyone  would  look 
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upon  as  commendable.  However,  it  seems  clear  that 
this  committee  will  also  serve  as  an  indirect  agent 
of  the  Secretary  and  be  empowered  to  enforce  his 
rules  and  regulations  with  respect  to  the  admis- 
sion, discharge  and  transfer  of  Medicare  patients 
to  and  between  hospitals  and  extended-care  facil- 
ities, and,  as  well,  to  rule  on  the  “medical  neces- 
sity” of  all  treatment  prescribed  by  the  patients’ 
attending  physicians. 

The  Law  provides  that  such  a committee  may  be 
“either  (A)  a staff  committee  of  the  institution 
composed  of  two  or  more  physicians,  with  or  with- 
out the  participation  of  other  professional  person- 
nel, or  (B)  a group  outside  the  institution  which 
is  similarly  composed  and  (i)  which  is  established 
by  the  local  medical  society  and  some  or  all  of  the 
hospitals  and  extended-care  facilities  in  the  local- 
ity, or  (ii)  if  (and  for  so  long  as)  there  has  not 
been  established  such  a group  which  serves  such 
institutions,  which  is  established  in  such  other 
manner  as  may  be  approved  by  the  secretary.” 

As  defined  by  statute,  three  duties  of  the  utiliza- 
tion review  committee  are  as  follows: 

“.  . . review,  on  a sample  or  other  basis,  of  ad- 
missions to  the  institution,  the  duration  of  stays 
therein,  and  the  professional  services  (including 
drugs  and  biologicals)  furnished  (A)  with  respect 
to  the  medical  necessity  of  the  services,  and  (B) 
for  the  purpose  of  promoting  the  most  efficient  use 
of  available  health  facilities  and  services”;  and 
“.  . . review,  in  each  case  of  inpatient  hospital 
services  or  extended-care  services  furnished  to  such 
an  (eligible)  individual  during  a continuous 
period  of  extended  duration,  as  of  such  days  of 
such  period  (which  may  differ  for  different  classes 
of  cases)  as  may  be  specified  in  regulations,  with 
such  review  to  be  made  as  promptly  as  possible, 
after  each  day  so  specified,  and  in  no  event  later 
than  one  week  following  such  day”;  and 

“.  . . (make)  prompt  notification  to  the  institu- 
tion, the  individual,  and  his  attending  physician 
of  any  finding  (made  after  opportunity  for  consul- 
tation to  such  attending  physician)  by  the  physi- 
cian members  of  the  committee  or  group  that  any 
further  stay  in  the  institution  is  not  medically 
necessary.” 

In  normal  practice,  such  decisions  as  admitting 
and  discharging  patients  and  prescribing  courses 
of  treatment  for  them  are  left  to  the  medical  judg- 
ment of  the  attending  doctor.  Although  most  hospi- 
tals already  have  utilization  committees,  they  pres- 
ently operate  intramurally  as  a function  of  the 
medical  staff  and  are  not  subject  to  control  by 
agencies  outside  the  institution.  Further,  their  con- 
cern is  solely  with  the  proper  utilization  of  insti- 
tutional facilities  by  members  of  the  staff;  not  with 
the  medical  management  of  their  private  patients. 


In  the  latter  area,  the  quality  of  care  being  ren- 
dered in  the  hospital  by  staff  physicians  is  con- 
tinuously being  evaluated  by  other  appointed 
agents  of  the  staff;  i.e.,  by  surgical  audit  commit- 
tees, morbidity  and  mortality  committees,  tissue 
committees,  and  the  like.  A high  quality  of  care  is 
also  fostered  by  department  heads  through  rules 
such  as  mandatory  consultation  with  qualified 
physicians  in  complicated  or  unusual  cases. 

The  language  of  P.L.  89-97  strongly  suggests  that 
the  utilization  review  committees  called  for  under 
the  provisions  of  the  Hospital  Insurance  Benefits 
program  will  differ  substantially  and  in  several 
ways  from  those  with  which  most  practitioners  are 
now  familiar.  In  the  first  place,  the  committee  will 
review  “each  (Medicare)  case,”  in  the  manner  and 
at  the  times  that  regulations  will  specify,  as  to  the 
“medical  necessity”  of  the  admission  itself  and  the 
need  for  “any  further  stay”  in  the  institution.  In 
the  second  place,  the  committee  will  pass  similar 
judgments  on  the  necessity  of  the  hospital-type 
services  which  are  prescribed  by  the  attending  doc- 
tor. And  finally,  it  may  be  placed  under  greater 
primary  obligation  to  comply  with  the  cost- 
oriented  rules  laid  down  by  HEW  than  to  further 
the  medical  interests  of  the  patient. 

The  language  of  the  Law  also  strongly  suggests 
that  should  there  be  a difference  between  the 
judgment  of  the  physician  members  of  the  commit- 
tee and  that  of  the  attending  physician  (whether 
opportunity  for  consultation  with  him  has  been 
consummated  or  not) , the  judgment  of  the  commit- 
tee members  will  prevail. 

Should  such  a difference  of  medical  opinion 
occur,  irrespective  of  whether  the  difference  in- 
volves admission,  discharge,  transfer,  treatment,  or 
some  other  important  aspect  of  patient  care,  it 
seems  likely  that  grave  ethical  questions  might  be 
raised.  On  the  one  hand,  the  attending  doctor 
could  be  under  pressure  to  yield  in  his  judgment 
to  rules  imposed  by  HEW.  On  the  other,  he  would 
also  be  expected  to  continue  to  assume  full  profes- 
sional responsibility  for  the  management  of  the 
case.  Assessed  by  existing  standards,  such  a position 
would  be  considered  ethically  untenable. 

To  assist  members  of  the  Society  in  resolving 
questions  of  this  type  in  a medically  acceptable 
manner,  it  is  suggested  that  they  review  again  and 
be  guided  by  Section  6 of  the  AMA  Principles  of 
Medical  Ethics  (see  Page  21),  The  harmony  be- 
tween this  principle  and  the  government’s  pledge 
of  absolute  non-interference  with  practice  (see 
Page  2)  has  been  pointed  out  previously. 

However,  should  the  physician  be  subjected  to 
administrative  pressure  to  comply  with  HEW  regu- 
lations and  be  prevailed  upon  to  yield  in  his  judg- 
ment to  those  regulations,  it  is  strongly  suggested 
that  he  do  so  only  after  obtaining  from  the  chair- 
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man  of  the  utilization  review  committee  a written 
statement  transferring  from  himself  to  the  commit- 
tee full  responsibility  for  any  and  all  deleterious 
effects  the  patient  may  suffer  as  a consequence  of 
the  committee’s  ruling  that  the  treatment  he  felt 
to  be  appropriate  was  not  “medically  necessary.” 
A copy  of  the  signed  statement  could  then  be  made 
a permanent  part  of  the  patient’s  hospital  record, 
accompanied  by  a written  statement  of  the  attend- 
ing doctor’s  contrary  opinion.  Should  the  chairman 
decline  to  furnish  the  statement  requested,  it  would 
seem  wise  to  make  detailed  note  of  same  on  the 
chart. 

Such  a policy  of  insistence  on  “rendering  unto 
Caesar  that  which  is  Caesar’s”  should  prove  to  be 
unassailable,  both  legally  and  ethically.  It  is  true, 
of  course,  that  notification  by  the  committee  that 
no  further  stay  in  the  institution  is  necessary  does 
not  actually  mean  that  the  patient  will  be  com- 
pelled to  leave.  It  is  assumed  that  it  will  mean  only 
that  the  government  has  been  relieved  of  all  re- 
sponsibility to  pay  for  his  care  any  longer;  i.e.,  he 
will  have  been  put  “on  his  own.”  If  his  doctor 
writes  a “stay”  order  and  the  patient  can  afford  to 
do  so,  it  is  possible  he  may  be  allowed  to  receive 
further  inpatient  treatment.  If  he  cannot  afford  it, 
or  refuses  to  pay  “as  a matter  of  right,”  it  is  not 
known  what  the  consequences  may  be. 

In  any  event,  this  problem  for  the  patient  will 
not  have  been  created  by  his  attending  physician 
but  by  the  provisions  of  the  Law,  and  it  is  cer- 
tainly not  the  responsibility  of  the  practitioner  to 
furnish  a solution.  Perhaps  the  institution’s  admin- 
istrator or  social  workers  could  be  of  assistance  to 
the  patient  in  such  cases  (which  will  probably  be 
quite  rare)  or,  in  extreme  situations,  perhaps  only 
an  attorney  will  be  able  to  clear  up  the  confusion. 

It  is  said  that  the  shoemaker  should  stick  to  his 
last.  In  dealing  with  Medicare  problems  having 
primarily  legal  connotations,  it  would  seem  only 
logical  for  the  physician  to  avoid  becoming  inti- 
mately involved. 

The  Prescribing  Of  Drugs 

While  the  Hospital  Insurance  Benefits  Program 
authorizes  payment  for  most  services  by  lumping 
them  together  as  “services  ordinarily  furnished  by 
the  hospital  for  inpatients,”  it  is  a good  deal  more 
specific  with  respect  to  drugs  and  biologicals. 

In  these  categories,  payment  is  authorized  for 
“only  such  drugs  and  biologicals,  respectively,  as 
are  included  in  the  U.  S.  Pharmacopoeia,  the 
National  Formulary,  the  U.  S.  Homeopathic  Phar- 
macopoeia, or  in  New  Drugs  or  Accepted  Dental 
Remedies,  ...  or  those  approved  by  the  pharmacy 
and  drug  therapeutic  committee  of  the  medical 
staff  of  the  hospital  for  use  in  that  hospital.” 


Of  these  two  options,  it  seems  reasonable  to 
assume  that  the  latter  might  be  preferable  in  most 
cases,  since  a formulary  developed  by  a committee 
of  the  hospital  staff  would  be  more  likely  to  reflect 
medical  orientation  than  cost  orientation.  This  is 
another  matter  which  strongly  recommends  itself 
for  careful  study  by  the  joint  conference  commit- 
tee of  the  staff  and  the  board  of  directors  of  each 
institution  that  is  planning  to  participate  in  pro- 
grams under  Part  1-A. 

However  arrived  at,  it  is  clear  that  the  formulary 
will  be  an  integral  part  of  the  institution’s  con- 
tractual agreement  with  HEW  which  qualifies  it 
to  receive  payments  for  goods  and  services  fur- 
nished to  Medicare  beneficiaries.  It  will,  therefore, 
be  subject  to  ultimate  and  final  approval  by  the 
Secretary. 

Should  the  formulary,  as  approved  by  HEW,  be 
broad  and  comprehensive  in  scope,  the  attending 
physician  may  anticipate  little  difficulty  in  prescrib- 
ing the  pharmaceuticals  of  his  choice.  But  should 
the  formulary  prove  to  be  narrow  and  restrictive 
as  to  selection,  the  doctor  may  be  placed  under 
pressure  to  prescribe  “Brand  X”  for  the  reason  that 
the  drug  or  biological  he  prefers  is  not  “approved” 
for  payment  as  a Medicare  benefit.  Connecticut 
practitioners  have  had  some  experience  with  re- 
strictive formularies.  Several  years  ago,  the  Wel- 
fare Department  issued  a “generic  drug”  directive 
applying  to  all  patients  on  public  assistance  but 
wisely  modified  that  directive  a short  time  later 
when  members  of  the  profession  protested  vigorous- 
ly against  it. 

Once  again,  it  is  suggested  that  the  physician  be 
guided  by  Section  6 of  the  AMA  Principles  of 
Medical  Ethics  in  determining  to  what  extent  he 
can  ethically  modify  his  own  professional  judg- 
ment to  accommodate  non-medical  regulations 
which  are  imposed  primarily  to  control  costs. 

It  should  also  be  kept  in  mind  that  the  Medicare 
Law  (like  the  Welfare  Department  directive  just 
referred  to)  does  not  actually  prohibit  the  use  of 
any  recognized  form  of  therapy  by  the  practitioner 
or  deny  same  to  the  patient.  It  only  limits  payment 
for  therapy  to  those  forms  approved  as  benefits 
under  the  contract  between  the  institution  and 
HEW.  On  this  account,  there  appears  to  be  no 
legal  reason  for  the  physician  to  depart  from  his 
usual  and  customary  methods  of  prescribing  drugs 
and  biologicals  for  Medicare  patients  under  Part 
1-A  provisions,  albeit  he  should  keep  in  mind  that 
patients  will  be  held  responsible  to  pay  for  such 
goods  and  services  as  are  not  approved  as  benefits 
under  Part  1-A  contracts  with  institutional  pro- 
viders. The  legal  precedents  for  “direct  billings” 
to  the  patient  when  services  are  not  covered  have 
already  been  referred  to  on  Page  6 of  this  assess- 
ment. 
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IV.  PART  1-B— THE  SUPPLEMENTARY  VOLUNTARY  INSURANCE  PROGRAM 


Under  Part  1-B,  the  Medicare  Law  establishes 
a supplementary  “voluntary”  insurance  program  to 
provide  coverage  for  certain  health  services  (exclu- 
sive of  that  provided  under  Part  1-A)  for  individuals 
age  65  and  over  who  elect  to  enroll  in  it.  The  plan 
will  be  financed,  on  a joint  basis,  from  “premiums” 
paid  by  the  enrollee  ($3  a month)  and  from  gen- 
eral revenues  appropriated  by  the  U.  S.  Treasury 
(a  matching  $3  a month) . In  the  case  of  persons 
ruled  eligible  for  public  assistance  (in  particular, 
under  the  expanded  Kerr-Mills  Law— Part  2) , each 
state  will  be  authorized  to  pay  the  enrollee’s  share 
of  the  monthly  premium  for  him. 

The  Congress  appears  to  have  drafted  the  pro- 
visions of  this  supplementary  program  in  a rather 
bizarre  manner.  It  did  not,  as  one  might  have  ex- 
pected, spell  out  the  coverage  it  wanted  to  have 
included  in  the  contracts  and  then  ask  private  car- 
riers and  prepayment  plans  to  bid  competitively 
on  the  basis  of  calculated  utilization  and  costs.  In- 
stead, it  arbitrarily  set  the  premium  to  be  charged 
at  $6  per  month,  gave  general  definition  to  the  in- 
tended coverage  only  as  “medical  and  other  serv- 
ices,” and  turned  over  to  the  Secretary  of  HEW 
practically  absolute  control  over  every  important 
aspect  of  the  program’s  administration;  i.e.,  enroll- 
ment policy,  methods  of  payment,  final  determin- 
ation of  what  will  be  considered  “reasonable  costs 
or  charges,”  and  even  authorizing  him  to  enter  into 
contracts  with  insuring  agencies  without  regard  to 
the  requirements  of  law  concerning  competitive 
bidding. 

From  the  public’s  standpoint,  little  or  nothing 
is  known  at  this  writing  about  what  form  the  con- 
tracts under  Part  1-B  will  take  when  they  are  finally 
promulgated.  The  Law  states  that  they  may  include 
such  items  as  physicians’  services,  certain  drugs  and 
biologicals,  hospital  and  convalescent  services  sup- 
plemental to  those  covered  by  Part  1-A,  radiation 
therapy  (materials  and  technicians’  services) , ren- 
tal of  durable  medical  equipment,  approved  private 
laboratory  services,  and  so  forth.  In  addition,  the 
contracts  will  feature  a §50  annual  deductible  and 
20  per  cent  co-insurance  (both  to  be  paid  by  the 
patient) . 

It  is  emphasized  that  these  items  may  be  in- 
cluded; not  will.  After  trained  insurance  actuaries 
finish  estimating  the  probable  loss  ratios  for  all  of 
this  coverage  for  an  admittedly  poor-risk  group,  it 
remains  to  be  seen  how  much  protection  can  actual- 
ly be  offered  for  a fixed  premium  of  $6  per  person 
per  month. 

Strange  as  it  may  seem,  however,  the  fact  that 
there  are  no  contracts-in-being  has  not  deterred  the 
government  from  starting  to  enroll  the  elderly.  As 


of  September  1,  the  Social  Security  Administration 
began  mailing  out  “sign-up”  cards  to  nearly  15 
million  persons  age  65  and  older,  accompanied  by 
a notice  that  if  they  do  not  enroll  in  the  program 
within  a specified  period  they  will  have  to  pay 
higher  premiums  or  may  even  be  barred  from  en- 
rollment forever.  In  some  quarters  it  is  felt  that 
such  premature  solicitation  under  such  promo- 
tional pressure  has  placed  the  aging  in  the  position 
of  buying  sort  of  a pig-in-a-poke  now— or  else. 

From  the  practitioner’s  standpoint,  the  form 
these  contracts  will  finally  take  is  equally  nebulous 
at  this  time.  Suffice  it  to  say  that,  whatever  carrier 
or  carriers  may  be  selected  to  act  as  fiscal  agents, 
the  principal  authority  for  administration  will  rest 
with  the  Secretary  of  HEW  in  at  least  two  impor- 
tant areas:  (a)  ruling  on  the  “medical  necessity” 
of  any  services  for  which  a claim  for  payment  is 
made,  and  (b)  ruling  on  the  amount  of  payment 
that  can  be  made  for  a service  on  the  basis  of  his 
determination  of  “reasonable  cost  or  charge.”  Some 
discretion  in  these  matters  may  be  left  to  the  fiscal 
agents,  but  the  language  of  the  Law  suggests  that 
the  Secretary  will  keep  his  eye  on  disbursements, 
through  frequent  and  critical  review,  and  will  un- 
doubtedly call  a prompt  halt  to  the  operation  of 
any  plan  that  is  paying  providers  of  services  at  rates 
higher  than  those  he  considers  “reasonable.”  It  is 
being  predicted  by  some  that  the  contracts  may  end 
up  as  “hybrids,”  embodying  selected  features  of 
Blue  Shield,  private  insurance.  Dependents’  Medi- 
care, welfare  programs  and  other  existing  third 
party  payment  plans.  It  can  only  be  hoped  that  the 
best  features  of  these  plans  will  be  embodied,  and 
that  their  less  desirable  features  will  be  excluded. 

During  its  some  twenty  years  of  opposition  to 
any  but  the  most  limited  “social  insurance”  for 
health  services,  the  profession  has  not  stressed  the 
economic  implications  of  such  a proposal.  In  other 
words,  protection  of  the  “doctor’s  pocketbook”  has 
never  been  advanced  by  its  spokesmen  as  a reason 
for  keeping  medical  practice  free  of  government 
control.  With  the  passage  of  Medicare,  however, 
the  practitioner  must  face  the  total  picture  of  Fed- 
eral intervention— not  excepting  its  potential  im- 
pact on  his  right  to  charge  “usual  and  customary” 
fees  for  his  services. 

Individually  and  collectively,  most  physicians 
have  always  adhered  to  the  principle  of  “service 
benefits”  when  dealing  with  patients  in  modest  or 
reduced  circumstances.  In  earlier  times,  each  doc- 
tor tailored  his  fees  to  suit  each  patient’s  resources 
—even  waiving  his  fee  entirely  when  circumstances 
warranted.  More  recently,  the  same  principle  has 
been  extensively  promulgated  on  a group  basis 
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through  voluntary  participation  in  an  ever-increas- 
ing number  of  “substandard  payment”  programs, 
both  public  and  private;  i.e.,  Old  Age  Assistance 
and  others  for  the  indigent,  Medical  Assistance  for 
the  Aged  and  others  for  the  semi-indigent,  and 
Blue  Shield  and  others  for  the  so-called  low  income 
segments  of  the  population.  In  all  such  programs, 
the  “service  benefits”  principle  has  been  applied  to 
accommodate  the  patient’s  presumed  inability  to 
pay  a “usual  and  customary”  fee,  whether  that  in- 
ability was  felt  to  be  total  or  only  relative. 

The  Medicare  Law  has  introduced  an  entirely 
new  factor  into  the  service  benefits  equation.  A 
group  of  approximately  20  million  Americans  has 
been  declared  by  Congress  to  be  eligible  to  receive 
health  services  at  special  rates  (“reasonable  costs  or 
charges”)  and  under  special  conditions  (at  tax- 
payers’ expense)  solely  on  the  basis  that  they  have 
reached  or  passed  their  sixty-fifth  birthday.  This 
latest  concept  of  entitlement  to  service  benefits 
(although  the  Law  omits  use  of  that  term)  is  not 
just  novel— it  is  a revolutionary  “first”  in  the  field 
of  medical  economics,  and  should  be  recognized  as 
such  by  every  practitioner  of  medicine. 

Whether  dealing  with  Medicare  patients  or  with 
patients  in  general,  it  is  doubtful  that  many  doc- 
tors would  wish  to  depart  from  the  traditional  prac- 
tice of  curtailing  or  even  waiving  their  fee  when, 
in  their  judgment,  circumstances  seem  to  warrant 
such  action.  Conversely,  however,  it  is  equally 
doubtful  that  any  significant  number  of  physicians 
really  feel  it  is  incumbent  upon  them  to  so  adjust 
their  normal  charges  when  the  patient’s  ability  to 
pay  is  not  in  question— but  only  his  age  or  some 
other  not  necessarily  relevant  factors.  Yet,  from  pub- 
lished reports,  it  appears  likely  indeed  that  this  is 
exactly  what  government  planners  hope  to  bring 
about  under  Part  1-B  contracts. 

Some  of  Medicare’s  principal  architects  are  in- 
sisting that  in  order  to  make  the  deductible  ($50) 
and  co-insurance  (20  per  cent)  features  of  the  pro- 
gram “meaningful”  to  enrollees,  it  will  be  necessary 
for  HEW  to  seek  to  place  a limit  on  the  maximum 
liability  of  the  government  to  pay  its  80  per  cent 
of  the  “reasonable  costs  and  charges”  made  by  pro- 
viders for  rendering  the  covered  services.  The 
American  Medical  Association’s  plea  that  this  lia- 
bility be  measured  on  “usual  and  customary” 
charges  was  turned  down  by  Congress,  and  it  will 
therefore  be  surprising  if  most  payment  schedules 
promulgated  for  Part  1-B  contracts  are  not  of  the 
fixed  variety. 

Fixed  payment  schedules  are  practically  synony- 
mous with  "service  benefits,”  and  if  IIEW  carries 
out  its  reported  present  thinking  the  plan  might 
produce  results  such  as  the  following:  A physician’s 
“usual  and  customary”  fee  for  a service  is  §100,  but 
HEW's  estimate  of  80  per  cent  of  a “reasonable 


charge”  for  the  service  in  that  area  turns  out  to  be 
only  $60.  As  a consequence,  the  patient  will  be 
liable  for  (but_-not  necessarily  disposed  to  pay) 
twice  his  supposed  contractual  20  per  cent  of  the 
doctor’s  bill;  i.e.,  $40  instead  of  $20.  When  asked 
about  this  possibility  recently,  HEW  Undersecre- 
tary Wilbur  J.  Cohen  suggested  that  the  disparity 
was  something  that  would  “probably  have  to  be 
worked  out  by  the  patient  and  the  physician,  pre- 
suming that  the  patient  was  willing  to  pay  the  dif- 
ference.” 

Many  experts  are  suggesting  that  the  determin- 
ation of  “reasonable  costs  and  charges”  in  the  dif- 
ferent states  and  their  subdivisions  be  made  by 
HEW  on  the  basis  of  some  prevailing  schedule  in 
each  area,  such  as  that  of  the  local  Blue  Shield 
plan.  Thus,  by  taking  80  per  cent  of  the  Blue 
Shield  payments  listed  in  the  existing  local  sched- 
ule, the  government’s  co-insurance  liability  can  be 
derived  for  that  area  with  a minimum  of  effort. 

In  attempting  to  assess  the  logic  of  this  approach, 
and  the  probable  consequences  of  its  use,  one  can 
only  fall  back  on  experience.  The  keystone  of  most 
Blue  Shield  schedules  is  that  the  payments  be  sub- 
standard so  that  the  low-income  subscriber  can 
purchase  the  contract  at  the  smallest  possible  cost. 
It  is  well  known  that  in  different  sections  of  an 
area  served  by  a Blue  Shield  plan,  there  may  be 
marked  differences  of  opinion  among  practitioners 
as  to  what  realistic  relationship  exists  between  these 
substandard  payments  and  normal  charges.  In  one 
section,  the  payments  may  be  looked  upon  as  full 
fee-equivalents.  In  another  section,  the  payments 
may  be  evaluated  at  50  per  cent  or  less  of  usual  and 
customary  fees  for  many  services.  Hence,  it  seems 
quite  unlikely  that  the  approach  to  Part  1-B  con- 
tract development  said  to  be  currently  under  con- 
sideration by  HEW  will  produce  a program  w'hich 
is  more  than  one  cut,  if  any,  above  the  type  com- 
mon to  most  public  assistance  (welfare)  plans. 

Pending  revelation  of  the  ultimate  interpretation 
given  by  HEW  to  the  provisions  of  Part  1-B,  it 
appears  that  the  physician  will  be  granted  the 
legal  right  to  continue  to  assess  his  charges  on  a 
usual  and  customary  basis  for  Medicare  cases,  un- 
less he  elects  to  do  otherwise  through  the  medium 
of  accepting  “assignment  of  benefits”  from  the  pa- 
tient. As  presently  understood,  if  the  doctor  wishes 
to  be  assured  of  this  “cash-on-the-barrelhead”  type 
of  payment  for  Medicare  work  he  can  obtain  such 
assurance  provided  he  agrees,  in  writing,  to  accept 
the  scheduled  payment  as  “in  full”  and  waives  his 
right  to  collect  from  the  patient  the  20  per  cent 
co-insurance  balance  for  which  the  latter  would 
ordinarily  be  liable. 

On  the  other  hand,  if  he  so  chooses,  the  Law 
also  appears  to  grant  him  the  right  to  bill  his 
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patient  for  the  fee  they  have  mutually  agreed  upon, 
thereby  allowing  the  patient,  rather  than  himself, 
to  be  reimbursed  directly  by  the  government  or  its 
fiscal  agent.  Such  a practice  is  followed  at  the  pres- 
ent time  in  many  parts  of  the  country,  a practice 
which  has  its  foundation  in  the  concept  of  IN- 
DIVIDUAL RESPONSIBILITY  in  the  patient- 
physician  relationships.  The  purpose  of  IR  is  to 
keep  separate  and  distinct  the  agreements  which 
are  entered  into  voluntarily  by  (1)  the  patient  and 
the  physician  and  (2)  by  the  patient  and  an  insur- 
ing agency,  whether  private  or  public.  In  this  way, 
the  obligations  ot  all  concerned  are  kept  on  a two- 
party  basis,  and  the  patient  does  not  become  con- 
fused by  the  intervention  of  a third  party  in  either 
of  these  quite  different  agreements. 

What  choice  the  practitioner  will  make  in  this 
matter  will  probably  depend  on  many  consider- 
ations. When  the  Part  1-B  contracts  finally  become 
available  for  examination,  he  will  certainly  be  in- 
terested to  learn  what  the  specific  terms  of  the  con- 
tracts are  and  what  options,  if  any,  may  be  offered 
him.  But,  above  all,  he  should  keep  firmly  in  mind 
that  the  choice  is  his  alone— certainly  not  that  of 
the  government  or  his  medical  societies— and  that 
he  is  free  to  choose  on  the  basis  of  what  he  deter- 
mines to  be  most  appropriate  to  his  patient’s  needs 
and  circumstances,  and  most  conducive  to  his  ren- 
dering a high  quality  of  medical  care  to  those  he 
serves. 

Several  years  ago  (1963)  the  House  of  Delegates 
of  the  Connecticut  State  Medical  Society  adopted  a 
policy  statement  titled:  “Certain  Policies  of  CSMS 
Re  Inter-Relationships  Between  the  Patient,  the 
Physician  and  Third  Party  Entities.”  These  policies 
do  not  have  any  legal  status,  of  course,  but  some  of 
them  may  prove  helpful  to  members  in  evaluating 
Part  1-B  Medicare  contracts  from  the  standpoint 
of  the  practicing  physician.  The  1963  document  is 
reproduced  in  full  under  Appendix  B (Page  17), 
but  several  pertinent  sections  are  reproduced  here- 
with: 

I.  Definition  of  a Third  Party:  Within  the 
framework  of  medicine  and  its  practice,  a Third 
Party  is  defined  as  any  authorized  entity  which  en- 
ters into  or  influences  the  two  party  patient-physi- 
cian relationship. 


III.  Definition  of  CSMS  Policies  re  the  Patient- 
Physician  Relationship:  The  Connecticut  State 
Medical  Society  acknowledges  and  endorses  the 
principle  of  INDIVIDUAL  RESPONSIBILITY  as 
the  only  practical  basis  for  the  continuation  of  free 
enterprise  in  the  private  practice  of  medicine,  and 
for  the  preservation  of  the  patient-physician  rela- 
tionship. 

This  principle  of  INDIVIDUAL  RESPONSI- 
BILITY is  defined  in  terms  of  the  privileges  and 
the  responsibilities  of  the  patient  and  the  physician 
as  (in  part)  follows: 

A.  Of  the  Physician 

(3)  The  physician  shall  be  responsible  for 
rendering  to  every  patient  under  his  care 
the  best  medical  advice  and/or  treatment 
available  and  customary  in  the  commun- 
ity area  of  his  practice. 

(1)  The  physician  shall  be  responsible  for 
explaining  the  nature  and  amount  of  his 
professional  charges  for  the  care  of  the 
patient. 

(7)  The  physician  shall  share  with  the  pa- 
tient (and  the  patient  with  the  physician) 
the  responsibility  for  discussing  the  roles 
any  third  parties  may  play  in  any  aspect 
of  their  patient-physician  relationship, 
and  for  arriving  at  a mutually  satisfactory 
agreement  as  to  what  roles,  if  any,  such 
third  parties  are  to  play  in  any  aspect  of 
their  individual  responsibilities  to  each 
other. 

B.  Of  the  Patient 

(1)  The  patient  shall  have  freedom  to  choose 
his  physician. 

(3)  The  patient  (or  his  legal  relative  or 
guardian)  shall  be  responsible  for  pay- 
ment of  the  physician’s  fee. 

V.  Definition  of  General  Responsibilities  of 
CSMS  as  a Third  Party  Entity:  (3)  ...  assure  that 
the  Society  refrains  from  making  statements,  en- 
dorsements, agreements  or  the  like  concerning  any 
third  party  payment  system  which  would,  or  might 
appear  to,  commit  any  of  its  members  to  accepting 
involuntarily  a fixed  schedule  of  payments  for  their 
professional  services. 


V.  TITLE  XIX  OF  PART  2— THE  EXPANDED  PROGRAMS  OF  PUBLIC  ASSISTANCE 


Part  2 of  P.  L.  89-97  creates  a new  Title  XIX  for 
the  broad  general  purpose  of  expanding  and  sup- 
plementing all  existing  programs  of  public  assis- 
tance for  health  services  which  are  financed  on  a 
shared  basis  by  the  Federal  government  and  partici- 


pating states,  and  of  furnishing  tax-supported  cov- 
erage for  several  new  programs  in  the  fields  of 
tuberculosis,  mental  disease  and  rehabilitation. 

The  scope  of  this  legislation  is  so  vast,  and  the 
details  of  its  proposed  modus  opcrandi  so  complex, 
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that  it  is  clearly  beyond  the  competence  of  any  but 
bureaucratic  experts  to  interpret  their  immediate 
and  long-range  significance. 

In  effect,  it  appears  that  Title  XIX  will  permit 
states  to  combine  all  public  assistance  medical  pro- 
grams under  one  gigantic  umbrella  until  Decem- 
ber 31,  1969,  and,  thereafter,  make  it  mandatory 
for  them  to  do  so  if  they  wish  to  continue  to 
qualify  to  receive  Federal  funds.  Hence,  it  seems 
likely  that  the  trend  will  be  to  put  on  a uniform 
footing  such  diverse  existing  programs  as  Old  Age 
Assistance,  MAA  (Kerr-Mills) , Aid  to  Dependent 
Children,  Aid  to  the  Blind,  Aid  to  the  Disabled 
and  sundry  others. 

The  full  impact  of  this  combining  and  homo- 
genizing of  programs  will  probably  not  be  felt  for 
several  years  to  come,  nor  will  the  precise  terms 
on  which  physicians  will  be  invited  to  participate 


be  known.  Unless  history  is  reversed,  however,  it 
may  be  anticipated  that  the  so-called  “new”  ar- 
rangements will  have  a distinct  welfare-type  orien- 
tation about  them,  and  retain  most  of  the  old 
features  with  which  most  doctors  have  become  so 
familiar;  i.e.,  substandard  payments  for  all  pro- 
viders of  services,  cost  and  utilization  controls, 
regulations  by  directive,  endless  forms  and  certifi- 
cates to  be  completed,  and  so  forth. 

The  Society  takes  no  position  on,  and  makes  no 
predictions  about,  how  well  or  how  poorly  this 
blanket  approach  will  meet  the  medical  needs  of 
the  people  concerned.  Based  on  the  past  advise- 
ments of  its  members  on  welfare  matters,  however, 
it  may  be  best  for  everyone  to  await  the  implemen- 
tation of  Title  XIX  with  the  time-honored  adage 
in  mind  that  “he  who  expecteth  nothing  shall  not 
be  disappointed.” 


VI.  SUMMARY 


In  the  preparation  of  this  assessment  of  the  pro- 
fessional implications  of  P.  L.  89-97,  every  effort  has 
been  made  to  keep  the  presentation  both  factual 
and  objective.  It  would  not  be  quite  truthful,  how- 
ever, to  claim  that  it  is  intended  merely  to  inform. 
It  is  also  intended  to  stimulate  serious  thinking 
about  a matter  of  major  importance.  The  leader- 
ship of  the  Connecticut  State  Medical  Society  feels 
strongly  that  continued  freedom  of  the  physician 
to  make  medical  decisions  on  a strictly  medical 
basis  is  an  ideal  worth  preserving  and  not  one  to 
be  relinquished  by  default.  As  stated  in  the  preface 
to  this  document,  the  leadership  believes  that  the 
proven  guiding  principles  which  have  carried 
American  medicine  to  its  present  high  level  of 
achievement  must  not  be  abandoned  or  even  seri- 
ously compromised  as  a consequence  of  Medicare’s 
enactment  in  1965.  To  advance  this  purpose,  and 
to  act  responsibly  toward  the  public,  it  cannot 
recommend  that  practitioners  willingly  submit  to 
domination  by  government,  if  such  should  ever  be 
attempted,  or  willingly  allow  Federal  regulation  of 
other  providers  of  health  services  to  bring  about 
deterioration  in  the  quality  of  medical  care  re- 
ceived by  patients  for  whom  they  are  legally  and 
morally  responsible  to  do  their  very  best. 

Just  as  Section  1801  of  the  Law  disclaims  Federal 
authority  or  intent  to  interfere  with  the  practice  of 
medicine  or  the  manner  in  which  medical  services 
are  provided,  just  so  does  the  governing  body  of 
the  Society  disclaim  authority  or  intent  to  prescribe 
any  single  approved  course  of  conduct  for  physi- 
cians operating  in  the  new  climate  of  Medicare  or 
one  which  differs  in  the  slightest  degree  from  the 
course  that  physicians  have  developed  for  them- 
selves over  the  centuries,  through  a voluntary 


process  of  individual  and  collective  self-discipline. 

In  his  office,  by  the  bedside,  and  at  the  operating 
table,  each  privately  practicing  doctor  is  the  master 
of  his  own  ship.  He  willingly  subjects  the  quality 
of  his  work  to  evaluation  by  a jury  of  his  peers,  but 
his  peers  are  not  in  any  way  privileged  to  control 
his  mind  or  dictate  to  his  conscience.  To  do  what 
is  best  for  the  patient  is  the  common  goal,  but  the 
approaches  to  that  objective  are  not  necessarily  all 
of  a kind.  Hence,  since  the  various  facets  of  the 
Medicare  Law  will  undoubtedly  be  viewed  differ- 
ently by  different  physicians,  it  is  clear  that  each 
one  must  decide  for  himself  to  what  extent  he  will 
elect  to  become  directly  involved  in  these  basically 
two-party  contracts  between  the  Federal  govern- 
ment and  the  elderly.  This  is  his  right,  but  it  is  also 
his  responsibility,  and  for  him  to  procrastinate  in 
making  this  important  decision  — after  he  has 
studied  the  terms  of  involvement— may  well  con- 
tribute to  his  own  disadvantage  and  to  that  of  his 
patients. 

Before  President  Johnson  put  extreme  pressure 
on  Congress,  and  the  enactment  of  Medicare  began 
to  appear  certain,  the  profession  did  not  stand 
alone  at  the  bar  of  legislative  justice.  Many  were 
those  from  other  health  fields  who  stood  at  its  side, 
year  after  year,  sharing  the  trying  task  of  attempt- 
ing to  convince  legislators  that  medicine  and  poli- 
tics should  not  be  mixed  on  any  but  a very  limited 
scale.  For  the  most  part,  the  arguments  of  the 
others  were  also  our  arguments;  in  the  main,  their 
warnings  of  the  dangers  of  Federal  interference  in 
patient  care  were  the  same  as  our  own. 

But  when  political  prognosticators  began  to 
assess  Medicare’s  passage  as  imminent,  a strange 
metamorphosis  appeared  to  take  place  among  quite 
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a few— in  fact,  most— of  our  former  comrades  in 
arms.  There  is  no  useful  purpose  to  be  served  in 
pointing  a finger  at  any  particular  group  or  groups 
of  these  previous  opponents  of  P.  L.  89-97  and  its 
predecessors,  or  in  suggesting  that  their  changing 
of  position  was  in  any  way  improper,  but  the  fact 
is  that  when  they  thought  they  saw  the  writing  on 
the  wall,  they  rushed  before  the  committees  of  Con- 
gress to  protect  their  vested  interests.  In  gambling 
parlance,  they  pleaded  to  be  given  “a  piece  of  the 
action.”  They  were  being  realistic,  they  said;  it  was 
foolhardy  to  make  further  effort  in  a losing  cause. 

In  the  mad  dash  in  quest  of  real  or  imagined 
economic  salvation  which  took  place,  only  organ- 
ized medicine  remained  aloof  and  stuck  to  its  guns 
to  the  bitter  end.  Some  members  have  been  critical 
of  this  last-ditch  stand,  and  it  must  be  confessed 
that  the  profession’s  intransigence  was  unsuccess- 
ful in  saving  the  day.  But  it  may  be  said  with  a 
small  measure  of  warranted  pride  that  the  AMA’s 
steadfastness  has  not  gone  entirely  unrewarded.  To 
be  sure,  it  gained  nothing  for  itself,  but  it  may 
have  salvaged  something  of  value  for  every  private 
practitioner. 

As  the  Law  was  finally  enacted,  all  providers  of 
health  services  will  be  allowed  to  participate  in  the 
Medicare  program,  but  only  physicians  may  do  so 
without  having  to  become  legal  parties  to  any  of 
its  contracts.  The  others,  including  insurance  car- 
riers, will  have  to  sign  binding  agreements  with  the 
Secretary  of  HEW  to  be  permitted  to  furnish  serv- 
ices to  the  elderly,  and  to  “negotiate”  the  terms  of 
their  reimbursement  and  other  conditions  of  par- 
ticipation with  him.  Hence,  the  doctor  is  the  sole 
provider  of  services  who  may  choose  to  confine  his 
allegiance  and  responsibility  to  the  patient,  unless 
he  elects  to  do  otherwise,  since  Section  1801  of  the 
Law  clearly  prohibits  interference  in  medical  prac- 
tice by  the  Federal  government,  its  officers,  or  its 
employees.  This  legally-defined  freedom  may  prove 
to  be  a real  “plus”  to  the  privately  practicing  M.D. 

While  some  may  argue  to  the  contrary,  it  ap- 
pears that  the  autonomy  now  enjoyed  by  the  direc- 
tors of  local  hospitals  and  related  facilities,  local 
insurance  carriers  and  prepayment  plans,  and  other 
local  voluntary  health  agencies  is  almost  sure  to 
be  usurped  in  some  degree  by  HEW,  through  the 
contractual  arrangements  which  must  be  made.  It 
can  only  be  hoped  that  the  degree  of  such  usurpa- 
tion will  never  become  so  great  that  these  local 
providers  are  hampered  in  their  efforts  to  maintain 
and  constantly  improve  the  quality  of  patient  care 
in  thousands  of  separate  communities  all  across  the 
country.  American  medicine  has  long  contended 
that  Federal  control  on  a massive  scale  would  bring 
about  deterioration  in  the  quality  of  health  serv- 
ices. It  remains  to  be  seen  whether  this  danger  can 


be  avoided,  now  that  Federal  control  is  coming  to 
pass. 

As  has  been  stressed  throughout  this  presenta- 
tion, if  the  Medicare  Law  is  implemented  entirely 
within  the  meaning  of  Section  1801,  it  may  prove 
possible  for  most  physicians  to  elect  to  become  in- 
volved in  its  programs  without  significant  reserva- 
tion. If,  on  the  other  hand,  the  government  should 
give  P.L.  89-97  a strict,  narrow  interpretation,  im- 
posing ride  upon  rule  to  control  its  costs,  it  may  be 
that  some  practitioners  will  feel  driven  to  exercise 
the  only  recourse  presently  known;  i.e.,  to  decline 
to  accept  Medicare  cases.  The  Legal  Department  of 
the  AMA  has  suggested,  in  fact,  that  this  may  prove 
to  be  the  only  way  to  be  sure  of  completely  avoid- 
ing all  potential  difficulties  with  the  Law.  Such  a 
“negative”  action  would  be  ethical,  of  course,  since 
the  AMA  Principles  (Section  5)  state:  “A  physician 
may  choose  (except  in  an  emergency)  whom  he  will 
serve.” 

But  that  such  an  all-or-none  choice  would  sit 
well  with  a practitioner’s  conscience— or  sit  with  it 
at  all— is  extremely  doubtful,  at  least  for  most.  For 
decades,  American  farmers  have  been  made  to  suf- 
fer sharp  twinges  of  conscience  as  a result  of  Fed- 
eral agricultural  policy— the  policy  of  not  growing 
things  or  of  plowing  under  the  fruits  of  their  labor. 
Without  question,  a great  many  doctors  would  be 
similarly  disturbed  if  they  were  forced,  by  the 
stringencies  of  a law,  to  not  practice  medicine  and 
to  not  be  true  disciples  of  Hippocrates. 

Yet  it  cannot  be  denied  that  among  the  nation’s 
practitioners  today  there  is  apprehension  that  this 
might  come  about,  or  that  there  still  remains  a 
burning  desire  to  keep  medical  judgments  free  of 
bureaucratic  control.  The  somewhat  hard-to-define 
concept  of  “non-participation”  has  gained  consider- 
able support  in  some  quarters,  but  has  aroused  con- 
siderable antagonism  in  others.  When  the  propo- 
nents of  this  concept  debate  with  its  opponents, 
however,  it  is  evident  to  the  listener  that  their  pur- 
pose is  exactly  the  same;  that  it  is  only  the  term 
“non-participation”  about  which  they  differ. 

Perhaps  “non-control”  could  be  considered  more 
descriptive  of  what  is  really  being  sought  by  almost 
all  members  of  the  profession,  since,  even  when  dis- 
cussions are  heated  and  uninhibited,  one  hears  no 
talk  at  all  of  turning  away  Medicare  patients,  or  of 
acting  in  any  way  which  might  tend  to  deprive 
them  of  entitlement  to  any  benefits  the  govern- 
ment has  promised  to  deliver.  The  talk  is  only 
about  control,  and  the  deep-seated  fear  thereof. 

Quite  a number  of  medical  experts  agree  that 
the  primary  purpose  and  primary  effect  of  Medi- 
care regulations  will  be  to  limit  the  costs  of  the 
programs;  not  to  raise  the  standards  of  patient  care 
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for  the  elderly.  With  considerable  justification,  they 
point  out  that  this  purpose  is  common  to  most 
government  programs  which  profess  to  seek  social 
betterment— especially  at  the  Federal  level.  For 
some  strange  reason,  they  say,  it  always  seems  to 
turn  out  that  while  it  is  entirely  prudent  to  spend 
tax  dollars  in  profligate  abundance  to  create  and 
expand  the  bureaucracy  which  will  administer  each 
new  program,  it  is  frowned  upon  as  highly  impru- 
dent to  allow  more  than  a trickle  of  tax  funds  to 
emerge  at  the  far  end  of  the  cornucopia— the  place 
where  the  promised  benefits  of  the  program  are 
supposed  to  be  delivered  to  the  people.  Hence,  just 
to  help  the  elderly  to  establish  their  eligibility  for 
health  services  under  Medicare— not  to  improve 
their  health  one  iota,  the  Social  Security  Division 
of  HEW  is  opening  71  new  branch  offices  and  21 
“temporary”  centers  all  across  the  nation,  which 
will  supplement  the  efforts  of  over  600  district 
offices  already  in  existence.  It  is  useless  to  speculate 
how  many  additional  employees  will  have  to  be 
hired  to  man  these  stations,  or  what  the  adminis- 
trative costs  will  be,  but  it  may  cause  physicians 
to  smile  wryly  to  learn  that  the  objective  of  this 
bureaucratic  expansion  is  to  assure  “the  same  high 
quality  of  direct  service  to  the  public  that  has  been 
given  over  the  past  thirty  years.”  Comparisons  are 
sometimes  odius,  but  the  realist  m^y  find  food  for 
thought  in  contrasting  this  latest  venture  of  the 
Social  Security  Administration  with  a far  more 
modest  plan  to  increase  payments  to  hospitals  for 
the  care  of  welfare  patients,  recently  authorized  by 
the  State  of  Massachusetts.  According  to  an  HEW 
news  release,  the  former  action  is  noble  in  its  pur- 
pose because  ‘high  quality”  of  service  is  involved. 
In  the  latter  instance,  however,  the  increase  in  rates 
was  challenged  by  prominent  Bay  State  politicians 
on  the  grounds  that  it  constituted  “robbing  from 
the  public  till”  and  "spending  . . . the  taxpayers’ 
money  illegally.” 


The  stated  objective  of  this  assessment  was  to 
reaffirm  and  redefine  for  members  of  the  Society 
the  principles  of  medical  ethics  which  have 
guided  physicians  so  well  in  the  past,  and  to  relate 
those  principles  to  the  known  professional  implica- 
tions of  the  new  Medicare  Law.  It  is  hoped  that 
this  mission  has  been  accomplished  in  a reasonably 
meaningful  way,  although  it  may  be  years  before 
the  total  story  of  Medicare  can  be  written. 

Emphasis  has  been  placed  throughout  on  the 
fact  that  each  physician  must  arive  at  decisions 
concerning  all  aspects  of  this  omnibus  legislation 
independently;  not  in  formal  concert  with  his  col- 
leagues or  his  medical  organizations.  P.L.  89-97  is  a 
law,  and  its  legal  implications  may  prove  to  be  of 
even  greater  moment  than  its  professional  ones. 
Vast  administrative  powers  have  been  given  to  the 
Secretary  of  Health,  Education  and  Welfare,  and 
his  authority  appears  to  be  almost  unlimited.  It  is 
possible  that  some  of  this  power  and  authority  will 
be  transferred  to  those  who  act  as  his  fiscal  agents 
and  to  providers  of  health  services  who  enter  into 
contracts  with  him.  Thus,  it  could  turn  out  that 
the  physician,  who  normally  heads  up  the  medical 
team  in  the  care  of  the  patient,  might  find  himself 
near  the  foot  of  the  ladder  when  matters  of  regula- 
tion are  given  legal  interpretation. 

In  the  past,  the  Society  and  its  component  county 
associations  have  tried  to  protect  the  proper  inter- 
ests of  both  the  physician  and  the  patient  when  pro- 
fessional conduct  has  been  placed  in  question.  It  is 
the  firm  intention  of  the  Society  to  continue  to  pro- 
vide this  important  service  and,  by  so  doing,  to 
preserve  the  status  of  the  patient-physician  relation- 
ship and  promote  the  highest  quality  of  medical 
care  for  the  people  of  Connecticut.  Section  1801  of 
the  Medicare  Law  appears  to  assure  that  medical 
discipline  will  remain  in  professional  hands  as  an 
integral  part  of  the  “manner  in  which  medical 
services  are  provided”  by  the  physician. 
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THE  AMA  PRINCIPLES  OF  MEDICAL  ETHICS 


Preamble:  These  principles  are  intended  to  aid 
physicians  individually  and  collectively  in  main- 
taining a high  level  of  ethical  conduct.  They  are 
not  laws  but  standards  by  which  a physician  may 
determine  the  propriety  of  his  conduct  in  his  rela- 
tionship with  patients,  with  colleagues,  with  mem- 
bers of  allied  professions,  and  with  the  public. 

Section  1— The  principal  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with  full 
respect  for  the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrusted  to  their 
(are,  rendering  to  each  a full  measure  of  service  and 
devotion. 

Section  2— Physicians  should  strive  continually  to 
improve  medical  knowledge  and  skill,  and  should 
make  available  to  their  patients  and  colleagues  the 
benefits  of  their  professional  attainments. 

Section  3— A physician  should  practice  a method 
of  healing  founded  on  a scientific  basis;  and  he 
should  not  voluntarily  associate  professionally  with 
anyone  who  violates  this  principle. 

Section  4— The  medical  profession  should  safe- 
guard the  public  and  itself  against  physicians 
deficient  in  moral  character  or  professional  com- 
petence. Physicians  should  observe  all  laws,  uphold 
the  dignity  and  honor  of  the  profession  and  accept 
its  self-imposed  disciplines.  They  should  expose, 
without  hesitation,  illegal  or  unethical  conduct 
of  fellow  members  of  the  profession. 

Section  5— A physician  may  choose  whom  he  will 
serve.  In  an  emergency,  however,  he  should  render 
service  to  the  best  of  his  ability.  Having  under- 
taken the  care  of  a patient,  he  may  not  neglect 
him;  and  unless  he  has  been  discharged  he  may  dis- 
continue his  services  only  after  giving  adequate 
notice.  He  should  not  solicit  patients. 


Section  6— A physician  should  not  dispose  of  his 
services  under  terms  or  conditions  which  tend  to 
interfere  with  or  impair  the  free  and  complete  exer- 
cise of  his  medical  judgment  and  skill  or  tend  to 
cause  a deterioration  of  the  quality  of  medical  care. 

Section  7— In  the  practice  of  medicine  a physi- 
cian should  limit  the  source  of  his  professional  in- 
come to  medical  services  actually  rendered  by  him, 
or  under  his  supervision,  to  his  patients.  His  fee 
should  be  commensurate  with  the  services  rendered 
and  the  patient’s  ability  to  pay.  He  should  neither 
pay  nor  receive  a commission  for  referral  of 
patients.  Drugs,  remedies  or  appliances  may  be  dis- 
pensed or  supplied  by  the  physician  provided  it  is 
in  the  best  interests  of  the  patient. 

Section  8— A physician  should  seek  consultation 
upon  request;  in  doubtful  or  difficult  cases;  or 
whenever  it  appears  that  the  quality  of  medical 
service  may  be  enhanced  thereby. 

Section  9— A physician  may  not  reveal  the  con- 
fidences entrusted  to  him  in  the  course  of  medical 
attendance,  or  the  deficiencies  he  may  observe  in  the 
character  of  patients,  unless  he  is  required  to  do 
so  by  law  or  unless  it  becomes  necessary  in  order 
to  protect  the  welfare  of  the  individual  or  of  the 
community. 

Section  10— The  honored  ideals  of  the  medical 
profession  imply  that  the  responsibilities  of  the 
physician  extend  not  only  to  the  individual,  but 
also  to  society  where  these  responsibilities  deserve 
his  interest  and  participation  in  activities  which 
have  the  purpose  of  improving  both  the  health  and 
the  well-being  of  the  individual  and  the  com- 
munity. 


In  children  with  diarrhea  prompt  symptomatic  control  is  usually 
urgently  indicated  to  relieve  cramping  and  to  prevent  dehydration. 

Lomotil  halts  precipitous  progress  through  the  intestines  and 
controls  diarrhea  with  notable  promptness,  safety  and  effectiveness. 

Experimental  evidence1  has  shown  that  Lomotil  is  more  efficient 
in  this  regard  than  morphine  without  the  latter’s  manifest  disad- 
vantages. In  roentgenographic  study2  Lomotil  slowed  gastrointesti- 
nal propulsion  within  two  hours. 

At  the  same  time,  by  diminishing  overstimulation  of  the  intestines, 
Lomotil  relieves  the  abdominal  cramps  and  discomfort  so  distress- 
ing to  youngsters. 

Lomotil  gets  children  off  toast  and  tea  and  back  to  normal  diets 
and  normal  activity  with  gratifying  celerity. 


with  LOMOTIL  liquid/tablets 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Dosage:  For  full  therapeutic  effect— Rx  full 
therapeutic  dosage.  The  recommended  ini- 
tial daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

3 to  6 months— 3 mg. 

('/2  tsp*  t.i.d.) 

6 to  12  months— 4 mg. 

( */2  tsp.  q.i.d.) 

1 to  2 years— 5 mg. 

(!/2  tsp.  5 times  daily) 

2 to  5 years— 6 mg. 

(1  tsp.  t.i.d.) 

5 to  8 years— 8 mg. 

(1  tsp.  q.i.d.) 

J to  12  years— 10  mg. 

(1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 
tablets  4 times  daily) 

♦Based  on  4 cc.  per  teaspoonful. 
Maintenance  dosage  may  be  as  low  as  one 
fourth  the  therapeutic  dose. 

Precautions:  Lomotil,  brand  of  diphenoxy- 
late hydrochloride  with  atropine  sulfate, 
is  an  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended 


dosages  should  not  be  exceeded.  Lomotil 
should  be  used  with  caution  in  patients 
with  impaired  liver  function  and  in  pa- 
tients taking  addicting  drugs  or  barbitu- 
rates. The  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate 
overdosage. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restlessness 
and  insomnia. 

1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A 
New  Series  of  Potent  Analgesics:  Dextro 
2:2-Diphenyl-3-Methyl-4-Morpholinobutyryl- 
pyrrolidine  and  Related  Amides.  Part  1: 
Chemical  Structure  and  Pharmacological 
Activity,  J.  Pharm.  Pharmacol.  9:381-400 
(June)  1957. 

2.  Demeulenaere,  L.:  Action  du  R 1132  sur 
le  transit  gastro-intestinal,  Acta  Gastroent. 
Belg.  21: 674-680  (Sept.-Oct.)  1958. 


SEARLE 


Research  in  the  Service  of  Medicine 


A correspondent  writes: 

“I  was  interested  in  your  gentle  blast,  in  the  Jour- 
nal, at  catch  phrases.  One  that  makes  me  writhe  is 
meaningful.  Logically  there  should  be  a meaningful, 
since  there  is  a meaningless.  But  one  gets  into  trouble 
by  trying  to  bend  the  English  language  to  logic  . . . . 
And  another  thing  that  I find  distasteful  in  books  and 
articles  is  the  putting  of  trite  adages  and  catch 
phrases  in  quotation  marks,  as  “better  late  than 
never,”  and  the  crowning  insult  is  to  include  an 
exclamation  mark,  at  the  end,  within  the  quotation; 
or  outside  it.” 


“Specialists  as  a class  are  exposed  to  a particular  set 
of  dangers  including  those  of  the  narrowness  and 
monotony  of  “piece  worker,”  those  of  loss  of 
adaptability,  those  of  objectionable  aggressiveness, 
those  of  stubborn  opinionatedness,  those  of  boastful 
self-sufficiency,  those  of  selfish  materialism,  and 
those  of  vanity  and  arrogance.  . . .” 

—Barker.  L.  F.:  The  Specialist  and  the  General  Prac- 
titioner in  Relationship  to  Teamwork  in  Medical  Prac- 
tice. J.A.M.A.,  78:776.  1922.  Quoted  in  Richard  M. 
MaGraw,  M.  D..  Ferment  in  Medicine  (W.  B. 
Saunders  Company,  Philadelphia  and  London,  1966), 

p.  161. 


We  nominate  for  our  personal  verbal  Index 
Expurgatorius 

“The  patient  presented.  . .”  (what?) 

“Different  than.  . .” 


In  Germany  the  word  for  cesarian  section  is 
Kaisershnitt.  Maybe  that  would  be  an  impressive 
variation  of  terms  for  our  obstetricians  to  spring  on 
certain  patients. 


“Contrariwise,  other  evidence  indicates  that  there 
has  been  no  undue  overall  rise  in  surgical  fees  in  the 
time  that  insurance  coverage  has  been  a significant 
factor  in  surgical  practice.  Mr.  George  Bugbee,  presi- 
dent of  the  Health  Insurance  Institute,  has  reviewed 
the  situation: 

‘The  fee-for-service  system  and  medical  practice  is 
now,  and  will  be,  increasingly  in  the  future,  under 
attack  on  this  basis  of  overuse  and  excessive  charges. 
The  current  flurry  on  Blue  Cross  rates  is  only  a 
precursor.’  ” 

—Bugbee,  G.:  What  Prepaid  Medicine  Means  to 
Physicians.  Med.  Ann.  D.  C.,  28:101,  1959.  Quoted  in 
Magraw,  Ferment,  p.  206. 


"Limitation  of  professional  fees.  Physicians  fear  that 
although  the  present  law  carefully  spells  out  the  pay- 
ment of  the  physician’s  ‘customary  charges,’  what  they 
consider  to  be  unrealistic  funding  of  the  plan  will 
lead  ultimately  to  a deficit  which  physicians  will  be 
expected  to  absorb.  Furthermore,  existing  fee  sched- 
ules are  not  acceptable  to  all  physicians.  Most  still 
contain  elements  of  a distorted  valuation  of  surgical 
or  technical  procedures  with  respect  to  other  aspects 
of  medical  work.”  Magraw,  Ferment,  page  260. 


News 


Widows  and  Orphans  Election 

Dr.  Henry  Robertson  has  been  elected  president  of 
the  Society  for  the  Relief  of  the  Families  of  Deceased 
and  Disabled  Indigent  Members  of  the  Medical  Pro- 
fession of  the  State  of  South  Carolina.  The  118th 
annual  meeting  of  the  society  on  February  3 was  at- 
tended by  about  190  members  and  guests.  Dr.  Edward 
Parker  was  elected  vice  president;  Dr.  J.  I.  Waring, 
secretary;  Dr.  Robert  Wilson,  treasurer;  and  Dr.  F.  M. 
Ball  was  named  to  the  standing  committee. 


Medical  College  ETV 

A number  of  the  programs  presented  by  the  Medi- 
cal College  of  South  Carolina  on  Educational  TV  are 
to  be  included  in  a program  arranged  in  Oklahoma. 


Marlboro  County  Medical  Society 

More  than  one  hundred  doctors  of  the  two  Caro- 
linas  attended  the  forty-fifth  annual  New  Year’s 
meeting  and  banquet  of  the  Marlboro  County  Medi- 
cal Society  at  the  Marlboro  Country  Club  in  January. 
Dr.  Curtis  Artz.  of  the  Medical  College  of  South 
Carolina  spoke  on  “Burns.”  Officers  of  the  Marlboro 
County  Medical  Society  for  this  year  are:  Dr.  C.  A. 
Kinney,  president,  and  Dr.  James  C.  McAlpine,  vice 
president. 

Blue  Shield  Named 

Blue  Shield  of  South  Carolina  has  been  named  as 
carrier  for  Part  B of  the  Medicare  Act  (Title  18-97). 
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Columbia  Doctors  Demonstrate 
Artistic  Talents 

A recent  exhibition  at  the  Columbia  Art  Museum 
including  the  works  of  33  Columbia  physicians  in 
various  media  proves  that  doctors  are  not  only  scien- 
tists but  artists  as  well.  The  exhibit  included  paintings, 
sculpture,  photography,  woodwork,  ceramic  and 
literary  works  and  demonstrated  a considerable  pro- 
ficiency in  the  arts  and  crafts  of  busy  practitioners. 


Loris  Hospital  Addition 

The  initial  construction  application  for  an  addition 
to  the  Loris  Community  Hospital  Nursing  Home  in 
Loris  has  been  approved  by  the  State  Board  of  Health 
and  the  U.  S.  Public  Health  Service. 

This  20-bed  addition  is  estimated  to  cost  $187,500 
with  a federal  share  of  $125,000. 


New  Trustees  for  Medical  College 

Early  in  February  the  Legislature  elected  the  pro- 
fessional segment  of  the  Board.  Two  previous  trustees, 
Dr.  Joseph  Cain  and  Dr.  J.  M.  Pratt  were  returned 
to  office  and  the  following  new  members  were 
elected:  Dr.  Harrison  Peeples  of  Estill,  Dr.  B.  M. 
Montgomery  of  Newberry,  Dr.  Charles  Hanna  of 
Spartanburg,  and  Dr.  William  C.  Draffin,  Columbia 
dentist. 

The  South  Carolina  General  Assembly  elected  six 
laymen  to  the  revised  board  of  trustees  of  the  Medical 
College  of  South  Carolina. 

Chosen  by  Congressional  districts  were:  1st,  J.  Edwin 
Schachte,  Jr.,  Charleston;  2nd,  Julian  T.  Buxton,  Sum- 
ter; 3rd,  John  L.  Pressly,  Due  West;  4th,  Harry  R. 
Stevenson,  Greenville;  5th,  Henry  Savage,  Camden; 
6th,  Thomas  White,  Florence. 


Respiratory  Disease  Seminar  Held 
The  second  annual  Midlands  Seminar  on 
Respiratory  Diseases  was  scheduled  for  March  15 
at  the  Columbia  Hotel.  It  was  held  in  coopera- 
tion with  the  Columbia  Medical  Society’s  monthly 
meeting  on  March  14.  Sponsors  for  the  seminar 
are  the  South  Carolina  Thoracic  Society,  the 
Central  TB  and  Health  Association  and  the  South 
Carolina  Tuberculosis  Association. 


New  Members  of  South  Carolina  Medical 
Association 


Dr.  Joye  Benson 

5 Overbrook  Circle 

Greenville 

Dr.  J.  Kelly  Dixon 

217  Anderson  St. 

Greenville 


Dr.  Joseph  H.  Flowers 
109  Webb  St. 

Walterboro 

Dr.  Sigurd  C.  Sandzen,  Jr. 
9-11  Medical  Court 
Pendleton  St. 

Greenville 


MEDICAL  SELF-HELP  SCHEDULES 
(SECOND  SEMESTER) 

Jan.  - Apr.  66 

Second  Run: 

Program  Number:  Min. 

1.  Radioactive  Fallout  and 

Shelter  27  % 

2.  Healthful  Living  in 

Emergencies  27  % 

3.  Artificial  Respiration  13% 

4.  Bleeding  and  Bandaging  27% 

5.  Fractures  and  Splinting  27% 

6.  Transportation  of  the 

Injured  13% 

7.  Burns  13% 

8.  Shock  13% 

9.  Nursing  Care  of  the  Sick 

& Inj.  27% 

10.  Infant  and  Child  Care  27% 

The  Second  Run  will  be  seen  on: 

Channel  A.  State-wide  Closed  Circuit  Network  at 
1:30  pm 

Channel  7,  WITV.  Charleston  at  2:30  pm 
Channel  29,  WNTV,  Greenville  at  12:00  Noon 


New  Eyes  for  the  Needy 

New  Eyes  for  the  Needy,  Inc.,  of  Short  Hills,  New 
Jersey,  is  a volunteer  organization  which  collects  dis- 
carded glasses  and  frames,  antique  and  costume 
jewelry  and  precious  metals  for  the  purpose  of  pro- 
viding prescription  glasses  for  the  needy.  Over  a half 
a million  people  have  been  helped.  The  latest  activity 
is  to  supply  several  thousand  glasses  to  S.S.  Hope,  the 
hospital  ship  which  carries  help  to  needy  countries, 
in  this  case,  to  Nicaragua. 

Although  women  live  longer  than  men,  they  are 
ill  more  frequently.  They  have  18  per  cent  more 
colds,  20  per  cent  more  influenza  and  twice  as  many 
headaches,  according  to  the  Health  Insurance  Insti- 
tute. Men,  however,  suffer  42  per  cent  more  injuries. 


Mar.  4 F 

9 W 
16  W 
23  W 
31  Th 

Apr.  6 W 
7 Th 
18  M 

27  W 
May  4 W 


March,  1966 
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10TH  GREENVILLE  POSTGRADUATE  SEMINAR 


TUESDAY,  APRIL  12,  1966 
8:30  A.  M. 

9:00  Dr.  Robert  Rhamey  — Management  of  Chronic  Uremia 
10:00  Dr.  James  Moss  — Diabetic  Acidosis  and  Hyperglycemia 

11:00  Dr.  William  F.  Miller  — The  Rehabilitation  of  Patients  with  Chronic  Lung  Disease 
12:00  Dr.  John  W.  Benton  — CNS  Degenerative  Diseases  in  Childhood 
12:40  Question  and  Answer  Period 

1:10  Luncheon  — Dr.  Curtis  P.  Artz  — Current  Concepts  in  the  Treatment  of  Burns 
2:30  Dr.  Robert  Greenblatt  — Thyroid  Disorders  — Diagnostic  and  Therapeutic  Procedures 
3:30  Dr.  Buford  Word  — Restoration  of  Function  to  a Diseased  Bartholin’s  Gland 
4:10  Question  and  Answer  Period 
7:00  Poinsett  Club  — Ladies  Night 

Courtesy  Bob  Paxton  and  Delta  Drug  Corp. 

8:00  Buffet  Supper 
8:30-11:30  Dinner  Dance 

WEDNESDAY,  APRIL  13,  1966 

9:00  Dr.  John  W.  Benton,  Jr.  — Seizures  in  Children 

10:00  Dr.  Buford  Word  — Maternal  Mortality  Associated  with  Hemorrhage 
11:00  Dr.  William  F.  Miller  — The  Uses  and  Abuses  of  Inhalation  Therapy 
12:00  Dr.  James  Moss  — Foot  Care  in  the  Diabetic 
12:40  Question  and  Answer  Period 
1:10  Luncheon  — Dr.  Robert  Greenblatt  — Problems  of  Infertility 
2:30  Dr.  Robert  Rhamey  — LIrinary  Tract  Infections  in  Children 
3:30  ( To  be  announced ) 

4:10  Question  and  Answer  Period 
7:00  Social  Hour 

Courtesy  of  Park  McKinney  and  Russell  Jones  of  B.  F.  Ascher  & Co. 

8:00  Banquet  — Dance  — Music  by  Sam  Arnold’s  “Seminar  Serenaders” 

THURSDAY,  APRIL  14,  1966 
9:00  Dr.  John  W.  Benton,  Jr.  — Muscular  Dystrophy 
10:00  Dr.  Robert  Rhamey  — Renal  Hypertension 
11:00  ( To  be  announced ) 

12:00  Dr.  James  Moss  — Oral  Hypoglycemic  Drugs 
12:40  Question  and  Answer  Period 

1: 10  Luncheon  — Dr.  Buford  Word  — America’s  Greatest  General  Practitioner: 

A Life  Story  of  South  Carolina’s  J.  Marion  Sims 
2:30  ( To  be  announced ) 

3:30  ( To  be  announced ) 

4:30  Question  and  Answer  Period 

GUEST  SPEAKERS 
DR.  CURTIS  P.  ARTZ 

Chairman,  Department  of  Surgery,  Medical  College  of  South  Carolina 
DR.  ROBERT  GREENBLATT 
Professor  of  Endocrinology,  Medical  College  of  Georgia 
DR.  WILLIAM  F.  MILLER 

Associate  Professor  of  Medicine,  The  University  of  Texas,  Southern  Medical  School 

DR.  JAMES  MOSS 

Chief,  Diabetic  Clinic,  Clinical  Professor  of  Medicine,  Georgetown  University  Medical  School 

DR.  BUFORD  WORD 

Professor  of  Gynecologv,  University  of  Alabama  Medical  School 
DR.'  ROBERT  RHAMEY 

Professor  of  Urology,  Vanderbilt  University  School  of  Medicine 
DR.  JOHN  W.  BENTON.  JR. 

Associate  Professor  of  Pediatrics  and  Neurology,  University  of  Alabama  Medical  School 


DOCTORS  IN  THE  NEWS 

New  officers  of  the  medical  staff  of  Greenville 
General  Hospital  have  assumed  office  for  the 
year  with  Dr.  .1.  Earle  Furman  succeeding  Dr. 
William  R.  Craig  as  president.  Dr.  Leslie  C.  Meyer 
will  serve  as  president-elect  and  Dr.  John  S. 
McCutcheon  as  secretary  ....  Dr.  John  Muller 
of  Greenville  spoke  on  “Modification  of  Food 
Constituents”  at  the  convention  of  the  South 
Carolina  Dietetic  Association  on  February  8-10 
in  Greenville  ....  Dr.  L.  M.  Mace  was  elected 
chief  of  staff  of  the  Barnwell  County  Hospital. 
Dr.  C.  C.  Freeman  was  named  vice  chief  of  staff 


and  Dr.  Henry  W.  Gibson  is  chief  of  obstetrics 
and  pediatrics  ....  Dr.  Ezra  M.  Marshall  is  now 
associated  with  Dr.  James  Harmon  in  the  practice 
of  medicine  in  Pelzer.  Dr.  Marshall  graduated 
from  the  Medical  College  of  Georgia  in  1961  . . . . 
Dr.  Allen  L.  Harrell  has  announced  the  opening 
of  his  office  for  the  practice  of  pediatrics  in 
Charleston  . . . Dr.  William  P.  Beckman  has  re- 
tired from  the  South  Carolina  Mental  Health 
Agencies,  where  he  has  held  just  about  every  top 
post  since  1925.  Dr.  Beckman  graduated  from  the 
Medical  College  of  South  Carolina  and  served  as 
clinical  professor  of  psychiatry  there  for  several 
years  ....  Dr.  I.  A.  Ceips  of  Ridge  Springs  has 
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opened  a medical  office  in  Calhoun  Falls  ....  Dr. 
Robert  E.  Jackson  of  Manning  will  again  head  the 
Heart  Fund  Campaign  in  Clarendon  County 
Dr.  Edwin  Boyle,  Jr.,  a Sumter  native  who  is 
assistant  professor  of  research  medicine  at  the 
Medical  College  of  South  Carolina,  has  been  ap- 
pointed director  of  research  at  the  Miami  Heart 
Institute  in  Florida  ....  Dr.  James  G.  Halford, 
Jr.  has  been  named  chief  of  staff  at  Anderson 
Memorial  Hospital  ....  Dr.  Robert  Mann  received 
the  Easley  Jaycees’  Distinguished  Service  Award 
for  1965,  the  “Young  Man  of  the  Year”  ....  Dr. 
Julian  P.  Price,  Florence  pediatrician,  is  the  new 
president  of  the  South  Carolina  Association  of 
School  Boards  ....  Dr.  William  S.  Houck,  Jr.  has 
become  associated  with  Drs.  N.  D.  Ellis  and  James 
Allen  in  the  practice  of  Surgery  in  Florence.  Dr. 
Houck  graduated  from  the  Medical  College  of 
South  Carolina  and  served  a one-year  internship 
at  the  City  Hospital  of  St.  Louis,  Missouri.  He 
then  completed  a surgical  residency  at  Duke  Hos- 
pital ....  Dr.  Halford  S.  Whitaker  has  opened  his 
office  for  the  practice  of  Neurology,  Child  Neurol- 
ogy, and  Electroencephalography  at  1929  Gervais 
Street  in  Columbia.  Dr.  Whitaker  graduated  at  the 
University  of  Tennessee  College  of  Medicine, 
served  an  internship  at  the  City  of  Memphis  Hos- 
pitals and  a residency  in  Atlanta  and  Memphis, 
and  spent  an  additional  two  years  as  a resident  in 
adult  neurology  at  Bowman  Gray  in  North  Caro- 
lina, then  served  a year  in  neurology  at  the  Chil- 
dren’s Hospital  Medical  Center  in  Boston.  Dr. 
Whitaker  is  certified  by  the  American  Board  of 
Pediatrics  and  is  a Fellow  of  the  American  Acad- 
emy of  Pediatrics  ....  Dr.  Richard  Price  of  Beau- 
fort has  been  notified  of  his  certification  by  the 

American  Board  of  Surgery,  Inc Dr.  J.  C. 

Hughes  has  received  certification  of  the  American 
Board  of  Surgery  ....  Dr.  George  Durst  of 
Sullivan’s  Island  is  one  of  six  South  Carolina  men 
to  begin  terms  as  members  of  the  Board  of  Trus- 
tees of  Furman  University  ....  Dr.  James  M. 
Wilson  has  been  re-elected  president  of  the 
Charleston  Museum  Board  of  Trustees  . . . .I)r. 
W.  W.  Ledyard  was  the  keynote  speaker  at  the 
annual  meeting  of  the  S.  C.  Chapter  of  the  Multi- 
ple Sclerosis  Society  in  Columbia  ....  Dr. 
Charles  Browne  of  Anderson  was  saluted  by  the 
daily  newspaper  of  that  city  as  a doctor  who  has 
earned  the  respect  and  admiration  of  both  his 
fellow  physicians  and  the  community  ....  Dr. 
George  C.  Brown,  Jr.,  of  Walterboro  was  among 
the  55  radiologists  to  become  a fellow  of  the 
American  College  of  Radiology  at  the  group’s 
annual  meeting  on  February  1-5  ....  Dr.  James 
E.  Bell,  Jr.  was  elected  to  the  Sumter  advisory 
board  of  the  Citizens  and  Southern  National  Bank 
of  South  Carolina  at  the  January  meeting  of  the 
Board  of  Directors. 


COMING  MEETINGS 

The  1966  Scientific  Session  of  the  American 
Cancer  Society  will  be  held  at  the  St.  Francis 
Hotel  in  San  Francisco  on  May  11.  For  further 
information  write:  Director  of  Professional  Ed- 
ucation, American  Cancer  Society,  Inc.,  219  East 
42nd  Street,  New  York,  New  York,  10017. 

Thirty-Ninth  Annual  Spring  Congress  in 
Ophthalmology  and  Otolaryngology  and  Allied 
Specialties  of  the  Gill  Memorial  Eye,  Ear  and 
Throat  Hospital  and  the  Elbyrne  G.  Gill  Eye  and 
Ear  Foundation  will  be  held  in  Roanoke,  Virginia, 
April  4-8. 

The  nation’s  specialists  in  internal  medicine 
will  meet  in  New  York  City  April  18-22  for  the 

47th  Annual  Meeting  of  the  American  College  of 
Physicians. 

The  Judicial  Council  of  the  American  Medical 
Association  is  sponsoring  a National  Congress 
on  Medical  Ethics  March  5-6,  1966,  at  the  Pick- 
Congress  Hotel  in  Chicago. 

The  South  Carolina  Chapter  of  the  American 
College  of  Surgeons  will  meet  at  the  Fort  Sumter 
Hotel  on  April  1-2.  Among  other  guest  speakers 
will  be  Dr.  James  H.  Spencer,  Assistant  Director 
of  the  American  College  of  Surgeons,  and  Dr. 
Curtis  Artz,  Chairman  of  the  Department  of  Sur- 
gery at  the  Medical  College  of  South  Carolina. 

The  Southern  Neurosurgical  Society  will  meet 
at  the  Francis  Marion  Hotel  on  March  27,  28,  29 
and  30.  The  scientific  program  will  be  held  on  the 
mornings  of  the  28th,  29th  and  30th.  The  scientific 
program  on  the  28th  and  29th  will  cover  general 
neurological  and  neurosurgical  problems.  The 
Wednesday  morning  program  will  have  topics  of 
general  interest  and  will  also  include  a two  hour 
panel  on  the  subject  of  hydrocephalus. 

If  members  of  the  Medical  Association  wish  to 
attend  this  meeting,  I would  appreciate  it  if  they 
would  contact  me  and  I will  be  pleased  to  arrange 
their  invitation. 

Julian  R.  Youmans,  M.  D., 
Professor  of  Neurosurgery, 

Medical  College  of  South  Carolina 


SUPPORT 

YOUR 

* 

5 V#*  o 

MENTAL 

z 

♦.IPV 

HEALTH 

ASSOCIATION 

March,  1966 


113 


The  Medical  College  of  South  Carolina  and 
The  Medical  College  Alumni  Association 
Announce 

A Symposium  on  Obesity 

ALL  PHYSICIANS  ARE  INVITED  TO  ATTEND. 

No  fee  is  required  for  attendance  at  Scientific  sessions,  luncheon  or  reception. 

This  program  is  acceptable  for  continuation  study  credit  by  the  American  Academy  of  General 
Practice. 


FRIDAY,  APRIL  1,  1966 
THE  FORT  SUMTER  HOTEL 
CHARLESTON,  SOUTH  CAROLINA 
MORNING  SESSION  - Charleston  Room 
9:00  Registration— All  Day 

Presiding:  Dale  Groom,  M.  D.,  Director  of  Postgraduate  Education,  Medical  College  Hos- 

pital of  the  Medical  College  of  South  Carolina 

9:50-10:00  Welcome— William  McCord.  M.  D.,  President,  Medical  College  of  South  Carolina 
10:00-10:40  THE  COMPULSION  TO  OVEREAT 


Beverley  T.  Mead,  M.  D.,  Professor  and  Chairman,  Departments  of  Psychiatry 
and  Neurology,  Creighton  University  School  of  Medicine 
10:40-11:20  INCREASED  POTENTIAL  FOR  DIABETES  AND  DEGENERATIVE  DIS- 
EASES 


Leo  P.  Krall,  M.  D.,  Senior  Staff,  Joslin  Clinic  and  N.  E.  Deaconess  Hospital; 
Consultant,  Lb  S.  Public  Health  Service 
11:20-12:00  Questions  and  Panel  Discussion 
12:15-  2:00  Luncheon  for  Physicians  and  Wives  — Sumter  Room 

Chairman,  Forde  Mclver,  M.  D.,  Associate  Professor  of  Pathology,  Medical 
College  of  South  Carolina 

“MARRIAGE  COUNSELING-HOW  TO  KEEP  THEM  HAPPY  THOUGH 
MARRIED’’ 


Beverley  T.  Mead,  M.  D. 

AFTERNOON  SESSION— Charleston  Room 

Presiding:  George  Durst,  M.  D.,  Professor  of  General  Practice  and  President  of  the  South 

Carolina  Chapter  of  the  American  Academy  of  General  Practice 
2:15-  2:55  THE  FATTER  THE  PATIENT— THE  GREATER  THE  SURGICAL  RISK 

Rene  B.  Menguy.  M.  D.,  Ph.D.,  Professor  and  Chairman,  Department  of  Surgery, 
University  of  Illinois  Medical  School 

2:55-  3:35  SENSIBLE  MANAGEMENT  OF  THE  OBESE  PATIENT 


Martin  M.  Hoffman,  M.  D..  Associate  Professor  of  Medicine,  McGill  University 
Faculty  of  Medicine 
3:35-  3:50  Recess 

3:50-  4:30  Questions  and  Panel  Discussion 
4:45-  5:45  Reception  — Terrace 

WIVES  OF  PHYSICIANS  ARE  WELCOME  AND  ENCOURAGED  TO  ATTEND. 


NEW  PHARMACEUTICAL  SPECIALTIES 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 


brochure. 

New  Single  Chemicals — Drugs  not  previously 
known,  including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

NEW  SINGLE  CHEMICALS 
CITANEST 
Local  anesthetic.  Rx 

Manufacturer:  Astra  Pharmaceutical  Products, 
Inc. 

Nonproprietary  Name:  Propitocaine  Hydro- 


chloride 

Indications:  Local  anesthetic  for  infiltration  and 
nerve  block. 

Dosage:  30  mg  to  600  mg  depending  on  anes- 
thetic procedure  required. 

Supplied  as: 

1%  and  2%  30  ml  multiple  dose  vials  and 

solution  30  ml  single  dose  ampules. 

3%  solution  20  ml  single  dose  ampules. 

4%  solution  1.8  ml  dental  cartridge. 


(All  solutions  contain  6 mg  of  sodium  chlor- 
ide per  ml,  and  are  adjusted  to  a pH  of  6.0- 
7.0  with  sodium  hydroxide). 

THAM-E 

Antacids:  Systemic.  Rx 
Manufacturer:  Abbott  Laboratories 
Nonproprietary  Name:  Tromethamine  with 

electrolytes 

Indications:  Correction  of  systemic  acidosis  in 
certain  life-threatening  conditions  such  as:  meta- 
bolic acidosis  associated  with  cardiac  bypass 
surgery;  correction  of  acidity  in  ACD  blood  in 
cardiac  bypass  surgery;  metabolic  acidity  asso- 
ciated with  cardiac  arrest. 

Dosage:  In  general:  the  least  amount  of  a 0.3M 
solution  l-equired  to  increase  blood  pH  to  normal 
limits  (7.35  to  7.45) 

Supplied  as:  Anhydrous  lyophilized  powder.  250 
ml  glass  container. 

DUPLICATE  SINGLE  PRODUCTS 
DERMA-BLANCH 
Dermatological  Preparation.  OTC 
Manufacturer:  Brayten  Pharmaceutical  Com- 
pany 
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Nonproprietary  Name:  Hydroquinone 
Indications:  Bleaching  hyperpigmented  skin. 

Skin  discoloration  in  small  areas. 

Dosage:  Applied  twice  daily  to  limited  areas 
until  desired  tone  of  skin  is  reached,  then,  use 
occasionally  or  as  necessary  to  maintain  results. 

Supplied  as:  Cream:  3%  in  vanishing  cream 
base  in  114  ounce  jars. 

METRASPRAY 
Topical  Anesthetic.  Rx 
Manufacturer:  Riker  Laboratories,  Inc. 
Nonproprietary  Name:  Tetracaine 
Indications:  Preparation  for  bronchoscopy, 

tracheal  intubation,  gastroscopy. 

Dosage:  As  a spray.  Each  dose  delivers  0.5  mg 
tetracaine. 

Supplied  as:  Plastic  coated  glass  15  ml  vial 
with  more  than  300  sprays  per  vial  1.1%  w/v. 
VASOGLYN  UNICELLES 
Vasodilators-Coronary.  Rx 
Manufacturer:  Hiss  Pharmacal  Co.,  Inc. 
Nonproprietary  Name:  Nitroglycerin 
Indications:  Prophylactic  use  in  angina  pec- 
toris. 

Dosage:  One  Unicelle  before  breakfast  and  at 
bedtime  (12  hour  intervals). 

Supplied  as:  Unicelles  (sustained-release)  2.5 
mg.  Bottles  of  50. 

NEW  COMBINATION  PRODUCTS 
BEROCCA 

Vitamins  Multiple.  Rx 
Manufacturer: 

Roche  Laboratories 
Division  of  Hoffman-La  Roche  Inc. 
Composition:  Tablets: 


Thiamine  mononitrate  (vitamin  B ' ) 

15 

mg 

Riboflavin  (vitamin  BO 

15 

mg 

Pyridoxine  HC1  (vitamin  B«) 

5 

mg 

Niacinamide 

100 

mg 

Calcium  pantothenate 

20 

mg 

Cyanocobalamin  (vitamin  B12) 

5 

meg 

Folic  acid 

O.i 

5 mg 

Ascorbic  acid  (vitamin  C) 

500 

mg 

Indications:  For  supportive  nutritional  sup- 
plementation in  conditions  where  water-soluble 
vitamins  are  required  prophylactically  or  thera- 
peutically. 

Dosage:  One  or  two  tablets  daily  as  directed  by 
clinical  need. 

Supplied  as:  Lime-colored  and  capsule-shaped 
tablets.  Bottles  of  100. 


CHERACOL  I) 

Cough  Preparations.  OTC 
Manufacturer:  The  Upjohn  Company 
Composition:  Fluidounce: 

Dextromethorphan  Hydrobromide 

9/10  gr 

Chloroform 

2 gr 

Glyceryl  Guaiacolate 

1 2/5  gr 

Ammonium  Chloride 

8 gr 

Antimony  Potassium  Tartrate 

1/12  gr 

Alcohol 

3 % 

Indications:  For  cough. 

Dosage:  As  indicated  for  cough. 
Supplied  as:  Syrup.  Bottles  of  two 

and  four 

ounces. 


ETRAFON 

Tranquilizer- Antidepressant.  Rx 

Manufacturer:  Schering  Corporation  U.S.A. 

Composition:  Tablets: 

Etrafon  Etrafon-A  Etrofon- 
Forte 

Perphenazine  2 mg  4 mg  4 mg 

Amitriptyline 

HC1  25  mg  10  mg  25  mg 

Indications:  Anxiety  and/or  agitation  (whether 
moderate  or  severe)  and  depressed  mood. 

Dosage:  Initial:  psychoneurotics,  one  tablet 
ETRAFON  or  ETRAFON-A  three  or  four  times 
daily.  Severely  ill  patients  with  schizophrenia, 
ETRAFON-FORTE  two  tablets  three  times  a day. 

Maintenance:  after  satisfactory  response — one 
tablet  three  or  four  times  a day. 

Supplied  as:  ETRAFON  tablets — pink,  sugar 
coated.  Bottles  of  60  and  250. 

ETRAFON-A  tablets — orange,  sugar  coated. 
Bottles  of  60  and  250. 

ETRAFON-FORTE  tablets — red,  sugar  coated. 
Bottles  of  60  and  250. 


INITIA  Drops 

Vitamins-Pediatric.  OTC 
Manufacturer:  Parke,  Davis  & Company 
Composition:  Drops;  0.6  ml 

Vitamin  A palmitate  1500  Units 

Ergocalciferol  (Vitamin  D)  200  Units 

Vitamin  C (ascorbic  acid)  50  mg 

Vitamin  B„  (pyridoxine  HC1)  1 mg 

Indications:  Pediatric  vitamin  and  nutritional 
supplement. 

Dosage:  Infants,  0.3  ml  (5  min.);  Children,  0.6 
ml  (10  min.)  or  more  as  directed  by  the  physician. 
Supplied  as:  Drops  in  15  cc.  and  50  cc.  bottles. 


INITIA  drops  with  Fluoride 

Vitamins  Multiple.  Rx 
w/  Fluorine 

Manufacturer:  Parke,  Davis  & Company 
Composition:  Drops;  0.6  ml: 

Vitamin  A palmitate  1500  Units 

Ergocalciferol  (Vitamin  D)  200  Units 

Vitamin  C (ascorbic  acid)  50  mg 

Vitamin  B„  (pyridoxine  HC1)  1 mg 

Sodium  fluoride  1.1  mg. 

Indications:  Nutritional  supplement  and  pre- 
ventative of  dental  caries. 

Dosage:  Infants  and  Children  under  3 years  of 
age,  0.6  ml  daily. 

Supplied  as:  Drops  in  30  cc.  bottles. 


TETREX-F 

Antibiotics  - Bi-oad  Spectrum.  Rx 
Manufacturer:  Bristol  Laboratories 
Composition:  Capsules: 

Tetracycline  phosphate  complex 

equivalent  to  tetracycline  HC1  250  mg 
Nystatin  250,000  Units 

Indications:  Monilial  infections,  or  Candida  of 
the  gastrointestinal  tract. 

Dosage:  One  capsule  one  hour  before  or  two 
hours  following  meals. 

Supplied  as:  Capsules  in  bottles  of  16. 
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REGARDING  A PREMARITAL  LAW 

by 

R.  Wilson  Ball,  M.  D„  Chief 
Venereal  Disease  Control  Seetion 


S.  C.  State  Boa 

While  it  is  true  that  the  enactment  of  legislation 
providing  for  a blood  serologic  test  for  syphilis  would 
probably  result  in  the  discovery  of  a few  hidden  cases, 
certain  factors  should  definitely  be  borne  in  mind 
before  such  legislation  is  seriously  considered.  These 
are: 

1.  Conflict  with  existing  State  Regulations 

2.  Prohibitive  cost 

3.  The  rate  of  illegitimacy  in  this  State 

4.  Diagnostic  considerations 
/.  Conflict  with  existing  State  Regulations: 

A medical  certificate  that  the  applicants  for  mar- 
riage are  free  from  venereal  disease  would  un- 
doubtedly be  required,  but  the  issuance  of  same 
would  be  in  direct  conflict  with  Regulations  of  the 

S.  C.  State  Board  of  Health.  Section  9 of  these 
Regulations  prohibits  the  issuance  of  such  certificates. 

2.  Prohibitive  Cost: 

In  South  Carolina  during  1964  there  were  over 
44,000  marriages,  which  under  such  a law  would 
necessitate  over  88,000  additional  blood  tests.  If 
a serologic  test  for  syphilis  were  to  cost  only  one 
dollar  (it  actually  costs  more  than  that),  we  could 
assume  the  cost  of  such  a law  to  exceed  $88,000.00 
per  year.  To  us  this  would  seem  an  unwise  expendi- 
ture of  taxpayers’  funds  because  other  casefinding 
techniques  which  have  been  developed  during  the 
past  few  years  have  been  proven  to  be  far  more 
effective  and  productive  in  ferreting  out  previously 
undiscovered  cases  of  early  infectious  syphilis.  The 
funds  required  to  carry  out  the  provisions  of  a pre- 
marital law  would,  if  appropriated  for  venereal  disease 
control  in  general,  could  be  utilized  for  the  employment 
of  many  additional  workers,  additional  supplies  and 
equipment,  educational  materials,  etc.  and  should 
result  in  the  finding  of  many  times  more  cases  than 
would  be  revealed  through  premarital  bloodtesting. 

An  article  in  the  Journal  of  the  American  Medical 
Association,  March  21.  1964,  reported  estimated  costs 
in  other  states  to  range  from  $2,000.00  in  California 


rd  of  Health 

to  $30,000.00  in  New  York  for  each  case  of  early 
infectious  syphilis  detected  through  premarital  blood- 
testing. A recent  report  from  a midwestern  state 
revealed  that  in  1965  only  seven  cases  of  early  in- 
fectious syphilis  were  uncovered  out  of  134,000  pre- 
marital tests  and,  if  we  apply  again  the  trial  cost  of 
one  dollar  per  test  (too  low),  then  the  cost  to  that 
state  would  be  $19,163.00  for  each  such  case  found. 

One  of  our  Southern  states  informed  us  recently 
that  its  premartial  law  has  cost  its  State  Department 
of  Health  approximately  $70,000.00  per  year  and,  in 
addition,  has  cost  their  local  health  departments  ap- 
proximately the  same  amount.  Realizing  that  com- 
parable amounts  spent  on  improved  casefinding 
methods  would  be  far  more  effective  and  produc- 
tive in  discovering  cases  of  infectious  syphilis,  they 
are  now  advocating  the  discontinuance  of  their  pre- 
marital law. 

3.  The  high  rate  of  illegitimacy  in  South  Carolina: 

In  this  State,  according  to  1964  figures,  13.4%  of 
all  live  births  were  illegitimate,  and  accordingly  over 
13%  of  our  marriageable  population  would  not  be 
reached  by  a premarital  bill. 

4.  Diagnostic  considerations: 

All  too  often  the  presence  or  absence  of  syphilis 
cannot  be  immediately  determined,  and  certainly  a 
positive  or  negative  diagnosis  should  not  be  expected 
from  a single  blood  test.  Syphilis  is  not  the  only  con- 
dition which  may  give  a “positive”  blood  test,  and 
sometimes  it  may  be  a matter  of  weeks  or  longer 
before  a positive  or  negative  diagnosis  can  be  estab- 
lished. This  might  well  lead  to  the  breaking  up  of 
betrothals  of  couples  who  might  otherwise  have  be- 
come happily  married.  Furthermore,  a negative  blood 
test  on  a patient  going  through  the  incubation  period 
of  syphilis  might  well  give  a false  sense  of  security 
to  either  of  the  prospective  spouses,  with  serious 
effects  upon  all  concerned  should  symptoms  later 
develop. 


Medicare  and  The  Australian  Plan 

. . . Medicare  is  the  law  of  the  land.  Unless  universal 
non-cooperation  by  physicians  ensues  and  there 
seems  to  be  no  great  likelihood  of  that  occurring,  it 
will  be  implemented.  No  matter  that  the  entire  econ- 
omy is  taxed  for  the  benefit  of  a small  segment,  no 
matter  that  for  this  segment  important  needs  are  not 
met.  no  matter  that  truly  catastrophic  illness  is  not 
provided  for.  no  matter  that  the  totally  indigent 
are  not  provided  for,  no  matter  that  the  wealthy 
who  do  not  need  it  are  helped  equally  with  the 
middle  class  who  do,  and  that  the  indigent  who 
cannot  meet  their  share  of  the  costs  are  not  helped 
at  all.  No  matter  that  hospitals  will  be  swamped 
in  many  many  instances  by  people  whose  real  needs 


are  not  those  of  an  expensive  general  hospital 
but  of  nursing  home  care  or  of  domicilary  care. 
No  matter  that  in  the  confusion  of  over-usage  of 
hospitals  urgent  needs  of  acutely  ill  younger  people 
may  suffer.  No  matter  the  waste,  no  matter  the  6.4 
billion  dollars  which  is  the  projected  initial  cost. 
Twenty  years  of  lobbying;  twenty  years  of  activity  by 
the  do-gooders;  twenty  years  of  propaganda  in  the 
mass  media  have  enacted  it  into  law.  Of  course  it 
cannot  be  implemented  without  the  doctors.  The 
A.M.A.  has  been  asked  for  help  and  I suppose  it  can 
scarce  refuse  some  effort  to  save  a modicum  of  free- 
dom, some  attempt  to  preserve  the  shreds  of  the 
patient-doctor  relationship  . . . 

. . . I submit  to  you  that  the  Australian  Plan  for  the 
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economic  regulation  of  the  costs  of  medical  care  is  in 
principle  the  answer  to  our  problem.  I know  of  no 
other  way  that  we  can  satisfy  the  deep  emotional 
need  of  the  average  American  for  the  best  medical 
care  society  offers  at  a price  he  thinks  he  can  afford. 

This  need  will  be  met  because  political  powers  and 
economic  forces  in  the  form  union  pressures  will 
meet  it  for  him. 

The  Australian  Plan  works,  the  government  pro- 
vides subsidies  only  in  areas  of  economic  need,  it  does 
not  control  the  conduct  of  private  practice,  the 
bureaucracy  created  by  it  is  miniscule,  policing  is 
self-policing  by  physicians  in  cooperation  with  gov- 
ernment officials,  freedom  of  choice  for  both  patient 
and  doctor  is  in  no  wise  interfered  with.  Everyone 
seems  satisfied  with  its  implementation  — patients, 
doctors,  the  political  officialdom.  It  has  worked  well 
for  years  to  the  substantial  satisfaction  of  the  three 
large  groups  which  might  seem  to  have  competing 
interests,  its  bugs  and  kinks  have  been  ironed  out  by 
experience. 

The  coverage  afforded  by  the  Australian  plan  is 
vastly  wider  than  that  provided  by  medicare,  it  en- 
compasses hospitalization,  doctors’  office  fees,  the  cost 
of  home  visits,  the  costs  of  drugs.  Importantly,  since 
it  puts  no  economic  premium  on  hospitalization  as  a 
criterion  for  care  it  does  not  promote  the  growth  of 
that  expensive  excrescence,  unnecessary  hospitaliza- 
tion, the  unholy  offspring  of  many  of  our  present 
schemes  for  spreading  medical  care  risks,  which  will 
pay  for  a hospital  stay  costing  a hundred  dollars  or 
more  but  not  for  a doctors  office  visit  costing  $5  or  an 
ambulatory  x-ray  costing  $25. 

Since  the  most  cogent  argument  for  the  introduction 
of  governmental  controls  under  medicare  was  the 
existence  of  groups  which  needed  but  could  not 
afford  medical  services  we  should  examine  first  the 
provisions  of  the  Australian  Plan  for  what  is  known 
as  its  Pensioner  Medical  Service.  This  is  the  method 
adopted  of  securing  for  the  medically  indigent  the 
care  they  need,  a responsibility  once  shouldered  by 
our  profession  itself  but  in  the  modern  Welfare  State 
now  increasingly  transferred  for  financial  support  to 
the  Government. 

Retired  men  over  sixty-five  and  women  over  sixty, 
widows,  chronic  invalids,  victims  of  chronic  disease 
particularly  tuberculosis,  subject  to  a means  test,  are 
considered  pensioners  under  the  Departments  of 
Social  Services.  In  the  Americas  this  word  may  have 
a social  stigma  and  a more  acceptable  one  must  be 
found.  Call  them  what  you  will,  the  Pensioner  Medi- 
cal Service  in  Australia  has  functioned  for  roughly 
15  years.  It  provides  medical  care  to  pensioners  and 
their  dependents,  drugs  on  prescription  without  cost 
to  the  recipient  and  public  ward  hospitalization  with- 
out cost  to  its  recipient. 

The  costs  of  services  to  this  financially  unfavored 
group  are  borne  by  the  Australian  Government  under 
the  Australian  national  health  laws.  The  patient  has 
free  choice  of  physician  from  among  the  roster  of 


physicians  on  the  panel.  These  are  mostly  general 
practitioners,  the  panel  comprising  in  1963  over  six 
thousand  participating  physicians  out  of  an  estimated 
available  eight  thousand  to  eighty-five  hundred  phy- 
sicians — the  rest  of  Australia’s  12,500  physicians 
being  in  training,  serving  on  medical  school  faculties 
or  in  hospitals  on  salary.  Patients  are  provided  office 
care  and  home  visits  whenever  indicated.  All  services 
considered  general  practice  services  are  paid  for. 
Once  enrolled  on  the  “pensioner  list”  — and  for  Amer- 
icans a more  euphemistic  term  will  have  to  be 
coined  — the  physician  submits  his  bill  to  the  Com- 
monwealth Department  of  Health.  The  forms  are 
simple,  indicating  only  the  patient’s  name,  the  date 
and  the  place  of  the  visit.  This  is  signed  by  patient 
and  physician.  Payment  to  the  physician  is  at  about 
two-thirds  the  rate  to  other  private  patients.  It  is 
estimated  that  about  eight  percent  of  the  population 
fall  into  this  group  whose  costs  of  illness  are  wholly 
borne  by  the  government.  Policing,  and  obviously  so 
simple  a scheme  of  direct  patient-doctor  dealing  re- 
quires policing,  is  by  the  Medical  Services  Committee 
of  Inquiry.  This  includes  representatives  of  the  Aus- 
tralian Medical  Association  and  the  Commonwealth 
Department  of  Health.  Violations  of  the  spirit  and 
letter  of  the  law  seem  infrequent,  the  need  for  dis- 
ciplinary action  rare.  Whether  in  our  United  States 
with  the  “quick  buck”  philosophy  of  many  of  our  citi- 
zens this  would  be  equally  true  I do  not  know,  but  I 
do  know  the  alternative  which  is  medical  peonage,  if 
we  cannot  discipline  short-term  greed  for  long-term 
self-interest.  I believe  we  can. 

For  the  much  larger  groups  not  considered  medi- 
cally indigent  prepayment  insurance  for  professional 
services  exists.  The  difference  between  the  physicians’ 
charges  and  what  subscribers  pay  is  borne  in  part  by 
government  subsidy.  A later  development  than  insur- 
ance against  hospital  costs,  this  became  Federal  law 
in  1953  and  now  covers  well  over  70  percent  of  the 
population.  General  William  Refshauge,  the  Director- 
General  of  Health  for  the  Commonwealth,  estimates 
that  the  group  not  covered  by  insurance  and  excluding 
the  pensioners  list  does  not  exceed  100.000.  Insured 
patients  pay  their  physicians  directly,  and  receive  a 
refund  of  about  65  percent  of  what  they  have  paid 
upon  submitting  a receipted  medical  bill  to  the  ap- 
propriate authority.  The  claim  form  accompanying 
the  bill  does  not  give  a diagnosis;  it  merely  states 
that  the  medical  expenses  are  not  covered  by  other 
forms  of  insurance  such  as  automobile  insurance  or 
workmen’s  compensation.  Procedures,  whether  diag- 
nostic or  therapeutic,  are  noted  by  code  number  so 
that  payment  may  be  made  for  each  service. 

It  should  be  noted  here  that  the  original  intention 
of  this  scheme  when  first  enacted  into  law  was  that 
re-payment  to  the  patient  should  not  exceed  90  per- 
cent of  the  physician’s  fee  although  in  practice  a 
fairly  constant  average  of  35  percent  has  been  borne 
by  the  patient,  over  and  above  an  annual  premium 
payment  of  10  pounds  Australian,  in  our  currency 
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about  $23.  Medical  fees  have  risen  in  Australia  about 
100  percent  in  a decade,  and  the  Australian  Medical 
Society  has  promised  that  they  will  be  fixed  at  their 
present  level  for  at  least  two  years.  Recent  legisla- 
tion has  increased  the  government  contribution  and 
if  the  doctors  keep  their  covenant  this  will  reduce  the 
cost  borne  by  the  patient  to  the  10  percent  originally 
contemplated.  The  intent  of  this  provision  is  to  dis- 
courage over-utilization  of  medical  services.  The  gov- 
ernment does  not  fix  fees.  This  is  done  by  agreement 
between  the  Australian  Medical  Association  and  the 
federal  Government  in  a very  elaborate  schedule. 

A laudable  attempt  is  made  to  maintain  the  dignity 
and  importance  of  the  general  practitioner  and  to  in- 
crease his  usefulness  to  his  patient  by  allowing  a 
higher  rebate  for  payment  for  specialized  services  if 
the  patient  is  referred  to  the  specialist  through  a 
generalist  than  if  he  has  been  self-referred.  This  makes 
it  more  likely  that  a patient  will  see  his  own  doctor 
first,  who  will  then  decide  whether  in  fact  specialist 
service  is  necessary  and  if  so  remains  in  contact  with 
his  patient  and  with  the  patient’s  medical  problems. 

The  pharmaceutical  benefits  scheme  for  which  there 
is  no  large  scale  American  equivalent  is  not  un- 
important economically  to  the  sufferer  from  chronic 
disease.  The  Australian  Pharmaceutical  Benefits  Plan, 
originally  covering  the  so-called  indispensable  life- 
saving drugs,  now  covers  since  1960  almost  all  the 
preparations  and  in  the  British  pharmacopoeia  and  in 
tlie  Australian  equivalent  of  New  and  Non-official 
Remedies.  It  includes  the  gamut  of  the  anti-hiotics. 
insulin,  oral  hypoglycemic  agents,  glycosides,  the 
steroids,  diuretics,  immune  sera,  the  tranquilizers,  etc. 
The  cost  to  patients  even  for  these  extremely  ex- 
pensive drugs  (except  for  pensioners  to  whom  they 
are  all  free)  is  five  shillings  per  prescription.  The 
government  pays  the  rest  of  the  cost  on  the  basis  of 
the  wholesale  cost  to  the  druggist  plus  a profit  for 
his  services.  In  this  area  it  is  estimated  that  the  gov- 
ernment participation  is  75  percent  of  the  cost  of 
pharmaceutical  service  given  with  the  exception  of 
cost  to  the  medically  indigent  which  is  totally  borne 
by  the  government. 

Hospitalization  costs  are  borne  either  by  pre-pay- 
ment insurance  or.  in  the  case  of  the  indigent,  by  the 
Commonwealth.  Since  American  acceptance  of  the 
concept  of  insurance  protection  against  hospital  costs 
has  wider  currency  than  the  concept  of  comprehensive 
insurance  against  the  cost  of  drugs,  and  the  cost  of 
professional  services,  it  will  seem  more  familiar  but 
the  differences  are  important  and  profound.  In 
essence  general  tax  funds  help  middle  income  groups 
to  obtain  hospitalization  at  a low  rate  through  partial 
subsidy.  Heavier  or  total  subsidy  is  available  for  the 
high  risk  groups,  the  bete  noire  of  private  insurance 
plans  in  America.  Included  are  pre-existing  and 
chronic  disease,  always  a knotty  problem  for  the  in- 
surance plans  which  must  pay  for  them.  (For  those 
in  the  pensioner  medical  service  public  ward  ac- 
commodations are  free  and  the  costs  are  entirely 
borne  by  the  state. ) 


The  mechanics  of  government  aid  to  private  insur- 
ance schemes  are  as  follows: 

1.  Insurance  premiums  paid  are  a deductible  expense 
for  income  tax  purposes. 

2.  The  government  makes  a direct  contribution  to- 
ward the  cost  of  hospitalization  over  and  above  the 
income  tax  deduction.  The  enormous  value  of  the 
direct  government  contribution  is  that  premiums  can 
be  kept  low  and  the  incentive  for  carrying  insurance 
is  great  because  the  average  wage  earner  does  not 
feel  that  the  costs  are  back-breaking.  The  insurance 
companies  are  protectee!  against  bad  actuarial  experi- 
ence by  the  government  and  poor  risks  are  equally 
insurable  with  the  good.  Annual  premium  costs  range 
from  $7.80  to  $11.44  for  individuals  and  from  $15.60 
to  $23.92  for  families.  Contrast  this  with  hospitaliza- 
tion insurance  costs  in  America.  . . 

Excerpts  from  the  Presidential  address  of  Dr.  Lester 
R.  Tuchman,  Medical  Society  of  the  County  of 
Queens. 


Challenge  to  Schools 

The  annual  report  of  the  American  Medical  Asso- 
ciation Council  on  Medical  Education  contains  a 
great  deal  of  cheerful  news  about  the  future  of  medi- 
cine. 

The  report  lists  14  new  medical  schools  which  will 
be  in  operation  before  1970,  and  points  out  that  many 
additional  institutions  throughout  the  country  are 
contemplating  the  establishment  of  new  schools. 

Furthermore,  the  number  of  graduates  last  June 
showed  an  increase  over  1964,  and  the  enrollment 
and  number  of  applicants  for  enrollment  have  shown 
continuing  gains.  When  the  14  new  medical  schools 
are  opened,  they  will  provide  space  for  about  1000 
additional  students  each  year. 

A record  number  of  7,336  physicians  were  gradu- 
ated from  U.  S.  medical  schools  during  the  1963- 
1964  school  term.  It  is  estimated  that  physicians  will 
be  graduating  at  the  rate  of  9,200  a year  by  1975. 

An  estimated  149  million  Americans— 77  per  cent 
of  the  total  population— today  have  some  form  of 
hospital  expense  insurance  protection,  according  to  the 
Health  Insurance  Institute.  Twenty  years  ago.  120 
million  had  such  coverage. 

There  are  88  medical  schools  in  the  United  States 
today.  Approximately  20  more  are  being  planned, 
including  11  which  are  expected  to  be  in  operation 
before  1970. 

Studies  have  shown  that  individuals  who  receive 
artificial  or  natural  fluoridation  have  60  per  cent  less 
dental  decay  over  their  lifetimes  than  those  who 
do  not. 
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MEDICAL  EDUCATION  TODAY:  ALIVE,  VITAL,  CHANGING 

By  Samuel  Gurin,  M.  D.,  Dean  of  the  School  of  Medicine,  University  of  Pennsylvania 
Published  in  The  Pennsylvania  Gazette,  November,  1965. 

A condensation  by  J.  Decherd  Guess,  M.  D. 

Greenville,  S.  C. 


“If  changes,  growth,  evolution,  and  irritability  are 
evidence  of  viability,  then  medicine  today  is  alive, 
vital,  and  very  healthy  indeed.” 

Through  the  centuries  medicine  has  undergone 
many  periods  of  stagnation.  Generally,  it  took  great 
upheavals  to  overcome  its  lethargy.  Social,  economic, 
and  scientific  revolutions  have  always  produced 
changes  in  medicine.  This  is  well,  for  medicine  serves 
man’s  needs,  his  wants,  and  his  fears.  The  present 
century  has  seen  significant  social,  economic  and 
scientific  changes.  These  have  resulted  in  changes  in 
medicine. 

A forward  look  raises  questions:  What  kind  of 
physician  will  be  needed?  In  what  social  and  eco- 
nomic environment  shall  he  practice?  How  will  prac- 
tice be  ordered  by  the  revolution  in  scientific  knowl- 
edge? What  shall  a better  educated  public  demand  of 
its  physicians? 

“No  medical  school  can  function  intelligently  or 
effectively  unless  it  faces  up  to  these  problems.  No 
medical  curriculum  is  satisfactory  unless  it  adequately 
prepares  its  graduates  for  the  intellectual,  social  and 
economic  environment  in  which  they  will  find  them- 
selves. Not  the  least  of  their  responsibilities  is  the 
acquisition  of  new  biological  and  medical  knowledge.” 
Some  believe  that  this  is  their  primary  responsibil- 
ity. Others  would  beg  for  a breathing  spell  in  research. 
They,  because  of  irritation  and  frustration,  would  turn 
the  clock  back.  However,  the  reality  is,  “as  biomedi- 
cal knowledge  increases,  more  dangerous  weaknesses 
are  put  into  our  hands.  We  must  learn  to  use  them 
wisely.” 

Medical  schools  are  characterized  by  many  as  ( 1 ) 
ivory  towers  or  research  institutes;  (2)  institutions 
no  longer  interested  in  the  practice  of  medicine;  or 
(3)  if  the  schools  are  interested  in  medical  practice, 
they  are  concerned  only  with  the  training  of  special- 
ists and  teachers.  Many  believe  that  science  and  the 
art  of  medicine  can  not  mix.  However,  there  is,  “no 
doubt  that  keen,  intelligent  observation  of  the  pa- 
tient has  ....  resulted  in  some  of  the  most  spectacu- 
lar advances  in  medical  knowledge.” 

Dr.  George  Perer  has  said:  “Science  is  the  tool,  not 
only  of  medical  inquiry,  but  also  of  medical  service. 
Inevitably,  tomorrow’s  physicians  will  have  to  be 
familiar  with  a larger  body  of  basic  science,  more 
complicated  and  precise  instruments  and  methods, 
and  have  a greater  and  deeper  insight  into  inheri- 
appraisal.  critique  and  judgment.  Only  with  knowl- 
edge, and  ....  (its)  acquisition  requires  selective, 
appraisal,  critique,  and  judgement.  Only  with  knowl- 
edge can  one  provide  maximum  help  at  the  bedside.” 
Every  Keen  Physician  an  Investigator 
To  many  the  word  research  connotes  laboratory 


experimentation.  This  is  not  true.  Careful,  keen,  and 
intelligent  observation  at  the  bedside  is  research  or 
investigation  of  the  highest  order.  Every  keen, 
observing,  thoughtful  physician  is  a research  scientist. 
Quoting  Dr.  Charles  Child:  “Art  is  nothing  more  or 
less  than  purposeful  application  of  knowledge,  skill  in 
performance  through  practice,  man’s  contrivance  in 
adopting  natural  things  to  his  use  . . . .”  Art  in  medi- 
cine has  acquired  emotional  overtones:  humanism, 
compassion,  artistry,  priestliness  . . . . , science  is 
knowledge  obtained  by  observation,  by  inference,  and 
by  verification. 

Medicine  will  benefit  from  investigations  whether 
it  be  in  the  laboratory,  at  the  bedside,  or  elsewhere. 

It  is  not  true  that  medical  schools  are  not  interested 
in  training  practitioners  of  medicine.  “The  only  way 
to  teach  clinical  medicine  of  high  quality  is  to 
demonstrate  superb  patient  care.  The  science  of  medi- 
cine and  its  application,  namely,  the  art  of  medicine, 
are  both  vitally  important,  and  the  one  does  not 
exclude  the  other.”  The  scrutinization  of  the  parts  of 
man  by  the  biologist,  teaches  much,  but  “it  does  not 
yield  a complete  understanding  of  man  as  a living 
being  ....  man  is  much  more  than  the  sum  of  his 
parts  ....  The  physician  of  tomorrow  must  apply  all 
of  his  knowledge  he  can  acquire  and  all  that  science 
can  teach  him  to  the  ....  problems  of  man  as  a 
total  entity  and  his  relationship  with  his  environ- 
ment.” 

It  is  true  that  most  medical  graduates  are  entering 
the  specialties  and  fewer  are  electing  to  enter  general 
practice.  Relevant  facts  are  that  medical  schools  exert 
no  control  over  their  graduates.  Fifty  years  ago  there 
were  relatively  few  residencies  available.  There  was 
essentially  no  other  field  than  general  practice  open 
in  medicine.  It  is  not  so  today. 

The  Public  Wants  Family  Physicians 

The  prestige  of  certified  specialists  is  high.  Teach- 
ing hospitals  grant  bed  privileges  to  general  practi- 
tioners reluctantly.  This  is  a problem  to  be  faced.  The 
American  public  wants  and  desires  to  have  family 
physicians.  It  needs  some  one  to  turn  to  for  medical 
advice  and  council.  It  is  good  sense  to  recognize  that 
the  family  physician  must  serve  as  “chief  of  staff”  for 
his  patient.  He  is  the  “man  who  calls  the  plays, 
makes  the  referrals  and  follows  his  patients  until  the 
correct  diagnosis  and  proper  course  of  treatment  are 
determined.” 

“Special  residencies  in  family  practice,  the  creation 
of  a modest  section  devoted  to  family  medicine  in  our 
teaching  hospitals,  could  help  make  such  careers  more 
attractive.”  Effective  leadership  in  this  area  of  aca- 
demic medicine  has  been  lacking. 

The  scientific  revolution  has  had  and  will  have 
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increasingly  a profound  impact  on  medicine  and 
medical  practice.  It  is  difficult  to  find  a research 
problem  in  the  basic  sciences  which  does  not  have 
obvious  implications  for  clinical  medicine.  Medical 
science,  the  direct  application  of  basic  science  to  man, 
is  the  direct  responsibility  of  the  entire  medical  pro- 
fession. Medical  educational  curriculum  shall  have  to 
shift  from  emphasis  on  the  accumulation  and 
memorizations  of  facts  to  a better  understanding  of 
the  mechanisms  involved  in  the  development  and 
behavior  of  normal  tissues  and  their  diseased  states. 
To  an  increasing  extent,  research  will  have  to  play 
an  important  part  in  the  preparation  of  the  physician 
for  academic  medicine  or  for  medical  practice,  either 
as  a specialist  or  as  a general  practitioner.  If  modern 
medicine  has  become  a scientific  discipline,  then,  its 
language  will  be  increasingly  that  of  basic  bio-medi- 
cal sciences.  “If  the  well  prepared  physician  of  the 
future  must  first  be  educated  in  the  science  of  medi- 
cine, the  medical  educator  becomes  primarily  a pre- 
ceptorial laboratory  or  investigational  experience 
where  critical  intellectual  habits  acquired  in  the  first 
two  years  of  medical  school  will  become  the  tools  for 
the  thoughtful  practice  of  medicine  and  the  lifelong 
pursuit  of  a better  understanding  of  human  disease.” 
However,  the  budding  physician  must  deal  also  with 
the  whole  man— his  wants  and  fears,  as  well  as  his 
emotional,  mental,  social,  and  economic  problems. 

Hospital,  Now  the  Center  of  Patient  Care 

The  better  informed  public  wish  better  medical 
care  and  are  prepared  to  pay  for  it.  The  hospital  is 
becoming  increasingly  the  center  of  patient  care. 
Quoting  from  the  Coggeshall  Report,  Planning  for 
Medical  Progress  Through  Education,  “Greater  reli- 
ance on  institutions  as  centers  of  health  care  by  phy- 
sicians has  also  grown  out  of  their  increasing  recogni- 
tion of  the  need  to  have  access  to  equipment  and 
technicians  that  can  be  provided  economically  only 
on  an  institutional  basis.” 

The  team  approach  to  total  health  care  is  a de- 
velopment that  will  grow  with  increasing  rapidity  and 
the  most  obvious  way  to  meet  the  nation’s  need  for 
physicians  is  to  use  them  in  the  most  efficient  way. 
The  attending  physician  must  begin  to  assume  the 
role  of  coordinator  and  director  of  a team  which  will 
include  specialists,  and  allied  health  personnel.  The 
government  with  widespread  public  consent  has 
assumed  that  it  has  responsibility  for  the  protection 
of  the  health  of  its  citizens. 

Great  changes  in  the  social  and  economic  situation 
will  affect  medicine  profoundly  in  the  future.  With 
a decrease  in  acute  diseases  and  an  increase  in  older 
citizens  there  are  obvious  implications  for  geriatrics 
and  degenerative  diseases.  With  the  steady  reduction 
of  the  work  week,  leisure  time  may  become  an 
affliction  and  give  rise  to  boredom  and  attendant 
emotional  and  psychological  problems.  Every  physi- 


cian of  the  future  will  need  extensive  psychiatric 
training. 

The  Physician  Can  No  Longer  Master  All  Areas 

Medical  schools  must  of  necessity  consider  the 
changing  role  of  the  physician.  Quoting  again  from  the 
Coggeshall  Report:  “It  should  be  recognized  that  the 
physician  can  no  longer  master  all  areas  of  the  basic 
biomedical  sciences  ....  Nor  can  he  be  competent  in 
all  technologies  associated  with  his  own  specialty.  He 
must  be  increasingly  dependent  on  personnel  trained 
in  the  related  fields.  The  physician’s  education  must 
include  more  management  and  problem  solving  rather 
than  encyclopedic  knowledge.  No  longer  is  he  the 
patient’s  sole  resource.  He.  as  team  leader,  must 
have  a broad  familiarity  and  competence  so  as  to  be 
able  to  marshal  the  appropriate  expertise  and  re- 
source beyond  his  individual  skill.  Basic  principles 
required  for  intelligent  decision  making  should  com- 
pose the  curriculum,  with  emphasis  on  problem-solv- 
ing and  the  use  of  human  and  technological  re- 
sources. The  concept  of  medicine  as  a single  discipline 
concerned  with  only  the  restoration  of  individual 
health  from  the  diseased  state  should  be  replaced  by 
the  concept  of  the  “healths  professions”  working  in 
concert  to  maintain  and  increase  the  health  of  society 
as  well  as  the  individual.  The  physician  with  his  col- 
leagues in  public  health,  nursing,  pharmacy,  dentistry 
and  related  professions  can  no  longer  represent  the 
spectrum  of  service  for  promoting  health.  They  must 
collaborate  with  social  scientists,  economists,  com- 
munity planners,  anthropologists,  social  psychologists, 
engineers,  and  a host  of  other  disciplines  to  provide 
for  society  the  entire  range  of  available  and  thera- 
peutic measures. 

It  is  apparent  from  all  this  that  medical  educators 
must  think  in  terms  of  the  educational  background 
needed  by  this  future  physician  who  ( 1 ) will  be  in- 
volved, in  varying  degree,  in  the  team  approach  to 
health  care  and  to  an  increasing  degree  will  be  asso- 
ciated with  institutions  and  groups  providing  special 
skills  and  technologies  for  superb  patient  care;  (2) 
who  can  work  effectively  with  public  and  govern- 
mental agencies  involved  in  health  care;  (3)  who  can 
treat  the  emotional,  psychological,  and  physical  ail- 
ments of  his  patients  with  understanding  and  wisdom; 
and  ( 4 ) who  possesses  sufficient  scientific  background 
to  evaluate  and  utilize  a significant  portion  of  the 
flood  of  biomedical  information  which  is  only  of  aca- 
demic value  unless  it  is  promptly  applied  to  man. 

“.  . . . Better  solutions  are  required  for  educational 
programs  during  the  internship  and  residency  years.” 
Leadership  must  be  provided,  and  opportunities  and 
facilities  must  be  made  available,  and  teachers  must 
be  trained  to  make  continuous  learning  during  the 
physician’s  professional  life  worthwhile  and  stimu- 
lating. The  medical  school  must  now  assume  re- 
sponsibility for  its  students  “from  the  cradle  to  the 
grave.” 
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Book  Reviews 


tarded 


TEACHING  THE  MEN- 
TALLY RETARDED.,  A 
Handbook  for  Ward  Per- 
sonnel, Edited  by  Gerard 
J.  Bensberg,  Southern  Re- 
gional Education  Board, 
Atlanta,  Georgia.  1965.  Pp. 

195.  $ 

This  handbook  is  an  excel- 
lent teaching  aid  and  should 
certainly  prove  valuable  for 
all  who  are  entering  into 
work  with  the  mentally  re- 
for  the  first  time  as  well  as  those  with  prior 


experience. 

The  format  of  the  book  makes  it  pleasant  reading. 
The  step-by-step  drawings  showing  such  simple 
items  as  how  to  teach  a patient  to  put  on  a shirt  are 
especially  good. 

The  first  section  deals  briefly  with  the  expected 
pattern  of  development  of  normal  children,  thus 
giving  the  reader  a specific  frame  of  reference  for 
comparing  the  retarded.  The  remainder  is  devoted  to 
very  specific  methods  of  teaching  necessary  basic 
techniques,  i.e.  toilet  training,  dressing,  feeding.  It  is 
not  primarily  medically  oriented  but  should  prove 
valuable  to  the  physician. 

Educationally  it  is  an  excellent  book  and  one  which 
should  be  required  reading  for  student  teachers, 
volunteers  and  all  those  coming  into  contact  with 
the  retarded  for  the  first  time. 

Mrs.  Peggy  Hodges 
Hope  School 


SURGERY  IN  WORLD  WAR  II,  Thoracic  Sur- 
gery Volume  II;  Medical  Department,  United 
States  Army,  Office  of  the  Surgeon  General,  De- 
partment of  the  Army,  Washington,  D.  C.,  1965. 
Pp.  615.  $7.25. 

The  appearance  of  the  second  of  the  two  volumes 
comprising  the  Thoracic  Surgery  series  in  the  history 
of  the  Medical  Department  of  the  United  States  Army 
in  World  War  II  is  indication  of  the  fact  that  this 
specialty  really  came  of  age.  so  to  speak,  during 
World  War  II  and  that  the  full  story  could  not  be 
told  in  one  volume. 

Whereas,  the  first  volume  dealt  with  general  con- 
siderations and  also  presented  an  extremely  important 
historical  review,  the  second  deals  with  special  types 
of  thoracic  wounds  and  with  the  management  of  their 
complications.  Especially  noteworthy  are  those  sec- 
tions which  elucidate  new  concepts  on  methods  of 
treatment  which  developed  for  the  first  time  during 
the  War.  especially  the  sections  on  foreign  bodies 


in  the  heart,  wet  lung,  and  decortication  of  the  lung. 
Decortication  of  the  lung  had  not  been  used  before 
World  War  II  for  the  complications  of  organizing 
hemothorax  and  hemothoracic  empyema. 

On  reviewing  this  volume,  it  is  interesting  to  recall 
that  relatively  little  active  treatment  was  required  by 
the  thoracic  casualties  evacuated  to  the  hospitals  in 
the  United  States.  Because  of  the  adequacy  of  the 
treatment  of  the  wounded  in  the  overseas  theaters,  the 
thoracic  cripples  of  the  post  World  War  I period  were 
not  observed  during  and  following  W'orld  War  II.  This 
is  attested  by  an  excellent  section  on  a follow-up 
study  completed  just  a few  years  ago  on  patients  with 
chest  wounds  encountered  after  March  1944,  which 
indicated  that  a vast  majority  of  the  casualties  who 
survived  chest  wounds  were  really  rehabilitated  and 
restored  to  normal  useful  lives. 

Though  there  is  some  repetition,  in  general  the 
format  of  the  volume  is  very  good.  The  illustrations 
are  exceptionally  creditable.  Perhaps  the  authorship 
is  limited  to  relatively  few  in  relation  to  the  large 
number  who  were  contributors  to  the  history-making 
events,  but  the  few  are  exceptionally  well  chosen,  and 
have  discharged  their  tasks  well. 

Edward  F.  Parker,  M.  D. 

SEXUAL  BEHAVIOR  IN  THE  HUMAN 
FEMALE,  Alfred  C.  Kinsey,  Warded  B.  Pomeroy, 
Clyde  E.  Martin,  and  Paul  H.  Gebhard.  Pocket 
Books,  Inc.,  New  York.  Pp.  863.  $1.65. 

Twelve  years  ago  the  first  edition  of  this  book 
created  a stir  in  many  circles— medical  and  otherwise. 
If  not  a best  seller  (perhaps  it  was),  it  created  a 
tremendous  amount  of  interest  and  conversation. 

It  is  still  a document  of  much  value,  and  now  be- 
comes readily  available  in  an  inexpensive  edition. 

JIW 

THERAPEUTIC  RADIOLOGY,  Rationale, 
Technique,  Results,  by  William  T.  Moss,  M.  D. 
2nd  Edition.  C.  V.  Mosby  Co.,  St.  Louis.  1965.  Pp. 
514.  $18.75. 

This  is  an  exceptionally  well  written  textbook  which 
will  be  of  particular  value  to  the  radiology  resident 
and  to  the  general  radiologist.  The  views  of  the  author 
concerning  modes  of  therapy  are  clearly  expressed 
and  the  exact  techniques  are  outlined. 

The  subtitle,  “Rationale,  Technique,  Results,”  sums 
up  the  scope  of  the  book.  Its  recommendations  are 
much  more  specific  than  those  usually  found  in  radia- 
tion therapy  textbooks.  Also  unusually  well  done  are 
the  sections  on  radiation  in  various  tissues.  The  author 
does  not  ramble  and  the  book  is  easy  to  read. 

H.  S.  Pettit.  M.  D. 
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RYPINS  MEDICAL  LICENSURE  EXAMINA- 
TIONS, by  Arthur  W.  Wright,  M.  D.,  10th  Edition: 
With  the  collaboration  of  a review  panel.  J.  B. 
Lippincott  Co.,  Philadelphia,  1965,  $12.50. 

This  tenth  edition  of  “the  Bible”  for  students  pre- 
paring for  state  board  examinations  has  been  revised 
and  updated.  The  grand  old  man  of  licensure.  Dr. 
Walter  L.  Bierring,  has  passed  on,  but  another  capable 
and  experienced  editor.  Dr.  Arthur  W.  Wright,  is  at 
the  helm. 

This  reviewer  was  prepared  to  merely  scan  the 
material,  but  became  so  fascinated  that  he  read  it 
straight  through  with  one  or  two  minor  exceptions. 
The  type  is  easy  on  the  eyes  and  the  style  is  interest- 
ing to  the  brain.  The  material  is  clearly  presented. 
Difficult  and  complex  subjects  such  as  the  physiology 
of  respiration,  circulation  and  metabolism  become, 
perhaps,  oversimplified,  but  are  an  excellent  review 
for  practitioners,  no  matter  how  many  years  out  of 
school. 

South  Carolinians  can  be  especially  proud  of  the 
section  on  Pharmacology  written  by  Dr.  Robert  Wal- 
ton. All  students  of  his  class  remember  how  he  ex- 
celled in  making  the  difficult  and  dull  become  clear 
and  alive.  He  was  concise,  but  thorough,  and  this 
section  bears  the  unique  stamp  of  this  gifted  teacher. 

This  book  provides  an  easy  means  to  review  the 
basic  concepts  of  medicine  as  well  as  obtain  an  under- 
standing of  the  latest  advances.  It  is  time  well  spent 
for  any  practitioner,  but  especially  so  for  those  pre- 
paring for  exams. 

Although  the  book  is  not  too  heavy,  this  reviewer 
wonders  if  in  future  years  it  might  not  be  worth  con- 
sidering publishing  the  book  in  two  sections— one 
encompassing  the  basic  sciences  and  the  other  clinical 
subjects.  This  would  permit  the  use  of  a few  key 
diagrams  which  might  improve  the  format. 

Although  one  fully  realizes  that  this  817  page  book 
does  not  represent  the  total  medical  knowledge 
available  or  even  that  necessary  for  the  practice  of 
medicine— still  it  contains  a substantial  portion  of  the 
basics.  It  would  seem  to  refute  the  argument  of  so 
many  in  the  ivory  tower  today  who  maintain  that 
medical  knowledge  has  become  so  vast  and  complex 
that  general  practitioners  are  unable  to  keep  abreast 
and  therefore,  this  type  of  practice  is  outmoded.  The 
usable  and  essential  portion  of  medical  knowledge  is 
still  within  the  grasp  of  any  well  motivated  practi- 
tioner as  exemplified  by  this  book. 

H.  E.  Jervey,  Jr.,  M.  D. 


PEDIATRIC  ELECTROCARDIOGRAPHY,  by 
Warren  G.  Guntheroth,  M.  D.  W.  B.  Saunders 
Company,  Philadelphia.  1965.  Pp.  138.  $7.00. 

The  approach  to  pediatric  electrocardiography  in 
this  monograph  is  certainly  the  correct  one  of  using 
both  scalar  and  vector  electrocardiograms  in  in- 
terpreting the  electrical  potentials  of  the  heart  in 
normal  and  abnormal  situations.  Other  books  on 
pediatric  electrocardiography  dwell  mostly  on  the 


scalar  interpretation  with  emphasis  on  some  particular 
phase  of  the  tracing.  Even  in  recent  textbooks  of  pedi- 
atric cardiology  only  very  basic  and  brief  vector  in- 
terpretations are  given. 

One  of  the  book’s  weak  points  is  that  in  several 
sections  the  description  of  a tracing  is  often  separated 
by  several  pages  from  the  tracing  itself.  The  section 
an  arrhythmias  is  especially  weak. 

This  is  not  a book  that  a student  or  general  pedi- 
atrician can  pick  up  to  read  and  feel  that  he  has 
learned  how  to  interpret  pediatric  electrocardiograms. 
A basic  knowledge  of  both  vector  analyses  and  pat- 
tern interpretations  is  necessary  in  order  to  appreciate 
this  book  fully. 

This  monograph  is  a worthwhile  publication  in  the 
field  of  pediatric  electrocardiography. 

Eleas  F.  Lawandales,  M.  D. 

INJURIES  OF  NERVES  AND  THEIR  CON- 
SEQUENCES, by  S.  Weir  Mitchell.  Dover  Pub- 
lications, Inc.,  New  York,  1965.  $2.75.  (Paper- 
back). 

This  neurological  classic,  first  published  in  1872,  is 
now  made  available  in  inexpensive  paperback  form. 
A new  biographical  introduction  by  Lawrence  C. 
McHenry,  Jr.,  and  a critical  preface  are  included. 

Weir  Mitchell’s  work,  the  basis  of  modern  ap- 
proaches to  peripheral  nerve  disorders,  still  offers 
valuable  guidance  to  the  neurologist  of  the  present 
day. 

JIW 

CONTROVERSY  IN  INTERNAL  MEDICINE, 
by  Franz  J.  Ingelfinger,  M.  D.,  Arnold  S.  Reiman, 
M.  D.,  and  Maxwell  Finland,  M.  D.  W.  B.  Saunders 
Company,  Philadelphia.  1966.  $14.50. 

This  book  can  scarcely  help  provoking  re-examina- 
tion  of  his  own  beliefs  by  any  thoughtful  physician 
involved  in  the  management  of  patients.  Prejudice 
has  been  called  the  luxury  of  the  educated  man,  for 
it  rids  him  of  the  necessity  of  thinking.  This  book 
makes  one  realize  how  much  of  his  thinking  may  be 
based  on  conclusions  which,  although  not  pre- 
conceived. have  not  been  re-examined  for  some  time. 
If  it  serves  no  other  purpose,  some  of  these  chapters 
may  at  least  rearrange  some  prejudices.  As  medicine 
lias  become  more  deeply  involved  with  chronic  dis- 
eases, the  courses  of  which  extend  for  longer  than 
most  doctor-patient  relationships,  and  which  are  also 
affected  by  multiple  factors,  a basis  for  legitimate 
controversy  well  removed  from  the  polemic  level  has 
been  created.  These  changes  have  occurred  in  an  age  of 
therapeutic  enthusiasm,  pharmacologic  inventiveness, 
and  marketing  effectiveness.  None  of  the  23  sections 
into  which  the  book  is  divided  treats  management  of 
acute  disease  states.  Each  section  consists  of  2 or  3 
short  papers  (usually  with  supporting  bibliographies) 
in  which  a stated  position  is  argued  by  an  author 
either  experienced  or  authoritative  in  the  field.  These 
conflicting  viewpoints  are  then  analyzed  in  terse  one 
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or  two  page  statements  by  one  of  the  editors.  Most  of 
the  dialogues  are  between  aggressive  vs.  deliberate 
therapy  in  chronic  disease  or  between  rigid  vs  per- 
missive management  of  such  entities  as  peptic  ulcer. 
Other  chapters  deal  with  the  pathogenesis  or  classi- 
fication of  the  cirrhoses  and  various  forms  of 
nephritis.  In  a few  of  the  chapters,  controversy 
evaporates  as  the  authors  reach  essentially  identical 
conclusions  but  with  the  use  of  different  terminology. 
The  chapters  on  dietary  management  of  duodenal 
ulcer,  the  use  of  drugs  for  the  therapy  of  hypertension, 
the  “anticoagulant  dilemma,”  the  significance  and 
management  of  bacteriuria,  the  use  of  steroids  in 
rheumatoid  arthritis,  are  illustrative  of  what  is  in  the 
book  and  are  particularly  to  be  recommended.  This 
book  should  be  stimulating  reading  for  those  inter- 
ested in  internal  medicine  or  for  any  physician  man- 
aging patients  with  chronic  diseases.  Perhaps  it  will 
be  most  useful  for  those  mature  physicians  who  have 
reached  firm  conclusions  about  many  of  the  topics 
which  the  book  covers. 

Cheves  Smythe,  M.  D. 


MANAGEMENT  OF  JUVENILE  DIABETES 
MELLITUS,  by  Howard  S.  Traisman  and  Alvah 
L.  Newcomb.  The  C.  V.  Mosby  Company,  St. 
Louis.  1965.  Pp.  147.  $12.75. 

This  small  volume  is  an  excellent  and  concise  story 
of  the  experience  and  advice  of  the  authors  in  the 
management  of  juvenile  diabetes. 


Both  of  the  authors  are  pediatricians  at  the  North- 
western University  Medical  School  and  they  relate 
in  specific  detail  their  methods  for  the  management 
of  the  young  diabetic  both  in  the  phase  of  routine 
control  as  well  as  during  the  complications  such  as 
diabetic  ketosis.  Detailed  suggestions  are  given 
particularly  regarding  the  timing  of  treatment  and 
there  are  numerous  tables  which  are  helpful  in  the 
calculation  for  the  correction  of  electrolyte  disturb- 
ance. 

A particularly  helpful  chapter  relates  to  the  in- 
struction of  the  patient  and  of  the  parents;  while  it 
does  not  include  every  possible  question  that  the 
diabetic  parent  might  ask,  it  goes  into  many  helpful 
details.  The  authors  do  not  believe  in  many  of  the 
standard  diet  instructions  available  today  but  they 
give  their  own  suggestions  and  numerous  tables  for 
this  purpose. 

Because  diabetes  and  its  management  is  so  com- 
plicated and  because  so  many  other  problems  arise 
during  the  treatment  of  an  acute  diabetic  emergency, 
this  book  is  of  great  help  and  should  be  in  the  hands 
of  any  physician  who  undertakes  the  management  of 
this  type  of  patient.  In  addition  to  this,  it  would  be 
helpful  for  parents  to  read  the  book  to  help  in  their 
education  which  is  so  necessary  for  success. 

The  book  is  certainly  worthwhile  for  those  who  are 
confronted  frequently  with  this  type  of  problem. 

Robert  Wilson,  M.  D. 
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for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 


Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525. 


Published  as  a public  service 
in  cooperation  with  the  Advertising  Council.  ^ 
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“My  colleagues 
thought  I was 

i» 

crazy! 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Available  in  100  milligram  pink  sugar-coated  tablets. 

The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


ADVERTISERS 


Abbott  Labs.  41-A,  42-A,  43-A,  44-A 

Ames  Co.  46-A 

Appalachian  Hall  52-A 

Armour  Phann.  Co.  31-A,  32-A 

Blue  Shield  4-A 

Bristol  Labs.  16-A,  17-A 

Burroughs  Wellcome  & Co.  11-A 

Davies-Rose-Hoyt  Co.  27-A 

Eli  Lilly  & Co.  1-A,  22- A 

Geigy  Pharm.  - 30-A 

Harcliff  Labs.  33-A 

Highland  Hospital  52-A 

Hynson,  Westcott  & Dunning  — 40-A 

Jones  & Vaughan,  Inc.  21-A 

Lakeside  Labs.  45-A,  47-A,  49-A,  51-A,  53-A. 

55- A 57-A  59-A 

Lederle  Labs.  .. ..  6-A,  18-A,  28-A,  29-A,'  48-A,’  58-A 
Merck,  Sharp  & Dohme  Co.  36-A,  37-A 

Win.  S.  Merrell  Co.  50-A 

Palmedico,  Inc.  60-A 


Parke,  Davis  & Co.  61-A 

Penguin  Plastics  & Paint  38-A 

Pinebluff  Sanitarium  3-A 

Pitman-Moore  Co.  8-A,  9-A 

Wm.  P.  Povthress  & Co.  25-A 

R.  C.  Cola  Co.  54-A 

Roche  Labs 62-A 

J.  B.  Roerig  & Co 34-A,  35-A 

Schering  Corp 12-A,  13-A 

G.  D.  Searle  & Co 108,  109 

Smith.  Kline  & French  Labs.  10-A 

E.  R.  Squibb  & Co.  56-A 

St.  Paul  Ins.  Co 15-A 

Talbert  Ins.  Agency  26-A 

U.  S.  Vitamin  & Pharm.  Corp. 20-A 

Walker  Labs.  7-A 

Wallace  Labs.  14-A,  19-A,  38-A,  39-A 

Waverley  Sanitarium  26-A 

Winchester  Surgical  Supply  Co 23-A 

Winthrop  Labs. 2-A 


Thank  You  For  Your  Support  Of  The  New  Major  Medical  Plan 
Recommended  By  The  S.  C.  M.  A.  Insurance  Committee. 


Over  200  members  have  already  insured  themselves  and 
their  families  for  this  outstanding  health  program. 
CATASTROPHE  H.  E.  L.  P.  (Health  Expense  Loss  Pro- 
tection) is  not  only  new  — it  is  different  — an  entirely 
new  concept  in  protection  for  medical  expense  loss  — a 
broader  and  more  comprehensive  coverage  for  In-Hospital 
and  Out-of-Hospital  care. 

Members  are  being  contacted  on  a county  by  county 
basis.  Requests  for  information  from  any  member  in  the 
state  under  age  65  will  be  answered  promptly. 
Catastrophe  H.  E.  L.  P.  is  underwritten  by: 

AMERICAN  HEALTH  AND 
LIFE  INSURANCE  COMPANY 

and  is  administered  by: 

J.  BOYCE  TALBERT,  JR.,  Regional  Manager 
HENRY  H.  HATCHELL,  JR.,  Representative 
P.  O.  Box  469,  Florence,  S.  C. 


PRE-EMINENCE 
N DIGITALIS  THERAPY 


standardized 

preparations 

for 

predictable 

quality 

and 

potency 


PILDIGIS® 

PIL.  DIGITALIS  (Davies,  Rose®) 

. . . “the  one  and  only  pill” 
of  whole  leaf  digitalis. 

0.1  Gm.  (lx/2  gr.),  60  mg.  (1  gr.), 

50  mg.  (3/4  gr.),  and  30  mg.  (V2  gr.) 
in  bottles  of  100. 


whole  leaf 


j DAVOXin® 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digoxin  U.S.P.  (Davies,  Rose®) 
0.25  mg.  (white)  scored  tablets 
in  bottles  of  100. 


c„h„o14 


%riYODiGin®s  digitoxin 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digitoxin  U.S.P.  (Davies,  Rose®) 

0.1  mg.  (pink)  scored  tablets 
and  0.2  mg.  (white)  scored  tablets 
in  bottles  of  100. 

c,4h„o. 


c41hm0„ 


DAVIES,  ROSE-HOYT 


Pharmaceutical  Division 
The  Kendall  Company 
Needham,  Mass.  02194 


=KenPALL 


First  aid  for  a button  popper 


Second  aid  for  a button  popper 
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pviding  combined  anorexigenic-tranquilizing  action, 
MDEX  SEQUELS  Capsules  help  your  nonshrinking 
n ts  to  establish  new  patterns  of  eating  less.  The  am- 
tnine  component  suppresses  the  appetite,  while  the 
ptbamate  helps  allay  nervousness  and  tension.  And  for 
s>atients,  the  sustained  release  of  the  active  ingredients 
\ les  convenient  one-capsule-a-day  dosage. 
he  Effects  commonly  associated  with  either  compo- 
it  re  possible  but,  to  the  extent  these  are  dose-related, 
y hould  normally  be  mild  and  infrequent,  since  the 
illosage  of  each  component  on  the  usual  one-capsule- 
h regimen  is  quite  low.  Also,  the  sedating  effect  of 
P'bamate  and  the  stimulating  effect  of  d-amphetamine 
t; : tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
s'effects  not  peculiar  to  either  component  have  not 
r eportcd.  Side  effects  associated  with  d-amphetamine 
include:  insomnia,  excitability,  increased  motor 
hy,  confusion,  anxiety,  aggressiveness,  increased  li- 
o hallucinations,  rebound  fatigue,  depression,  dry 
u , anorexia,  nausea,  vomiting,  diarrhea  and  increased 
d vascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hypcrcxcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex  Sequels 

d-amphetaminc  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


iDLRLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Butazolidin  alka 

phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it's  logical  to  start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria; 
hematuria.  With  long-term  use,  reversil 
thyroid  hyperplasia  may  occur  infrequ; 

Dosage 

The  initial  daily  dosage  in  adults  is  300 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  Whi 
improvement  occurs,  dosage  should  b 
creased  to  the  minimum  effective  level 
should  not  exceed  400  mg.  daily,  and  i 
often  achieved  with  only  100-200  mg.  c 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporatii 

Ardsley,  New  York  bu 


Geigy 


makes  sleep  irresistible 

nidar 

EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


ING:  MAY  BE  HABIT  FORMING) 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 


nidar 


Sleep  comes  easy. ..lingers... departs  naturally 
Gentle  doses  of  4 barbiturates  assure  uninterrupted  sleep 
2 barbiturates  act  fast... in  20  to  30  minutes 


2 long-range  barbiturates  come  into  play 
to  sustain  sleep  for  up  to  8 hours 

Tiny  amounts  of  individual  barbiturates 
means  Nidar  is  well  tolerated 


Patients  enjoy  a refreshing,  clear-headed  wake-up 


makes  sleep  irresistible 


IN  BRIEF: 


EACH  TABLET  CONTAINS: 

Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 

(WARNING:  MAY  BE  HABIT  FORMING) 

Dosage:  One  or  two  tablets,  one-half  hour 
before  bedtime. 


Indications:  For  night-time  sedation  and  refreshing 
sleep  up  to  eight  hours. 

Contraindications:  Patients  sensitive  to  barbiturates. 
Use  with  caution  in  the  presence  of  moderate  to  severe 
hepatic  disease. 

Supplied:  Bottles  of  100  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without 
a prescription. 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago.  Illinois,  U.S.A. 


superior  cleansing  action  STOMASEPTINE  is 
"a  highly  effective  mucolytic  cleansing  agent”1 
that  removes  debris  and  flushes  out  secretions 
more  thoroughly  than  acid  douches.1  Alkaline 
STOMASEPTINE  "dissolves  and  removes  leukor- 
rheal  secretions”'— whereas  acid  douches  tend  to 
"coagulate  or  set  the  vaginal  contents.’”  Low  sur- 
face tension  and  release  of  nascent  oxygen  con- 
tribute to  deep  penetration  and  cleansing  of  rugae. 

Contains:  sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— 

602.  and  15  oz.  jars;  cartons  of  12  10-gm.  packets 

Literature  and  professional  supply  on  request. 


enhances  specific  therapy  ■ Thorough  cleansing 
of  the  vaginal  vault  with  STOMASEPTINE  en- 
hances the  effectiveness  of  specific  vaginitis 
therapy,  ensures  maximum  contact  of  topical 
medication  with  mucosa. 

excellent  patient  acceptance  ■ Anti-pruritic  and 
soothing,  pleasantly  scented— patients  feel  "fresh 
and  clean.” 

l.Weese,  H.:  Personal  Communication,  Sept.  25, 1964.  2.  Glynn, 
R.:  Obst.  & Gynec.  20:369,  1962. 


HARCLIFFE  LABORATORIES,  INC.  BROOKLYN,  New  York  11217 


now... introducing  a new  high-strength  desage  to 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


7 cations:  Indicated  in  the  therapy  of  acute  severe  infec- 
o.  caused  by  susceptible  organisms  and  primarily  by 
aeria  more  sensitive  to  the  combination  than  to  either 
Dponent  alone.  In  any  infection  in  which  the  patient  can 
e xpected  to  respond  to  a single  antibiotic,  the  combina- 

0 is  not  recommended.  Signemycin  should  not  be  used 
rtre  a bacteriologically  more  effective  or  less  toxic 
g it  is  available.  Triacetyloleandomycin,  a constituent  of 
fyemycin,  has  been  associated  with  deleterious  changes 

1 'er  function.  See  precautions  and  adverse  reactions. 

v raindications:  Contraindicated  in  individuals  who  have 
h /n  hypersensitivity  to  any  of  its  components.  Not  recom- 
uded  for  prophylaxis  or  in  the  management  of  infectious 
nesses  which  may  require  more  than  10  days  of  con- 
in)us  therapy.  If  clinical  judgement  dictates  therapy  for 
Jrer  periods,  serial  monitoring  of  liver  function  is  recom- 
n«ded.  Not  recommended  for  subjects  who  have  shown 
birmal  liver  function  tests,  or  hepatotoxic  reactions  to 
ri  etyloleandomycin. 

’r  autions  and  Adverse  Reactions:  Triacetyloleandomycin, 
M inistered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
<r  lore  days,  may  produce  hepatic  dysfunction  and  jaun- 
li( i Adults  requiring  3 gm.  of  Signemycin  initially  should 
w liver  function  followed  carefully  and  the  dosage  should 
ie  educed  as  promptly  as  possible  to  the  usual  recom- 
mded  range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
'frience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being1' 
New  York,  N.Y.  10017 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  < 
gamut  of  home  remedies  without  succa 
pleasant-tasting  cremomycin  can  ansJ 
the  call  for  help.  It  can  be  counted  ol 
consolidate  fluid  stools,  soothe  intes1! 
inflammation,  inhibit  enteric  pathogia* 
and  detoxify  putrefactive  materials— aJ 
ally  within  a few  hours. 


cremomycin  combines  the  bacterios 
agents,  succinylsu Ifathiazole  and  ne^ 
cin,  with  the  adsorbent  and  protective 
mulcents,  kaolin  and  pectin,  for  con 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications:  K»j 
Withhold  if  diverticulosis  is  present  or  suspjflj  t 
Precautions:  Sulfonamide:  Continued  use  reiif 
supplementary  administration  of  thiamine  anV 


your  for 
Cremomycin 
can  provide  relief 


• Neomycin:  Patient  should  be  observed  for 
I fections  due  to  bacteria  or  fungi.  Side  Effects: 
fc amide:  Sensitivity  reactions  may  occur  (e.g., 


2shes,  anemia,  polyneuritis,  fever;  agranulo- 
>s.  with  a fatal  outcome  has  been  reported). 
Iition  of  thiamine  output  in  the  feces  and  of 
rn  K synthesis  has  been  observed.  Neomycin: 
Ha,  loose  stools  possible, 
o prescribing  or  administering,  read  product 
■ur  with  package  or  available  on  repuest. 


cnptly  relieves  diarrheal  distress 

H • ® 


Position:  Each  30  cc.  contains  neomycin  sulf; 
J 'g.  (equivalent  to  210  mg.  of  neomycin  bas 
Xiylsulfathiazole  3.0  Gm.,  colloidal  kaolin  ' 

'bectin  0.27  Gm. 

& :RCK  SHARPS  DOHME  Oivision  of  Merck  & Co  . I*C  . West  Po«nl 


today’s  theory  is  tomorrow’s  therapy 


Address:  Easter  Seals,  c/o  Postmaster 
(Include  local  Zip  Code) 


DISTRIBUTOR 

WANTED 

No  Competition.  To  service  and  set  np 
new  accounts  in  exclusive  territory. 
Investment  secured  by  fast  moving 
inventory  of  amazing  plastic  coating 
used  on  all  types  of  surfaces  interior  or 
exterior.  Eliminates  waxing  when  ap- 
plied to  any  type  of  floor.  Eliminates 
all  painting  when  applied  to  wood, 
metal  or  concrete  surfaces. 

Minimum  Investment — $500 
Maximum  Investment — $12,000 

For  details  write  or  call : 

Phone:  314  AX-1-1500 
Merchandising  Division 
P.  0.  Box  66 
St.  Ann,  Missouri  63074 


DEPROE 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 

Wallace  Laboratories  / Cranbury,  N.  J. 
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Doctor, 

ere  is  the  Abbott  anorectic 
:rogram  designed  to  meet 
:ie  individual  needs  of  your 
yerweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can’t  take  plain  amphetamine, 

put  her  on  DESBUTAl!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)tocalm  the  patientand 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 
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Controlled 


release 


Abbott 

Anorectic 

Program 


It  all  long-release  vehicles  are 
12  same.  Here  is  why  the  Gradumet 
^different  and  what  it  means 
c;  your  overweight  patients. 


‘3  release  action  is  purely  physical  and  relies  on 
> y one  factor  common  to  every  patient:  gastro- 
nstinal  fluid.  There  is  no  dependence  on  enteric 
votings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
jugation in  the  gastrointestinal  tract, 
our  patients  get  a measured  amount  of  medi- 
ion , moment  by  moment,  throughout  the  day. 
hey  are  not  subjected  to  ups  and  downs  of 
1 ig  release  ...  or  to  erratic  release  from  patient 
cpatient  ...  or  to  erratic  release  in  the  same 
).  ient  from  day  to  day. 

hat’s  why  the  Gradumet  provides 
c ntrolled-release  as  well  as 
hrig  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  *2 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

(9 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

& li 

Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Desbuta!  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  *n  anorectic  in  treatment  ot 
obesity  also  to  counteract  amiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
lients  taking  a monoamine  oxidase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
olten  these  eltects  will  disappear  alter  a lew  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease,  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetic  drugs  Careful  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all  day  appetite  control 

Desbutal  10  contains  10  mg  ot  meth 
amphetamine  hydrochloride  and  60  mg  ot  pentobarbital 
sodium  Desbutal  lScontains  15  mg  ol  methamphetamine 
hydiochloride  and  90  mg  ol  pentobarbital  sodium  In 
bodies  ot  100  and  500 


Sucaryl  Sweeteners 

A proven  aid  to  weight  control— 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  "watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

ot  low  and  non  -caloric  sweeteners 


Press  out  tablets  from  this  side 


714  1131 


OOQ 

OOO 

For: 

Dtroctiona: 

Or. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal 
contraindicated  in  patients  taking  a monoami 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  w1 
hypertension,  cardiovascular  disease,  hypert 
roidism,  old  age,  or  those  sensitive  to  sympat 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,  r 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTIL® 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 


LAKESIDE  LABORATORIES.  INC.,  Milwaukee.  Wisconsin  53201 
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PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


March,  1966 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30,  100,  300,  and  over 
1000  mg.  %. 

Glucose  —provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 
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more  complete  relief  for  the  "dyspeptic" 

DACTILASE* 


Dactilase  provides  comprehensive  therapy  for  a 
wide  range  of  digestive  disorders.  Its  antispas- 
modic  and  anesthetic  actions  rapidly  relieve  pain 
and  spasm.  Dactilase  decreases  hypermotility 
without  inducing  stasis.  In  addition,  it  supplies 
digestive  enzymes  to  help  reduce  bloating,  belch- 
ing and  flatulence.  Dactilase  does  not  interfere 
with  normal  digestive  secretions.  Very  often  it  can 
be  a most  useful  answer  to  the  dyspeptic’s  needs. 

DACTILASE:  Each  tablet  contains:  Dactil®  (pi- 
peridolate  hydrochloride),  50  mg.;  Standardized 
cellulolytic*  enzyme,  2 mg.;  Standardized  amylo- 


lytic  enzyme,  15  mg.;  Standardized  proteolytic 
enzyme,  10  mg.;  Pancreatin  3X**  (source  of  lipo- 
lytic activity),  100  mg.;  Taurocholic  acid,  15  mg. 

*Need  in  human  nutrition  not  established.  **As  acid  resistant  granules 
equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 

Side  Effects  and  Contraindications:  DACTILASE 
is  almost  entirely  free  of  side  effects.  However,  it  should 
be  withheld  in  glaucoma  and  in  jaundice  due  to  com- 
plete biliary  obstruction. 

Administration  and  Dosage:  One  tablet  with,  or 
immediately  following  each  meal.  Tablets  should  be 
swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 


LAKESIDE  LABORATORIES,  INC. 

Milwaukee,  Wisconsin  53201 


BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  . 

ACHROCIDIN 

^^■Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine 30  mg 

ACHROMYCIN1® Tetracycline  HCI  . . . 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Average  adult 
dosage:  2 tablets  four  times  daily,  given  at  least  one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid 
direct  exposure  to  artificial  or  natural  sunlight;  and  should  not  drive  a car  or  operate  machinery  while  on  drug. 
Reduce  dosage  in  impaired  renal  function.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


when  even  southern  sun 

fails  to  warm  cold  hands  and  feet 


provide  rapid,  sustained  vasodilation  for  warmth  and  relief  of  pain, 
dizziness  and  faintness  in  patients  with  impaired  peripheral  circulation 

geriliquid  warms  cold  hands  and  feet  impaired  peripheral  circulation,  geriliquid 
through  the  thermogenic  action  of  glycine  increases  the  ability  to  walk  farther  with 
and  through  sustained  vasodilation  by  gly-  less  pain.  Patients  particularly  like  the  pal- 
cine  and  niacin.  In  addition,  in  patients  with  atable,  sherry  wine  base. 


IN  BRIEF:  Composition : Each  5 ml.  contains : niacin  75  mg.  and  aminoacetic  acid  (glycine)  750  mg.  in  a palatable  sherry  wine  base;  alcohol  5%. 
Side  Effects:  Occasional  lightheadedness  or  transient  itching  which  may  disappear  with  continued  use.  There  are  no  known  contraindications; 
however,  caution  is  advised  when  there  is  concomitant  administration  of  a coronary  vasodilator. 

Administration  and  Dosage : One  or  two  teaspoonfuls  3 times  a day  before  meals.  If  flushing  is  objectionable,  dosage  may  be  lowered.  How- 
ever, tolerance  to  flushing  usually  develops  without  loss  of  efficacy  in  regard  to  vasodilation. 

Supplied : Bottles  of  8 oz.  and  1 6 oz. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


to  help  relieve  pain 


in  common 
anorectal  disorders 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 


COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%;  '( 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 


INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


(^Merrell) 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati;  Ohio  45215/Weston,  Ontario 


WHEN  MOTHER'S  IRON  ISN'T  UP  TO 

MOTHERHOOD 


IN  BRIEF:  ACTIONS  AND  USES:  A single  dose  of  Imferon  (iron  dextran  injection)  will 
I measurably  begin  to  raise  hemoglobin  and  a complete  course  of  therapy  will  effectively 
rebuild  iron  reserves.  The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron  is  ineffective  or  imprac- 
| tical.  Such  iron  deficiency  anemia  may  include:  patients  in  the  last  trimester  of  preg- 
nancy; patients  with  gastrointestinal  disease  or  those  recovering  from  gastrointestinal 
surgery;  patients  with  chronic  bleeding  with  continual  and  extensive  iron  losses  not 
rapidly  replenishable  with  oral  iron;  patients  intolerant  of  blood  transfusion  as  a 
source  of  iron;  infants  with  hypochromic  anemia;  patients  who  cannot  be  relied 
upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated  solution  of  iron  dextran 
| complex  providing  an  equivalentof  50  mg.  of  elemental  iron  in  each  cc.  The  solution  con- 

| tains  0.9%  sodium  chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5%  phenol 

! as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight  and  Gm.  Hb./lOO  cc. 
of  blood,  ranges  from  0.5  cc.  in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or 
weekly.  The  total  iron  requirement  for  the  individual  patient  is  readily  obtainablefrom 
the  dosage  chart  in  the  package  insert.  Deep  intramuscular  injection  in  the  upper  outer 
quadrant  of  the  buttock,  using  a Z-track  technique,  (with  displacement  of  the  skin 
laterally  prior  to  injection),  insures  absorption  and  will  help  avoid  staining  of  the  skin. 
A 2-inch  needle  is  recommended  for  the  adult  of  average  size. 


SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining  of  the  skin  may  occur. 
Excessive  dosage,  beyond  the  calculated  need,  may  cause  hemosiderosis.  Although 
allergic  or  anaphylactoid  reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have  been  due  to  Imferon 
(iron  dextran  injection).  Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache, 
and  fever  have  occasionally  been  reported.  Initial  test  doses  of  0.5  cc.  are  advisable. 

PRECAUTIONS:  It  sensitivity  to  test  doses  is  manifested,  the  drug  should  not  be  given. 
Imferon  (iron  dextran  injection)  must  be  administered  by  deep  intramuscular  injection 
only.  Inject  only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or  other 
exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contraindicated  in  patients 
sensitive  to  iron  dextran  complex.  Since  its  use  is  intended  for  the  treatment  of  iron 
deficiency  anemia  only,  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses,  Imferon  (iron  dextran 
injection)  has  been  shown  to  produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  following 
recommended  therapy  with  I mferon  (iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxesof  10;  5cc.  ampuls,  boxesof  4;  lOcc.  multiple  dose  vials. 


in  iron  deficiency  anemia  for  rapid  and 
predictable  replacement  of  iron  reserves 

imferon' 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


- 


METAHYDRIN 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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diet-rite.  cola... 


America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . .full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN’ 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 


For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety  ^ 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desiDramine  hydrochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain"— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg. /day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 

I with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  *'tr 


Vitamin  B?  (Riboflavin) 

Niacinamide  1,r9 

Vitamin  C (Ascorbic  Acid) 

Vitamin  B6  (Pyridoxine  HCI) 

Vitamin  B 1 2 Crystalline  4 3" 

Calcium  Pantothenate 


Recommended  intake:  Adults,  1 csJ® 
daily,  for  the  treatment  of  vitamin  »r 
ciencies.  Supplied  in  decorative'* 
minder"  jars  of  30  and  100;  bottles 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  ; 


Golic,  often  in  part  a reflection  of  family  tension,  adds 
sleepless  nights  to  patients’  and  parents’  distraught 
days.  Pediatric  Piptal  with  Phenobarbital  slows  down 
spasm,  diminishes  pain  and  crying,  improves  feeding  patterns 
. . . permits  sleep  and  rest ...  for  patient  and  family. 

Pleasant  tasting  Pediatric  Piptal  with  Phenobarbital  is 
miscible  in  milk,  formulas  and  fruit  juices,  and  may  also  be 
administered  by  dropper  directly  on  the  infant's  tongue. 
Dosage  is  0.5  cc.  15  minutes  before  feeding;  in  severe  cases, 
1.0  cc.  four  times  daily.  High  doses  may  occasionally  cause 
constipation  with  tenesmus  and,  rarely,  flushing  without 
fever.  Contraindicated  in  bowel  obstruction  or  sensitivity  to 
phenobarbital  or  anticholinergics.  Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


P E I)  I A T R I C P I P T A I! 
WITH  PHENOBARBITAL 

each  cc.  contains:  6 mg.  phenobarbital  (warning:  may  be  habit  forming); 
4 mg.  Piptal®  (pipenzolate  bromide),  and  20%  alcohol  in  a pleasant- 
tasting  solution. 

LAKESIDE  LABORATORIES,  INC. 

Milwsuks*.  Wisconsin  53201 
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AMPHAPLEX 


Each  AMPHAPLEX  10  tablet  contains: 
Methamphetamine  Saccharate:  2.5  mg. 
Methamphetamine  Hydrochloride:  2.5  mg. 
Amphetamine  Sulfate:  2.5  mg.  Dextro- 
amphetamine Sulfate:  2.5  mg.  (AMPHAP- 
LEX 20  tablets  contain  twice  this  potency) 
Pat.  # 2748052 

INDICATIONS:  This  combination  of  ampheta- 
mines may  be  useful  as  an  adjunct  in  the 
management  of  certain  forms  of  obesity 
where  an  appetite  depressant  is  indicated. 

CONTRAINDICATIONS:  Hypertension,  advanced 
arteriosclerosis,  coronary  artery  disease, 
cardiac  arrhythmias,  peripheral  vascular  dis- 
ease, states  of  undue  restlessness,  anxiety, 
excitement,  agitated  depression,  hyperthyroid- 
ism, idiosyncrasy  to  amphetamine,  congoni- 
tant  administration  of  a monoamine  oxidase 
inhibitor. 

PRECAUTIONS:  Use  with  caution  in  individ- 
uals with  anorexia,  insomnia,  vasomotor  in- 
stability, asthenia,  psychopathic  personality, 
a history  of  homicidal  or  suicidal  tendencies, 
and  individuals  who  are  known  to  be  hyper- 
reactive to  sympathomimetic  agents,  or  emo- 
tionally unstable  individuals  who  are  known 
to  be  susceptible  to  drug  abuse.  Certain 
monoamine  oxidase  inhibitors  may  potentiate 
the  action  of  AMPHAPLEX. 

SIDE  EFFECTS:  The  most  common  side  effects 
attended  with  the  use  of  amphetamine  in- 
clude nervousness,  excitability,  euphoria,  in- 
somnia, dryness  of  mouth,  nausea,  vertigo, 
constipation,  and  headache. 

DOSAGE  AND  ADMINISTRATION:  Initial  adult 
dose  is  one-half  to  one  ‘AMPHAPLEX-10’  tablet 
daily,  preferably  one-half  to  one  hour  before 
meals.  This  may  be  gradually  increased  to 
one  'AMPHAPLEX-10'  or  'AMPHAPLEX-20'  tablet 
one  to  three  times  daily  as  indicated. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.  C. 
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among  the  most  significant  drugs  in  use  today 


(CHLORAMPHENICOL) 


PARKL.  DAVIS  l COMPANY,  Detroit,  46732 


The  weight  of  clinical  evidence  favors  Librium 


With  Librium  (chlordiazepoxide  HC1),  the  weight  of 
a five-year  record  of  efficacy  and  safety  in  clinical 
use  is  supported  by  over  630  reports  in  the  medical 
literature.  Its  virtually  specific  antianxiety  action 
normally  reduces  disturbing  emotional  complaints 
promptly  without  compromising  the  patient’s  men- 
tal alertness  or  ability  to  perform  normal  functions. 
Decisive  results  are  often  seen  in  patients  who  had 
not  improved  on  previously  used  psychotropic  drugs. 

In  prescribing:  Dosage— Adults : Mild  to  moderate  anx- 
iety and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d. 
to  q.i.d. 

Side  Effects:  Side  effects,  usually  dose-related,  include 
drowsiness,  ataxia,  minor  skin  rashes,  edema,  menstrual 
irregularities,  nausea  and  constipation.  When  treatment 
is  protracted,  blood  counts  and  liver  function  tests  are 
advisable.  Paradoxical  reactions  may  occasionally  occur 
in  psychiatric  patients.  Individual  maintenance  dosages 
should  be  determined. 


Precautions:  Advise  patients  against  possibly  hazard- 
ous  procedures  until  maintenance  dosage  is  established. 
Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  in- 
hibitors or  phenothiazines ; warn  patients  of  possible 
combined  effects  with  alcohol.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function,  in  long-term  treat- 
ment and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction- 
prone  patients  or  those  who  might  increase  dosage;  with- 
drawal symptoms,  similar  to  those  seen  with  barbiturates 
or  meprobamate,  can  occur  upon  abrupt  cessation  after 
prolonged  overdosage.  Caution  should  be  exercised  in 
prescribing  any  therapeutic  agent  for  pregnant  patients. 
Supplied : Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50. 
ROCHE  LABORATORIES 

Division  of  Hoffmann -La  Roche  Inc.,  Nutley,  N.J.  07110 


UBRIUM 

(chlordiazepoxide  HCI) 


Librium  is  indicated 
whenever  anxiety  is  part  of 
the  clinical  profile,  such 
as  in... 
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Now  available ! 


FLURANDRENOLONE 

Half  Strength 


In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC' 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

' • muscle  tension-spasm 


TRANCO-GESIC  is  so  well  tolerated  it  can: 

1 

prescribed  for  anyone  who  can  take  aspiri 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  ill 
and  moderate  pain.  Of  862  patients  who  waj 
treated  with  chlormezanone  and  aspirin  fo  1 
various  disorders,  88%  reported  excellent 
good  pain  relief.1 

Side  eftects  have  been  minor.  Occasionally  gastric  distrf  ■ 
weakness,  sedation  or  dizziness  occur.  Reversible  chol>4 
jaundice  has  been  reported  on  rare  occasions.  Howeve  n 
4,653  patients  treated  with  chlormezanone,  97.7%  had  rs- 
effects.1  Contraindication:  just  one:  sensitivity  to  aspir  : 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  dai 
Children  (from  5 to  12  years),  1 tablet  three  or  four  time:  a«  > 
1.  Collective  studies,  Department  of  Medical  Research  I 
Winthrop  Laboratories. 


W/nfhrop 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 
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A MODERN  PSYCHIATRIC  HOSPITAL 


for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 


Psychotherapy,  analytic  or  directive,  individually  or  group  oriented 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi 
cal  and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 


Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 


THE  PINEBLUFF  SANITARIUM 


Pinebluff,  North  Carolina 


Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1 


6 miles  south  of  Pinehurst  and  Southern  Pines 


Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director 


Phone  Pinebluff 
Butler  1-3700 
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FACTS 

COUNT 

IN  COMMUNICATIONS 


FACTS 

causa 


j 

,i_j 

facts  count,  too,  in  selecting  health  care  coverage 


With  direct  distance  dialing,  phono-vision  and  other 
innovations,  the  world  of  communications  has  become 
more  complex  than  ever.  To  keep  up  with  the  times — 
and  ahead  of  them — the  telephone  companies  rely  on 
thousands  of  facts.  Facts  determine  when  central  ex- 
changes need  to  be  enlarged.  Facts  show  which  method 
of  automatic  billing  works  best.  Facts  count  in  design- 
ing data  transmission  systems  and  in  every  phase  of 
the  communications  business. 

In  selecting  health  care  coverage  for  employees,  the 
telephone  companies  have  made  facts  count,  too.  They 
have  chosen  Blue  Cross  and  Blue  Shield.  This  hospital 


and  medical  program  offers  the  kind  of  benefits  em- 
ployees want  and  need.  Employers  appreciate  the  sig- 
nificant savings  in  administrative  expense.  Flospitals 
and  doctors  are  paid  direct.  These  are  facts  that  count 
in  health  care  coverage. 

Make  facts  count  for  your  company.  Talk  with  your 
Blue  Cross  and  Blue  Shield  representative  soon.  No 
one  has  more  knowledge  or  information  about  health 
care  coverage. 

Review  the  facts,  your  first  choice  will  be  Blue  Cross 
and  Blue  Shield  . . . the  health  care  program  preferred 
by  over  2,500  South  Carolina  firms. 


Blue  Cross -Blue  Shield [ 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 


Prepared  by  Robert  Kline  and  Company,  Inc.  for 
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The  Journal  of  The 

SOUTH  CAROLINA 

Medical  Association 

APRIL,  1966  — VOL.  62,  NO.  4 CONTENTS 


EDITOR 

JOSEPH  I.  WARING,  M.  D. 
80  Barre  Street 
Charleston,  S.  C.  29401 

EDITORIAL  BOARD 

T.  E.  EDWARDS 
DALE  GROOM 
J.  D.  GUESS 
J.  W.  JERVEY 

G.  D.  JOHNSON 
D.  G.  KILGORE 
C.  J.  MILLING 
VINCE  MOSELEY 
R.  M.  POLLITZER 

H.  R.  PRATT-THOMAS 
W.  H.  PRIOLEAU 


ORIGINAL  ARTICLES 

The  Relationship  Between  Bacteriuria  and  Pyelonephritis— Cheves 


McC.  Smythe,  M.  D.  123 

Retrocaval  Ureter— F.  C.  Derrick,  Jr.,  M.  D.,  R.  Price,  Jr.,  M.  D. 

and  Kenneth  M.  Lynch,  Jr.,  M.  D. 131 

Hemobilia— Gilbert  B.  Bradham,  M.  D.  ...  ...  137 

X-Ray  Film  of  the  Month— S.  E.  Puckette,  M.  D 140 

EDITORIALS 

Annual  Meeting  in  May 142 

Increase  in  AMA  Dues  Proposed  142 

Pellagra  142 

The  Utilization  Review  Committee  143 


EXECUTIVE  SECRETARY  AND  BUSINESS 
MANAGER 

MR.  M.  L.  MEADORS 
113  N.  Coit  Street 
Florence,  S.  C.  29501 

ADVERTISING  MANAGER 

MRS.  B.  MOTTE 
1 13  N.  Coit  Street 
Florence,  S.  C.  29501 

SOUTH  CAROLINA  MEDICAL  ASSOCIA- 
TION OFFICERS  1964-1965 

JULIAN  P.  PRICE,  President 
GEORGE  DEAN  JOHNSON,  President-Elect 
WILLIAM  HUNTER,  Vice-President 
BEN  N.  MILLER,  Secretary 
J.  HOWARD  STOKES,  Treasurer 

COUNCILORS 

CLAY  EVATT,  1st  District 
WYMAN  KING,  2nd  District 
MARTIN  TEAGUE,  3rd  District 
J.  P.  BOOKER,  4th  District 
RODERICK  MACDONALD,  5th  District 
WM.  PERRY,  6th  District 
NORMAN  EADDY,  7th  District,  Chairman 
JOSEPH  D.  THOMAS,  8th  District 
HAROLD  P.  HOPE,  9th  District 

DELEGATES  TO  THE  AMERICAN  MEDICAL 
ASSOCIATION 

Delegates 

GEORGE  DEAN  JOHNSON 
JOSEPH  P.  CAIN,  JR. 

Alternates 

THOMAS  PARKER 
JOEL  WYMAN 

THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MED- 
ICAL ASSOCIATION— Published  monthly  by  The 
South  Carolina  Medical  Association,  113  N.  Coit  Street. 
Florence.  South  Carolina  20501.  Subscription  Price: 
*5  .00  a Year.  Second  Cla-sfl  Poet  a Re  Paid  at  Greenville. 
S.  C. 


THE  ASSOCIATION 


Notes  On  a Conference  on  Medicare  149 

Minutes  of  Council,  March  9,  1966  151 

General  Program  of  118th  Annual  Meeting  of  SCMA  153 

Scientific  Program  of  118th  Annual  Meeting  of  SCMA  ...  155 

Committee  Reports  162 

Exhibitors’  Pages  178 

FEATURES 

President’s  Page  141 

Letter  to  the  Editor 147 

Scientific  Program  Speakers  156 

Frontis  Withers  Johnston,  Ph.  D.,  Banquet  Speaker _ 159 

James  H.  Sammons,  M.  D.,  SCALPEL  Dinner  Speaker  160 

Woman’s  Auxiliary  161 

News  172 

Why  South  Carolina’s  High  VD  Rate?— R.  Wilson  Ball,  M.  D.  175 

Deaths  177 


The  views  expressed  in  this  publication  are  those  of  the  writers  and  do  not 
necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Contributions  of  Original  Articles 

Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee,  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis,  Arch  Int  Med  44  :564,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviations  for 
journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg.  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 


April,  1966 


5-A 


BACTERIAL  ASSOCIATED 
COMPLICATIONS  DISCOMFORT 


BRING  THE  TREATMENT  TOGETHER 
IN  A SINGLE  PRESCRIPTION  a 

ACHROCIDIN 


Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN^  Tetracycline  HCI 125  mg  Salicylamide 150  mg 

Acetophenetidin  (Phenacetin) 120  mg  Chlorothen  Citrate 25  mg 

Effective  in  controlling  complicating  tetracycline-sensitive  bacterial  infection  and  providing  symptomatic 
relief  in  allergic  diseases  of  the  upper  respiratory  tract.  Possible  side  effects  include  drowsiness,  slight  gastric 
distress,  anorexia,  overgrowth  of  nonsusceptible  organisms,  tooth  discoloration  (if  given  during  tooth  forma- 
tion), photodynamic  reaction  to  sunlight  and  increased  intracranial  pressure  (in  young  infants).  Contraindica- 
tion: History  of  hypersensitivity  to  tetracycline.  Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals.  Patient  should  avoid  direct  exposure  to  artificial  or  natural  sunlight; 
and  should  not  drive  a car  or  operate  machinery  while  on  drug.  Reduce  dosage  in  impaired  renal  function. 
Stop  drug  immediately  at  the  first  sign  of  adverse  reaction. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

6075-291  2 


ECONOMY 


Wien  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
yur  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
£ economical  price.  The  potent  formula  is  sensible  and  simple.  It 
cntains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
' ese  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
nlenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
/Ibee  with  C.  It's  the  no-nonsense  vitamin  in  the  yellow  and  green 
cpsule  that  always  gives  your  patient  his  money's  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (B2), 
10  mg.;  Pyridoxine  hydrochloride  (B6), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H.  ROBINS  COMPANY.  INC.,  >3  „ |_l . PI  PI  R I M C 
RICHMOND,  VIRGINIA  23220  /I  III  /UDIIM  J 


—a  good  reason  for 


ALLBEE'  WITH  C 


THERE’S  NOTHING 
LIKE  A VACATION* 
FOR  RELAXING 
STRESS-INDUCED 
SMOOTH  MUSCLE 
SPASM  . . . 


. . NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 

DONNATAL 


There’s  nothing  quite  like  a vacation  to  ease  the  pressures  of 
the  modern,  "workingday”  world.  And  for  the  patient  who  can't 
get  away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
stress-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
the  antispasmodic-sedative  most  often  prescribed  for  relieving 
functional  disturbances  of  tone  and  motility  of  the  gastrointes- 
tinal tract. 

belladonna  alkaloids  in  optimally  balanced  ratio 

In  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
in  a specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
the  smallest  possible  dose.”1  They  avoid  the  clinical  uncertain- 
ties of  the  variable  tincture  and  extract  of  belladonna,  and  are 
considered  superior  in  range  of  action  to  atropine  alone.2 
Furthermore,  they  are  generally  recognized  as  being  more  effec- 
tive than  the  synthetics  for  relieving  visceral  spasm. 

phenobarbital  for  sedation 

Years  of  clinical  use  have  established  phenobarbital  as  one  of 
the  most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
general  sedation  it  is  the  drug  of  choice.3  In  Donnatal,  pheno- 
barbital potentiates  the  spasmolytic  effects  of  the  belladonna 
alkaloids,  lessening  emotional  tensions  and  checking  the  neuro- 
genic impulses  that  trigger  Gl  disorders. 

more  than  24  indications  in  PDR 

Donnatal  has  withstood  the  test  of  time  to  become  the  classic 
sedative-antispasmodic  because  of  its  unsurpassed  effective- 
ness, safety,  economy,  uniformity  of  composition,  and  dosage 
convenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
fession can  also  be  attributed  to  its  versatility  in  treating  dis- 
orders characterized  by  smooth  muscle  spasm.  There  are  more 
than  two  dozen  distinct  and  separate  indications  for  Donnatal 
listed  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  CC.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  ('A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  (3A  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 

REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


‘This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 


A H ROBINS  COMPANY  INC  RICHMOND,  VA 
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Chicago,  the  convention  capital  of  the  world,  hosts  the  world's  largest  medical 
convention.  Each  year  the  AMA  Annual  Convention  presents  a wider  and 
greater  range  of  medical  subjects.  This  year's  convention  will  be  held  in  mag- 
nificent McCormick  Place.  Air-conditioned,  it  offers  almost  unparalleled  facili- 
ties. View  and  participate  in  the  following:  • Six  general  scientific  meetings 

• 23  medical  specialty  programs  • 800  scientific  and  industrial  exhibits 

• Lectures,  panel  discussions,  motion  pictures  and  color  television.  Plan  to 
attend — continue  your  post-graduate  education. 

See  JAMA  May  9 for  complete  scientific  program — forms  for  advance  registra- 
tion and  hotel  accommodations. 
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An  eminent  role  in 
medical  practice 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltowir 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
I'sual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABOR  ATORIES 
\kr  < rd nbury,  N.J. 


to  help  relieve  pain 
in  common 

anorectal  disorders  ^ 


“non- came” 

Diothane 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


makes  sleep  irresistible 

nidar 

EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


RNING:  MAY  BE  HABIT  FORMING) 

ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 


mdar 


Sleep  comes  easy... lingers... departs  naturally 
Gentle  doses  of  4 barbiturates  assure  uninterrupted  sleep 
2 barbiturates  act  fast... in  20  to  30  minutes 


2 long-range  barbiturates  come  into  play 
to  sustain  sleep  for  up  to  8 hours 

Tiny  amounts  of  individual  barbiturates 
means  Nidar  is  well  tolerated 


Patients  enjoy  a refreshing,  clear-headed  wake-up 


makes  sleep  irresistible 


IN  BRIEF: 

EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


(WARNING:  MAY  BE  HABIT  FORMING) 


Dosage:  One  or  two  tablets,  one-half  hour 
before  bedtime. 


Indications:  For  night-time  sedation  and  refreshing 
sleep  up  to  eight  hours. 

Contraindications:  Patients  sensitive  to  barbiturates. 
Use  with  caution  in  the  presence  of  moderate  to  severe 
hepatic  disease. 

Supplied:  Bottles  of  100  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without 
a prescription. 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago.  Illinois.  U.S.A. 


at  Merck  Sharp  & Dohme... 


understanding... 


precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

* From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems  — 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

C$MERCK  SHARPS  DOHME  Oivi$>on  of  Merck  & Co.,  Inc  . Wesl  Point,  Pa. 

where  today’s  theory  is  tomorrow's  therapy 


Doctor.. .two  important 
Lederle  products  for 

routine  office  procedures 

) 


ORIMUNE 

POLIOVIRUS  VACCINE.  LIVE, ORAL 

TRIVALENT 

SABIN  STRAINS,  TYPES  1,2  and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a b*x  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab- Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W.: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

605‘6'339O 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


j/amd'l/r 


JONES  and  VAUGHAN 
Richmond  26,  Virginia 


A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure. . . ,”1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 

. a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 
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This  is 

a logical 

Blood  Pressure 
Regulator 


BECAUSE 
IT  ENHANCES 
THE  BODY’S  OWN 
MECHANISMS 
FOR  REDUCING 
BLOOD  PRESSURE 


In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
of  Salutensin  acts  on  the  carotid 
sinus  and  myocardial  receptors, 
initiating  . a reflex  fall  in  blood 
pressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
of  hypertension,  Salutensin 
utilizes  protoveratrine  A. 

In  addition,  to  facilitate  and 
maintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
and  a highly  effective  thiazide. 

In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy:  Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 : 592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 


BRISTOLTHERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


BRISTOL 


Salutensin 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg. ; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


of  microbial  origin 

checked  effectively,  safely,  physiologically 


BACID  capsules  provide  billions  of  viable  Lactobacillus  acidophilus,5" 
acid-producing  organisms  natural  to  the  human  intestinal  tract,  to 
help  restore  a normal  intestinal  flora.1 

Bacid  acts  physiologically  and  safely  to  help  supress  pathogenic 
organisms  that  cause  diarrhea.  In  recent  clinical  studies,  satisfac- 
tory results  with  Bacid  have  been  reported  in  postantibiotic  and  other 
microbial  diarrheas,24  and  in  proctosigmoiditis.5 

“Simpler”  and  “more  reliable”  in  restoring  L.  acidophilus  to  the 
intestines  than  yoghurt,  acidophilus  milk  or  buttermilk. . .without 
their  bulk  and  unpalatability.2 

Dosage:  Two  Bacid  capsules  2 to  4 times  a day,  taken  preferably  with  milk  or 
lactose.  Bottles  of  50  and  100  capsules. 

*also  100  mg.  sodium  carboxymethylcellulose  per  capsule. 

1.  Kline,  P.  R.  and  Sabine,  D.  R.:  Gen.  Pract.  26:13,  1963.  2.  Beck,  C.  and  Necheles,  H.:  Am.  J. 
Gastroenterology  35:522,  1961.  3.  Settel,  E.:  Clin.  Medicine  69:700,  1962.  4.  Necheles,  H. 
and  Beck,  C.:  Applied  Therap.,  in  press.  5.  Ehrlich,  R.:  Am.  J.  Proct.  14:53,  1963. 

detailed  literature  available  from... 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division  • 800  Second  Ave.,  New  York,  N.Y.  10017 
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PRE-EMINENCE 
GITA  LIS  THERAPY 


standardized 
preparations 
B for 
predictable 
EH  quality 
K|§j|P  and 
potency 


PILDIGIS® 

PIL.  DIGITALIS  (Davies,  Rose®) 

. . . "the  one  and  only  pill" 
of  whole  leaf  digitalis. 

0.1  Gm.  ( IV2  gr.) , 60  mg.  (1  gr.), 

50  mg.  (%  gr.),  and  30  mg.  (V2  gr.) 
in  bottles  of  100. 


whole  leaf 


DAVOXin® 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digoxin  U.S.P.  (Davies,  Rose®) 
0.25  mg.  (white)  scored  tablets 
in  bottles  of  100. 


digoxin 


°v  ^0 


clsH31o, 


C4,HmO„ 


rriYODiGirfs  digitoxin 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digitoxin  U.S.P.  (Davies,  Rose®) 

0.1  mg.  (pink)  scored  tablets 
and  0.2  mg.  (white)  scored  tablets 
in  bottles  of  100. 


c„hmo1s 


DAVIES,  ROSE-HOYT 

Pharmaceutical  Division  ■-"'== 

The  Kendall  Company 
Needham,  Mass.  02194 


KenDAU 


16  - Section  3 

Lost  and  Found 

CHIHUAHUA  — Lost-fem  Tan  and  | 
white  Reward  irving-Calif  IR  8-0341 

Lost 

THE  BITTER  TASTE  OF 
ORAL  PENICILLIN. 

See  V-Cillin  K® 
for  full  details. 
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for  the  facts. 
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Patients  won’t  complain  about 
bitter  penicillin  taste  when  you 
specify  V-Cillin  K.  Here’s  why:  It 
has  a special  coating,  only  one  and 
a half  thousandths  of  an  inch  thick. 
Because  it  is  designed  to  dissolve 
after  approximately  six  seconds,  this 
barrier  to  bitterness  remains  on  the 
tablet  as  it  slides  past  the  tongue. 
When  the  tablet  reaches  the 
stomach,  however,  the  coating  has 
dissolved,  and  the  penicillin  is  ready 
for  immediate  absorption  into 
the  bloodstream. 

Result?  The  proved  efficacy  of 
potassium  penicillin  V without  the 
penalty  of  bitter  taste. 

Indications:  V-Cillin  K is  an  antibiotic 
useful  in  the  treatment  of  streptococcus, 
pneumococcus,  and  gonococcus  infections  and 
infections  caused  by  sensitive  strains 
of  staphylococci. 

Contraindications  and  Precautions: 
Although  sensitivity  reactions  are  much  less 
common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be 
administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic, 
observation  for  overgrowth  of  nonsusceptible 
organisms  during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000 
units)  three  times  a day  to  250  mg.  every 
four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg., 
and  V-Cillin  K,  Pediatric,  125  mg.  per  5-cc. 
teaspoonful,  in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K‘ 

Potassium  Phenoxymethyl  Penicillin 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana. 
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THE  RELATIONSHIP  BETWEEN  BACTERIURIA 
AND  PYELONEPHRITIS 


CHEVES  McC.  SMYTHE,  M.  D. 

Associate  Professor  of  Medicine, 
Department  of  Medicine, 

Medical  College  of  South  Carolina, 
Charleston,  South  Carolina 


A number  of  years  ago,  in  his  book  on 
The  Renal  Lesion  in  Bright’s  Disease, 
Jean  Oliver  made  a statement  para- 
phrased below  about  what  was  then  called 
degenerative  Bright’s  disease.  He  said  “we 
have  just  shown  that  what  we  called  degenera- 
tive Bright’s  disease  compromises  the  hetero- 
genous selection  of  patients  suffering  from 
many  unrelated  diseases.  It  is  evident  that 
we  are  classifying  not  diseases  but  renal 
lesions  ...  if  there  is  in  fact  any  reason  why 
this  degenerative  Bright’s  disease  should  be 
regarded  as  more  than  a sort  of  temporary 
dumping  ground  onto  which  can  be  thrown 
all  of  the  renal  lesions  with  neither  the 
characters  distinctive  of  hemorrhagic  Bright’s 
disease  nor  the  peculiarities  which  allow  them 
to  be  grouped  under  arteriosclerotic  Bright’s 
disease.  Are  there  not  . . . excellent  reasons 
for  the  belief  that  the  renal  lesions  we  range 
under  this  one  heading  are  in  actual  fact  no 
unity  at  all?  In  this  end,  may  not  these  groups 
...  be  shown  to  possess  each  its  own  sepa- 
rate individuality?”1 

Somewhat  the  same  ideas  can  be  applied  to 
the  1966  usage  of  the  term  “pyelonephritis” 
which  could  be  easily  substituted  for  Bright’s 


disease  in  the  above  quotation.  For  “pyelo- 
nephritis’ does  not  convey  to  everyone  the 
concept  of  bacterial  inflammatory  renal  dis- 
ease predominantly  involving  the  medulla  and 
pelvis  of  the  kidney.  The  term  has  been 
loosely  applied  and  has  come  to  include  any 
acute  or  chronic  interstitial  nephritis  and  to 
be  at  least  partially  synonymous  with  urinary 
tract  infection.2  In  recent  years  a number  of 
other  entities  have  been  recognized  as  capable 
of  producing  a chronic  destructive  interstitial 
nephritis.3  At  the  same  time  stress  on  bac- 
teriuria  as  a disease  state  and  antibiotics  in 
its  treatment  have  increased  both  awareness 
of  and  practical  problems  in  the  management 
of  urinary  tract  infection.4’ 6 

The  question  implied  by  the  title  has  its 
least  obvious  answer  in  chronic  pyelonephritis. 
It  may  be  rephrased  into  two  parts. 

1 ) Will  bacteriuria  always  be  associated 
with  pyelonephritis? 

The  answer  to  this,  “no”,  but  so  frequently 
is  it  “yes”  that  when  bacteriuria  is  found, 
especially  if  asymptomatic,  careful  evaluation 
of  such  a patient’s  urinary  system  is  called  for. 

2)  Is  pyelonephritis  always  accompanied 
by  bacteriuria? 


BACTERIURIA  AND  PYELONEPHRITIS 


The  answer  to  this  is  also,  “no”,  and  quali- 
fication of  such  an  answer  constitutes  the 
body  of  this  discussion. 

Urinary  iract  irritation  and  infection  and  their 
relationship  to  bacteriuria:  the  urethritis- 
cystitis  syndrome. 

Although  an  insignificant  cause  of  severe 
morbidity,  the  urethritis-cystitis  syndrome*  is  a 
potential  source  of  considerable  confusion.  It 
is  frequently  seen  in  office  practice.  As  an 
often  non-bacterial  disease  treated  with  anti- 
bacterials it  occasions  confusion  in  the  minds 
of  patients  frequently  and  in  physicians  some- 
times. Large  amounts  of  unnecessary  anti- 
biotic are  often  prescribed  for  it.  Since 
ascending  infection  is  thought  to  be  so  im- 
portant in  the  genesis  of  pyelonephritis,  de- 
tection and  proper  treatment  of  bacterial 
cystitis  becomes  fundamental  in  the  preven- 
tion of  advancing  pyelonephritis. 

If  one  keeps  track  of  the  accuracy  with 
which  he  predicts  recovery  of  bacteria  from 
the  urine  of  patients,  especially  women,  com- 
plaining of  urgency,  frequency,  hesistancy  and 
dysuria,  he  will  find  he  can  no  more  predict 
which  patients  will  have  bacteriuria  than 
which  sore  throats  are  streptococcal.  How- 
ever many  such  patients  arc  treated  without 
benefit  of  urinalysis,  even  more  without  bene- 
fit of  urine  culture,  and  even  more  without 
benefit  of  urine  smear  for  bacteria.  As  is 
widely  known,  lower  urinary  complaints  have 
many  causes,  only  one  of  which  is  bacterial 
infection.  Very  frequent  is  the  so-called  func- 
tional bladder,  nervous  bladder,  chronic  trigo- 
nitis,  chronic  urethritis,  etc.  Pyuria  without 
bacteriuria  is  often  seen  in  these  patients.  A 
significant  positive  urine  culture  or  equivalent 
methods  of  demonstrating  bacteria  should  be 
the  only  basis  for  giving  antibiotics  to  such 
patients.  Care  in  the  selection  and  administra- 
tion of  antibiotics  and  adequate  standards  for 
the  accuracy  of  diagnosis  applied  to  these  pa- 
tients’ problems  would  result  in  less  confusion 
about  the  relationship  of  cystitis  to  pyelo- 
nephritis. If  in  thinking  of  such  a relationship 
only  bacterial  cystitis  were  considered,  the 
importance  of  its  place  in  the  natural  history 
of  both  chronic  and  recurrent  pyelonephritis 


would  become  more  apparent.  An  occasional 
exception  to  this  statement  is  to  be  found  in 
infection  of  extraluminal  urinary  tract  struc- 
tures. Therefore  in  approaching  patients  with 
bladder  symptoms  one  should  remember: 

1 ) The  urethritis-cystitis  syndrome  may  or 
may  not  be  accompanied  by  bacteriuria. 

2)  It  should  be  recognized  that  this  is  a 
condition  of  many  etiologies  and  antibacterial 
treatment  is  indicated  only  in  the  presence 
of  demonstrated  bacterial  infection. 

Acute  Pyelonephritis 

The  sudden  onset  of  chills,  fever,  nausea, 
vomiting,  upper  abdominal,  flank,  loin,  or 
lower  quadrant  pain,  with  or  without  colic, 
but  usually  without,  which  may  or  may  not 
be  accompanied  by  lower  urinary  tract  symp- 
toms of  widely  varying  intensity  is  the  typical 
picture  of  acute  pyelonephritis.  Tenderness 
over  the  kidney,  ureter,  and  bladder  are  often 
present.  Unless  the  ureter  is  blocked,  the 
urine  contains  large  numbers  of  nucleated 
cells  and  of  bacteria  which  are  readily  seen 
and  easily  cultured  at  some  time  early  in  the 
course  of  the  disease  in  over  ninety  percent 
of  the  cases.  The  disease  may  be  either  acute, 
recurrent,  or  superimposed  on  chronic,  ob- 
structive or  non-obstructive,  unilateral  or  bi- 
lateral, with  or  without  hypertension,  atrophic 
or  non-atrophic,  ascending  or  descending 
pyelonephritis. 

Colifonn  organisms  are  usually  found  in  the 
urine.  This  clinical  picture  is  almost  as  re- 
producible as  that  of  lobar  pneumonia. 

Active  renal  inflammation  is  often  an  un- 
expected finding  at  autopsy,  and  often  there 
is  no  clinical  record  available  indicating  that 
a high  urinary  bacterial  count  was  present. 
This  set  of  circumstances  has  led  to  graphic 
statements  of  the  obscurity  of  acute  pyelo- 
nephritis and  of  its  many  atypical  forms.' 
In  reality  many  of  these  atypical  cases  are 
usually  examples  of  chronically  active  bac- 
terial pyelonephritis.  In  addition  these  may 
also  be  agonal  infections  in  dying  patients. 

Acute  hematogenous  pyelonephritis  ( usually 
part  of  generalized  staphylococcal  sepsis), 
renal  carbuncle  and  peri-renal  abscess  are  all 
distinct  clinical  entities.  In  all  of  these,  bac- 
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teria  may  or  may  not  be  present  in  the  urine, 
for  organisms  may  or  may  not  have  gained 
access  to  the  collecting  system  from  cortical 
abscesses. 

However,  the  relation  of  bacteriuria  to  acute 
pyelonephritis  is  usually  constant.  Kass  in  his 
original  expositions  of  the  importance  of 
quantitative  urinary  bacteriology  described  74 
patients  in  whom  such  a diagnosis  was  made 
on  clinical  grounds  by  the  house  staff.0' 7 In 
95%,  100,000  organisms/ml  or  more  were  re- 
covered from  the  urine.  In  an  additional  3%, 
10,000  organisms/ml  were  recovered  from  the 
urine  and  in  but  two  patients  were  there  lower 
urinary  bacterial  counts.  The  association  of 
acute  infections  with  coliform  organisms  has 
been  repeatedly  noted.  In  the  more  chronically 
smoldering  and  in  atypical  forms  of  infection, 
Staph,  aureus,  enterococci  or  other  Gram 
positive  organisms  may  be  recovered  from  the 
urine.7  These  organisms  do  not  grow  as  well 
in  urine,  and  therefore  high  urinary  bacterial 
counts  are  not  to  be  expected.  Especially  if 
they  can  be  cultured  repeatedly,  the  presence 
of  Gram  positive  organisms  in  counts  as  low 
as  1,000/ml  constitutes  significant  bacteri- 
uria. Careful  followup  of  patients  with  a 
history  of  acute  pyelonephritis  will  demon- 
strate that  bacteriuria  often  precedes  a re- 
crudescence of  the  pyelonephritis. 

The  evidence  cited  above  is  only  a small 
part  of  that  available  and  which  allows  these 
conclusions: 

1.  Acute  pyelonephritis  is  a bacterial  disease. 

2.  The  relationship  to  bacteriuria  is,  as  clinical 
phenomena  go,  constant. 

3.  Coliform  organisms  are  found  in  typical 
acute  cases. 

4.  Staphylococci  and  other  Gram  positive 
organisms  may  be  found  in  atypical  cases 
especially  when  obstruction  is  present. 

5.  If  bacteriuria  cannot  be  demonstrated  in  a 
patient  with  the  clinical  picture  of  acute 
pyelonephritis,  one  must  suspect  another 
disease  such  as  appendicitis,  salpingitis, 
renal  stone,  etc. 

6.  Bacteriuria  often  precedes  acute  pyelo- 
nephritis and  is  of  importance  in  its  patho- 
genesis. 


Chronic  Pyelonephritis 
Chronic  pyelonephritis  and  bacterial  in- 
fection of  the  kidney  had  been  recognized  and 
clearly  described  by  the  German  pathologists 
over  SO  years  ago.2  However,  chronic  pyelo- 
nephritis did  not  emerge  as  a distinct  clinical 
entity  in  this  country  from  the  old  scrap- 
basket  diagnosis  of  Bright’s  disease  until  the 
1930’s  with  the  often  mentioned  papers  of 
Braaseh,  Longeope,  Weiss,  and  Parker.2  Since 
that  time,  the  volume  of  work  on  pyelo- 
nephritis has  increased  markedly.  Although 
Marple8  in  1940  had  realized  the  significance 
of  high  urinary  bacterial  counts,  it  was  not 
until  1955  with  the  paper  of  Sanford"  and  the 
many  contributions  of  Kass1'  7 that  quantita- 
tive urinary  bacteriology  became  firmly  estab- 
lished. These  papers  have  coincided  with  and 
in  part  are  responsible  for  the  sudden  increase 
in  interest  in  chronic  pyelonephritis  and  an 
increasingly  widespread  use  of  this  term.  Cur- 
rently, the  diagnosis  of  chronic  pyelonephritis 
is  being  more  critically  evaluated,  probably  a 
constructive  swing  of  the  pendulum  from 
the  standards  of  5 years  ago.10  Many  of  the 
difficulties  are  semantic  and  have  to  do  with 
the  classification  of  disease.  A basic  problem 
remains  in  the  lack  of  agreed-upon  criteria 
for  the  diagnosis  of  chronic  pyelonephritis 
either  clinically  or  pathologically.  The  follow- 
ing facts  should  be  remembered. 

1.  Bacteriuria  is  a term  which  has  been 
specifically  defined  and  should  be  specifi- 
cally applied. 

2.  Pathologic  criteria  for  a diagnosis  of  pyelo- 
nephritis may  either  be  so  rigid  as  to  ex- 
clude many  cases  of  bacterial  infection  of 
the  kidney  or  so  broad  as  to  be  essentially 
inclusive  of  all  interstitial  renal  disease. 

3.  Many  disease  entities  of  clearly  non-bac- 
terial  origin  lead  to  a histologic  picture 
suggestive  of  pyelonephritis. 

4.  Pyelonephritis  may  often  be  superimposed 
on  other  renal  diseases. 

5.  It  is  difficult  to  find  definite  evidence  of 
renal  parenchymal  disease  in  all  patients 
with  bacteriuria. 

6.  In  a large  percentage  of  cases,  depending 
upon  the  criteria  used,  bacteria  cannot  be 
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recovered  from  either  kidney  or  urine  of 
patients  with  renal  histologic  changes 
diagnostic  of  chronic  pyelonephritis. 

Bacteriuria  as  a specifically  defined  concept. 

The  definition  and  concept  of  bacteriuria 
established  by  Kass  in  1956  have  not  been  im- 
proved upon.6  Bacteriuria  can  be  defined  as 
“The  presence  of  100,000  or  more  bacteria/ml 
in  a fresh,  cleanly  collected  urine  specimen.” 
Qualifications  include: 

1.  It  has  been  pointed  out  repeatedly  that  this 
definition  applies  most  accurately  to  coli- 
form  organisms.  Therefore,  if  E.  coli,  aero- 
bacter,  proteus,  paracolon,  pseudomonas 
are  the  offending  organisms,  this  is  a valid 
definition. 

2.  It  is  also  usually  valid  in  ease  of  entero- 
cocci. 

3.  It  may  not  apply  to  other  coccal  forms,  and 
some  of  the  more  fastidious  organisms. 
This  is  especially  noteworthy  of  some  of 
the  staphylococci. 

4.  It  does  not  apply  in  unusual  situations, 
such  as  acid  fast  infections,  etc. 

5.  Such  factors  as  a very  dilute  urine,  a very 
acid  urine,  recent  exposure  to  an  anti- 
bacterial both  known  and  unknown  to  pa- 
tient or  doctor,  obstruction  of  a ureter, 
laboratory  and  cultural  errors,  and  gross 
contamination  have  all  been  recognized 
for  years  as  qualifying  exceptions. 

6.  The  term  was  originally  structured  on  the 
basis  of  cultures  of  urines  from  patients 
with  acute,  untreated,  active  urinary  tract 
infections.  Therefore,  the  concept  that 
“bacteriuria  equals  pyelonephritis”  has  no 
basis  except  when  there  is  other  evidence 
of  an  acute  coliform  upper  urinary  tract  in- 
fection. The  use  of  the  term  bacteriuria  has 
been  so  widely  extended  since  that  time 
that  one  cannot  assume  that  bacterial  in- 
vasion of  renal  parenchyma  is  present  when 
bacteria  are  recovered  from  the  urine. 

7.  All  students  of  pyelonephritis  have  known 
for  many  years  that  both  bacteriuria  and 
pyuria  may  be  intermittent  and  that  the 
numbers  of  bacteria  in  urine  may  fluctuate 
widely  from  day  to  day. 


8.  All  statements  about  bacteriuria  are  de- 
pendent upon  methods  of  collection,  inter- 
val refrigeration,  and  culture  of  urine 
samples. 

Histologic  criteria  for  the  diagnosis  of  chronic 
pyelonephritis. 

Since  1939  the  criteria  outlined  by  Weiss 
and  Parker  have  been  those  most  widely  used 
by  pathologists  in  the  diagnosis  of  chronic 
pyelonephritis.11  As  the  years  have  gone  by,  it 
has  been  increasingly  widely  realized  that 
many  of  the  changes  they  describe  are  found 
as  a result  of  other  disease  states,  especially  in 
renal  ischemia.  Histologic  criteria  which  have 
been  used  as  diagnostic  of  chronic  pyelo- 
nephritis include  those  changes  listed  in  Table 

I. 

TABLE  1. 

PATHOLOGIC  CHANGES  SUGGESTIVE  OF  CHRONIC 
PYELONEPHRITIS 

1 . Asymmetric  contraction  of  the  kidney 

2.  Necrotizing  papillitis 

3.  Broad  scars  or  U-shaped  scars 

4.  Leukocytic  infiltration  — plasma  cell  infiltration 

5.  Pleomorphism  of  changes 

6.  Tubular  atrophy 

7.  Glomerular  crowding 

8.  Interstitial  fibrosis 

9.  Periglomerular  fibrosis 

10.  Alterative  glomerulitis 

II.  Proliferative  endarteritis 

12.  Thyroidization 

13.  Cystic  dilatation  of  tubules 

14.  Characteristic  zone  of  scar  tissue  at  edge  of 
lesion 

15.  Inflammatory  changes  in  pelvic  epithelium 

If  one  accepts  all  of  these  changes  as  evi- 
dence of  pyelonephritis  virtually  all  cases  of 
ischemic  and  vascular  disease  of  the  kidney, 
many  rare  forms  of  renal  disease,  some 
genetically  determined  diseases,  many  in- 
stances of  diabetic  nephropathy  and  many 
cases  of  intoxication  of  the  kidney  will  be 
classified  as  pyelonephritis.  On  the  other  hand, 
if  one  restricts  his  definition  to  1.  polymorpho- 
nuclear infiltrate  in  the  interstitium,  2.  thy- 
roidization, 3.  recovery  of  bacteria  from  renal 
tissue,  included  will  be  cases  of  active 
parenchymal  bacterial  infection,  but  excluded 
will  be  many  cases  in  which  bacterial  action 
is  contributing  or  has  contributed  to  the 
destruction  of  the  kidney. 
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Non-Bacterial  Causes  of  Chronic  Interstitial 
Nephritis. 

Many  disease  entities  of  clearly  non-bac- 
terial  origin  lead  to  a histologic  picture  sug- 
gestive of  pyelonephritis.  Since  renal  ischemia 
will  produce  round  cell  infiltration,  tubular 
atrophy,  interstitial  fibrosis,  vascular  changes, 
and  patchy  distributions  of  lesions  with  asym- 
metric scarring  of  the  kidney,  it  is  perhaps  the 
chief  and  certainly  the  commonest  condition 
to  be  differentiated  from  chronic  pyelo- 
nephritis. A partial  list  of  the  diseases  and 
clinical  entities  which  produce  renal  changes 
which  may  be  confused  with  chronic  pyelo- 
nephritis is  to  be  found  in  Table  II. 

TABLE  II. 

DISEASE  ENTITIES  WHICH  PRODUCES  HISTOLOGIC 
CHANGES  SUGGESTIVE  OF  CHRONIC  PYELONEPHRITIS 

1.  Hypertensive  vascular  disease 

2.  Ageing,  atherosclerosis 

3.  Phenacetin  excess 

4.  Sulfonamide  excess 

5.  Irradiation 

6.  Immune  reactions 

7.  Gout 

8.  Hyperphosphatemia 

9.  Nephrocalcinosis 

10.  Choline  deficiency 

11.  Potassium  depletion 

12.  Hereditary  disorders 

13.  Juvenile  nephronophthisis 

14.  Congenital  defects 

15.  Obstruction,  etc. 

16.  Lead  poisoning 

Since  bacterial  action  is  not  necessary  to  the 
production  of  the  renal  lesion  in  any  of  these 
instances,  accurate  separation  of  such  cases 
from  chronic  bacterial  pyelonephritis  will  de- 
crease the  incidence  of  “burned  out”  pyelo- 
nephritis in  which  no  bacteria  can  be  found 
in  either  kidney  or  urine. 

Superimposition  of  Pyelonephritis  on  other 
renal  diseases. 

It  has  been  often  pointed  out  that  if  the 
normal  kidney  is  susceptible  to  bacterial  in- 
fection, the  abnormal  kidney  should  be  even 
more  susceptible.  It  has  been  noted  that 
urinary  tract  infection  and  bacterial  invasion 
of  the  kidney  occur  in  greatly  increased  in- 
cidences in  sickle  cell  disease,  in  patients  with 


the  nephrotic  syndrome,  and  in  patients  with 
acute  tubular  necrosis.  The  same  is  also  true 
in  diabetes,  multiple  myeloma,  nephro- 
sclerosis, and  various  congenital  defects  such 
as  hypoplasia  of  the  kidney.  In  the  older  age 
groups,  when  the  effects  of  the  lower  urinary 
tract  dysfunction  express  themselves  most 
obviously,  the  superimposition  of  pyelo- 
nephritis on  nephrosclerosis  is  noteworthy.12 
Renal  parenchymal  disease  in  patients  with 
hacteriuria  or  other  clinical  evidence  of  pyelo- 
nephritis and  the  recovery  of  bacteria  from 
renal  tissues  in  patients  with  pyelonephritis. 

Correlations  of  renal  parenchymal  changes, 
urinary  and  renal  bacteriology  have  been 
carried  out  only  rarely  in  autopsy  studies. 
McDonald  et  al  found  more  than  100,000 
bacterial  cells/ml  of  urine  aspirated  from  the 
bladder  in  40%  of  the  urines  from  100  un- 
selected cases  at  autopsy.13  Histologic  evidence 
of  active  pyelonephritis  was  present  in  14  of 
these  40.  There  were  3 cases  of  cystitis  with- 
out pyelonephritis.  In  an  extensive  review  of 
4,396  autopsies,  Pawlowski  et  al  found  4 cases 
with  acute  diffuse  pyelonephritis  all  of  whom 
had  positive  cultures  of  both  kidney  and  urine 
tissue."  There  were  49  cases  of  active  chronic 
pyelonephritis  and  positive  urine  cultures 
were  obtained  from  85%  of  these  and  positive 
kidney  cultures  from  29%.  When  other  histo- 
logic evidence  of  pyelonephritis  was  present 
but  there  was  no  neutrophilic  infiltration  of 
renal  interstitial  tissue,  the  incidence  of  posi- 
tive kidney  cultures  was  no  higher  than  that 
expected  from  error.  These  studies  show  that 
hacteriuria  is  often  but  not  always  related  to 
pyelonephritis,  and  that  bacteria  can  be  re- 
covered from  renal  tissue  in  something  less 
than  one  third  of  the  cases  in  which  there  is 
histologic  evidence  of  pyelonephritis. 

Histologic  evidence  of  pyelonephritis  in 
biopsy  specimens  is  found  in  38  to  94%  of 
cases  in  various  series  reported.12  As  renal 
function  diminishes,  as  renal  disease  tends  to 
become  more  silent,  and  as  criteria  for  histo- 
logic diagnosis  of  pyelonephritis  become  less 
rigid,  the  incidence  of  pyelonephritis  in  biopsy 
material  rises.  The  obverse  is  also  true.  In  a 
study  of  51  biopsies  from  44  ambulatory  pa- 
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tients  with  chronic  bacteriuria  who  were  at- 
tending the  outpatient  clinic  of  the  Medical 
College  of  South  Carolina,  histologic  evidence 
of  pyelonephritis  was  correlated  with  the  pre- 
senting symptoms  of  the  patients.15  Hyper- 
tension, increasing  age  of  the  patient,  de- 
creasing renal  function,  absence  of  acute  lower 
urinary  tract  symptoms  all  correlated  with 
increased  evidence  of  renal  histologic  damage. 
Whereas  acute  symptoms  of  cystitis  or  a 
history  of  acute  symptoms,  age  of  less  than  60, 
blood  pressure  less  than  150/90  mm  Hg,  and 
normal  renal  function  were  more  often  ac- 
companied by  the  recovery  of  normal  renal 
tissue  in  the  biopsy  specimens. 

In  addition  only  30%  of  cultures  of  renal 
tissue  obtained  by  aspiration  needle  biopsy  of 
the  kidney  in  226  patients  with  unequivocal 
evidence  of  active  pyelonephritis  were  posi- 
tive for  bacteria.12  These  figures  agree  so 
closely  with  the  autopsy  figures  cited  above 
that  this  fact  erases  the  major  technical  ob- 
jection to  such  studies;  i.  e.  biopsy  recovers 
a random  piece  of  tissue  in  this  character- 
istically most  focal  of  renal  diseases. 

The  presence  of  inflammatory  interstitial 
renal  disease  coupled  with  inability  to  recover 
bacteria  suggests  that  the  progress  of  pyelo- 
nephritis is  dependent  upon  factors  other  than 
or  in  addition  to  the  activity  of  bacteria  in  the 
renal  interstitium.  Viral  disease  underlies 
cases  of  indolent  and  cicatrizing  infection 
elsewhere  in  the  body.  The  viruses  of  vari- 
cella, smallpox,  measles,  yellow  fever,  hemor- 
rhagic fever,  and  infectious  mononucleosis  all 
affect  the  kidney.  Some  form  of  chronic  viral 
infection  as  a cause  of  chronic  abacterial  renal 
inflammation  has  often  been  postulated  but 
never  proven. 

Protoplasts  have  also  been  postulated  as  an 
explanation  of  the  discrepancies  noted.  These 
are  bacterial  organisms  which,  for  a variety  of 
reasons,  hormonal,  osmotic,  or  as  a result  of 
exposure  to  antibiotics,  have  lost  their  cell 
walls.10  When  they  are  cultured  in  ordinary 
media,  the  isotonicity  of  the  medium  results 
in  destruction  of  the  organism.  As  such  they 
characteristically  can  be  recovered  only  from 

hyperosmoler  solutions.  It  has  been  clear 


established  that  the  renal  medulla,  the  site  of 
the  initial  lesion  in  pyelonephritis,  is  hyper- 
osmolar. Protoplast  formation  in  urine  has 
been  demonstrated  by  Braude.11  Protoplasts 
have  been  recovered  from  the  urines  of  pa- 
tients who  have  relapsing  antibiotic  treated 
pyelonephritis.  In  addition,  mycoplasma  or- 
ganisms have  also  been  suggested  as  the  basis 
of  chronic  abacterial  pyelonephritis.18  If  such 
organisms  do  indeed  underlie  the  inflamma- 
tion, the  frequency  with  which  they  cause  it 
remains  unknown.  Auto-immune  mechanisms 
have  also  been  postidated  as  a basis  for  the 
advancing  inflammation  in  human  abacterial 
chronic  pyelonephritis.  No  positive  evidence 
has  been  accumulated  in  support  of  this 
hypothesis.1'1 

Other  Factors. 

Renal  function  measured  by  endogenous 
creatinine  and  urea  clearance  and  15  min 
PSP  excretion  has  been  followed  annually  for 
3 to  6 years  in  a group  of  patients  with  chronic 
bacteriuria.  During  this  time  24  patients  lost 
renal  function  and  23  showed  no  change  over 
the  5 years  (average)  they  were  followed. 
In  26  patients  bacteria  disappeared  spon- 
taneously or  in  response  to  therapy.  In  21  it 
persisted.  When  the  group  who  lost  function 
was  compared  with  the  group  which  did  not, 
no  distinguishing  features  were  noted.  When 
the  group  in  whom  bacteriuria  persisted  was 
compared  with  the  group  in  whom  it  dis- 
appeared, no  difference  in  the  degree  of  loss 
of  function  was  noted.  Based  on  reasoning 
by  exclusion  it  was  concluded  that  factors  in 
addition  to  bacteriuria  determine  the  rate  of 
nephron  destruction  in  chronic  pyelo- 
nephritis."0 

When  discussing  the  relation  of  bacteriuria 
to  chronic  pyelonephritis,  it  should  also  be 
remembered  that  both  pyuria  and  bacteriuria 
may  be  intermittent.  Dilute  urines,  excessively 
acid  urines  and  other  factors  all  inhibit  the 
growth  of  bacteria.  However,  it  has  been 
clearly  established  that  bacteria  do  disappear 
from  the  urine  in  well  documented  cases  as 
chronic  pyelonephritis  progresses.  This  is 
especially  true  as  renal  function  diminishes, 
"herefore,  if  one  is  considering  the  latest 
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stages  of  the  disease  when  the  patients  have 
become  either  azotemic  or  uremic,  up  to  75% 
of  them  with  all  other  clinical  criteria  for 
chronic  pyelonephritis  may  have  persistently 
negative  urine  cultures.  One  is,  therefore,  left 
with  the  paradox  that  positive  urine  cultures 
occupy  a central  position  in  the  diagnosis  of 
bacterial  pyelonephritis.  However,  establish- 
ing the  presence  of  bacteriuria  neither  makes 
nor  excludes  this  diagnosis. 

Summary  and  Conclusions 

1.  Acute  lower  urinary  tract  symptoms  are 
often  not  bacterial  in  origin  and  should  not  be 
treated  with  antibiotics  until  bacteria  have 
been  demonstrated  in  the  urine. 

2.  Typical  acute  pyelonephritis  is  commonly 
accompanied  by  bacteriuria,  usually  caused 
by  a coliform  organism.  However,  pyelo- 
nephritis does  occasionally  occur  in  the  ab- 
sence of  large  numbers  of  bacteria  in  the 
urine. 

3.  The  presence  of  active  inflammation  in 
the  kidney  may  warrant  other  clinical  diag- 
noses than  acute  pyelonephritis.  This  tends  to 
be  confusing  for  such  an  acute  inflammatory 
response  in  so  called  silent  pyelonephritis  is 
in  reality  chronic,  active  pyelonephritis. 

4.  Chronic  bacteriuria  may  and  does  exist 
in  the  absence  of  any  evidence  of  parenchymal 
renal  involvement  of  the  kidney  as  indicated 
by  renal  symptomatology,  renal  function  tests, 
pyelography,  or  biopsy.  The  diagnosis  of 
chronic  bacteriuria  is  not  the  equivalent  of 
chronic  pyelonephritis.  The  presence  of  lower 
urinary  tract  symptoms  associated  with  bac- 
teriuria does  not  increase  the  significance  of 
the  finding  of  bacteriuria  nor  does  it  increase 
the  likelihood  that  pyelonephritis  will  be 
present.  Indeed,  an  abnormal  biopsy  specimen 
is  found  twice  as  frequently  in  asymptomatic 
bacteriuria  as  in  patients  with  bladder  symp- 
toms. These  statements  are  not  intended  to 
imply  that  bacteriuria  is  not  a noteworthy 
clinical  observation.  Its  discovery  should  lead 
to  careful  evaluation  of  a patient’s  renal  status. 

5.  A normal  biopsy  specimen  may  be  re- 
covered from  a kidney  with  other  evidence  of 
severe  pyelonephritis. 


6.  The  pathologic  diagnosis  of  chronic 
pyelonephritis  may  be  imprecise.  Many  dis- 
eases produce  a clinical  picture  of  chronic 
interstitial  nephritis  and  bacterial  pyelo- 
nephritis may  be  a late  and  often  insignificant 
superimposition  on  other  renal  diseases. 
Therefore,  kidney  biopsy  may  bring  no  con- 
clusive evidence  to  the  differential  diagnosis 
of  bacteriuria  and  pyelonephritis. 

7.  Although  overlapping  and  coexisting, 
asymptomatic  bacteriuria  with  pyelonephritis, 
symptomatic  lower  urinary  tract  infection 
with  bacteriuria,  overt  and  active  chronic 
pyelonephritis,  and  symptomatic  pyelonephri- 
tis without  bacteriuria  each  has  sufficiently 
clearcut  clinical  characteristics  to  be  dis- 
tinguishable as  clinical  entities. 

S.  It  is  suggested  that  patients  be  classified 
as  having: 

a.  Acute  bacterial  pyelonephritis 

b.  Chronic,  recurrent,  active,  etc.  bac- 
terial pyelonephritis. 

c.  Chronic  interstitial  nephritis  of  un- 
known cause  or  with  the  cause  stated 
if  such  is  available. 

9.  Criteria  allowing  a diagnosis  of  chronic 
bacterial  pyelonephritis  should  include  some 
of  the  following: 

a.  History  of  genitourinary  tract  infec- 
tion any  time  in  the  past  whether  it  be 
upper  or  lower. 

b.  The  critically  established  presence  of 
bacteria  in  the  urine. 

e.  A urine  sediment  marked  by  a few  red 
cells,  small  amounts  of  protein  and 
many  white  cells  and  white  cell  casts. 

d.  The  presence  of  impaired  urinary 
drainage  for  any  reason. 

e.  The  radiographic  pattern  of  pyelo- 
nephritis with  calyceal  distortion  and 
unevenness  of  the  outline  of  the  kid- 
ney. 

f.  A histologic  picture  with  polymorpho- 
nuclear infiltration,  thyroidization, 
pleomorphorism  and  variation  of  cellu- 
lar infiltrate  in  the  interstitium,  and 
recovery  of  bacteria  from  tissue. 
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10.  There  are  a number  of  interstitial  in- 
flammatory diseases  of  multiple  and  diverse 
etiologies  which  affect  the  kidney  and  a con- 
tinuing effort  must  be  made  to  define  these 


and  to  separate  them  from  each  other  rather 
than  to  lump  them  together  and  substitute 
pyelonephritis  as  a neologism  for  Bright’s  dis- 
ease. 
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Arthrogryposis  multiplex  congenita  is  a rare  neuro- 
muscular disorder  with  widespread  flexion  deformities 
and  contractures  of  the  joints.  Two  cases  are  presented 
in  an  attempt  to  determine  the  pathogenesis  of  the 
condition;  the  conclusions  are  as  yet  purely  specula- 
tive. Evidence  tends  to  rule  out  intrauterine  com- 
pression and  immobility,  but  not  maternal  infection 
or  drug  reaction.  A genetic  defect  is  a distinct  possi- 
bility in  view  of  the  abnormalities  such  as  cleft  palate, 
micrognathia,  cryptorchidism,  and  mental  deficiency, 
that  are  frequently  associated  with  arthrogryposis. 


The  physician  and  the  sexual  revolution— M.  Levin 
(350  Central  Park  W.,  New  York)  New  Eng  J Med 
273:1366  (Dec  16)  1965. 

The  sexual  revolution,  with  its  accent  on  pre- 
marital freedom  and  permissiveness,  is  a threat  to 
emotional  health.  Physicians  must  help  the  younger 
generation  to  understand  that  the  advantages  of  this 
freedom  are  nothing  compared  to  its  destructive 
potential.  It  is  not  a question  of  venereal  disease  or 
pregnancy,  but  of  emotional  well-being,  as  well  as  of 
prevention  of  development  of  various  psychopathic 
behavior  patterns  and  of  psychopathic  abnormal  at- 
titudes towards  sex  in  general  and.  especially,  sex  in 
marriage. 
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Retrocaval  ureter,  also  known  as  “circum- 
caval  ureter”  or  “post  caval  ureter”  is  a 
congenita]  anomaly  of  development  of 
the  vena  cava  and  ureter.  McClure  and  Rutler1 
have  described  the  development  of  the  inferior 
vena  cava  in  man  very  thoroughly.  The  con- 
dition was  first  described  by  Hochstetter  in 
1893.2  This  was  found  in  an  infant  at  autopsy. 
Since  then  it  has  been  recognized  and  re- 
ported with  increasing  frequency  particularly 
since  the  advent  of  excretory  urography  in  the 
late  20’s.  Pick  and  Anson2  gave  an  up  to  date 
review  in  1940  and  found  only  26  cases 
previous  to  the  one  they  reported.  Lowsley* 
in  1946  again  reviewed  the  literature  report- 
ing a case  of  his  own  which  he  repaired.  At 
that  time  there  were  34  cases  appearing  in  the 
literature  and  of  these  34  cases,  22  had  been 
found  at  autopsy,  11  had  been  found  at  opera- 
tion with  no  preoperative  recognition  of  the 
entity,  and  only  one  had  been  recognized 
preoperatively.  Abeshouse  and  Tankin'5  re- 
corded 58  cases  in  1952  and  Pratt  and  New- 
ton'1 reported  the  75th  case  in  1955.  Roland, 
Bunts,  and  Iwano7  reviewed  the  literature  in 
1969  adding  4 cases  to  the  literature  and  at 
that  time  it  was  estimated  that  there  were 
over  90  cases  recorded.  Since  1960,  2 addi- 
tional cases  have  been  added  to  the  literature 
and  with  the  addition  of  the  case  reported  in 
this  paper,  we  estimate  there  are  close  to  100 
cases  now  recorded.  Of  these  100  cases,  it  is 
estimated  that  only  35  to  40%  have  been 
recognized  preoperatively  and  some  plastic 
procedure  attempted  in  order  to  save  the 
kidney.  Of  the  others,  some  were  not  recog- 
nized preoperatively  and  were  found  in  the 


process  of  a nephrectomy  performed  because 
of  infection,  hydronephrosis  or  stone.  The 
remaining  have  been  found  at  autopsy.  The 
anomaly  almost  always  involves  the  right 
ureter  and  apparently  occurs  more  frequently 
in  males.  The  greater  reported  incidence  of 
males  with  the  anomaly  may  be  explained  by 
the  fact  that  many  of  these  cases  reported 
earlier  were  discovered  in  the  dissecting  lab- 
oratories where  few  female  bodies  were  used. 
Since  anomaly  is  primarily  of  vascular  origin, 
one  finds  difficulty  in  explaining  why  it  is 
more  common  in  males  than  in  females. 

Case  Report:  A 29  year  old  colored  male  had  onset 
of  right  flank  pain  associated  with  fever  and  mild 
dysuria  and  sought  medical  advice  from  his  family 
physician,  who  found  microscopic  pyuria.  He  was 
treated  for  acute  urinary  tract  infection  but  because 
of  the  persistence  of  pyuria,  an  intravenous  pyelo- 
gram  was  done  and  revealed  moderate  hydro- 
nephrosis on  the  right  side  and  some  dilation  of  the 
upper  ureter  down  to  L-3  level  (Fig.  1 ).  The  patient 
was  referred  to  the  Medical  College  Hospital  for  fur- 
ther study.  Past  history  was  completely  negative. 


Fig.  1:  Preoperative  Intravenous  Pyelogram. 
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Blood  pressure  was  135/80  mm  Hg.  The  abdominal 
examination,  the  prostate  examination  and  the  external 
genitalia  were  negative.  Hemoglobin  was  13  grams. 
Urinalysis  revealed  10  to  12  WBC’s  per  high  powered 
field  with  specific  gravity  of  1.027.  BUN  14,  Sugar 
88.  Urine  cultures  were  negative. 

Hospital  course:  Preoperative  suspicion  of  retro- 
caval  ureter  as  seen  on  the  IVP’s  was  confirmed  by 
cystoscopy  and  a right  retrograde  pyelogram.  With 
the  ureteral  catheter  in  place,  a small  needle  was 
placed  in  the  right  femoral  vein  and  injection  of  con- 
trast material  showed  the  ureter  to  be  behind  the 
vena  cava.  (Figs.  2,  3,  & 4). 

Operation:  Under  general  anesthesia,  in  the  right 
flank  position  a right  loin  incision  was  made  and  the 
upper  ureter  was  easily  identified.  Dissection  was 
carried  out  behind  and  in  front  of  the  vena  cava, 
freeing  the  ureter.  The  ureter  was  cut  across  in  an 
oblique  fashion  at  the  dilated  portion  of  the  upper 
third  of  the  ureter  and  brought  anterior  to  the  vena 
cava.  It  was  reanastomosed  in  this  area  with  several 
sutures  of  6-0  chromic  catgut.  None  of  the  ureter  was 
resected.  A small  ureterostomy  incision  as  a vent  was 
made  above  the  site  of  anastomosis  (Fig.  5).  After 
the  anastomosis  had  been  made,  a peristalic  wave 
with  a content  of  urine  was  seen  to  pass  down  the 
ureter  past  the  anastomosis,  and  go  on  into  the  distal 
portion  of  the  ureter.  The  postoperative  course  was 
uneventful.  The  patient  did  not  drain  urine  through 
the  ureterostomy  site.  Followup  intravenous  pyelo- 


grams  at  6 months  showed  a return  to  normal  of  the 
collecting  system  of  the  right  side  and  no  evidence 
of  ureteral  stricture  at  the  site  of  anastomosis  (Fig.  6). 
Urinalysis  revealed  no  evidence  of  pyuria  or  bacteria. 
The  patient  is  symptom  free  and  has  returned  to 
normal  activities  without  any  difficulty. 


Fig.  4:  Right  oblique  position,  retrograde  pyelo- 
gram. 
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Fig.  5:  Diagramatic  drawing  of  the  type  of  uretero- 
ureterostomy done  in  the  case  reported. 


Fig.  6:  Postoperative  intravenous  pyelogram  taken  6 
months  after  surgery. 


Embryology:  The  embryological  origin  of 
this  condition  has  been  fully  discussed  by 
many  authors.  The  urinary  tract  involvement 
of  this  vascular  anomaly  stems  from  the  fact 
that  the  metanephros,  as  it  arises  from  its 
pelvic  to  lumbar  position,  passes  through  a 
“ring”  of  embryonic  venous  channels  (Fig.  7). 
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Postcardinal 
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Fig.  7:  Illustration  of  the  usual  path  of  meta- 
nephos  as  it  arises  out  of  the  pelvis. 


The  persistence  of  the  right  posterior  cardinal 
vein  as  the  adult  vena  cava  results  in  the  con- 
dition in  which  the  right  ureter  is  behind  a 
single  vena  cava.  The  illustration  taken  from 
Arey’s  Developmental  Anatomy " demonstrates 
the  normal  development  of  the  veins  of  the 
abdomen  and  lower  extremities  (Fig.  8). 
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Fig.  8:  Diagram  of  the  normal  development  of  the 
veins.  From  the  illustration  in  Arey’s  Developmental 
Anatomy.  (W.  B.  Saunders  Company,  1954,  6th  Edi- 
tion), adapted  from  McClure  and  Butler. 


There  are  4 more  common  types  of  retro- 
caval  ureter  which  have  been  described  (Fig. 
9). 

Type  A:  the  most  common,  is  unilateral  per- 
sistence of  the  posterior  cardinal  vein  observed 
only  on  the  right  side  and  retroeaval  ureter 
on  the  light.  Type  B:  unilateral  persistence  of 
the  right  posterior  cardinal  together  with  per- 
sistence of  the  postrenal  portion  of  the  right 
supracardinal  vein,  giving  a double  vena 
cava  but  only  postcaval  ureter  on  the  right. 
The  ureter  actually  passes  between  the  2 seg- 
ments of  the  vena  cava.  YVieke,  Gierke  and 
Rotter  reported  4 cases.0’10’11  Type  C:  uni- 
lateral persistence  of  the  right  posterior  cardi- 
nal and  left  supracardinal  giving  a double 
posterior  vena  cava,  but  only  a postcaval 
ureter  on  the  right.  Five  cases  of  this  type  are 
reported  by  Rotter,  Adachi,  Harrill,  and  Ubel- 


hor.11'14  Type  D:  Bilateral  persistence  of  the 
posterior  cardinal  veins  with  bilateral  retro- 
caval  ureters.  This  is  the  rarest  type  and  only 
one  case  has  been  reported  and  that  in  an 
acardiac  fetus  by  Gladstone.15  Brooks10  re- 
ported a case  of  left  retroeaval  ureter  in  which 
there  was  situs  inversus. 

Diagnosis:  The  diagnosis  can  be  made  only 
by  x-ray.  Excretory  and  retrograde  pyelo- 
graphy done  in  the  anterior  posterior  posi- 
tion show  the  “S”  shaped  course  of  the  ureter. 
Lateral  or  oblique  views  of  an  inserted  opaque 
ureteral  catheter  or  pyeloureterograms  show 
the  ureter  below  the  apex  of  the  curve  to 
impinge  upon  the  anterior  surface  of  the  4th 
and  5th  vertebrae.  With  a ureteral  catheter  in 
place  in  our  case,  we  also  did  a venacava- 
gram  by  inserting  a small  needle  in  the  right 
femoral  artery  and  injecting  30  ml  of  con- 
trast material  (Fig.  2,  3,  4).  Awareness  of  the 
condition  in  any  case  of  hydronephrosis  and 
medial  deviation  of  the  upper  ureter  is  the 
most  important  factor  in  the  diagnosis. 

Clinical  aspects  of  retroeaval  ureter  are 
those  related  to  any  obstructive  uropathy.  The 
average  patient  presents  himself  with  a history 
of  intermittent  or  constant  flank  pain,  hema- 
turia (66%  of  cases)  gastrointestinal  com- 
plaints and  other  symptoms  suggestive  of 


Fig.  9:  Types  of  retroeaval  ureters  reported.  See 
text  for  explanation. 
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ureteral  obstruction.  The  condition  can  easily 
go  undiagnosed  as  approximately  one-fourth 
of  the  cases  reported  showed  no  evidence  of 
obstruction  or  infection.  Hypertension  second- 
ary to  chronic  inflammatory  changes  in  the 
kidney  may  be  a presenting  symptom,  as  has 
been  noted  in  some  cases.  Pyuria  has  fre- 
quently been  noted  when  infection  or  stones 
are  present. 

Treatment:  There  are  several  methods  that 
have  been  used  in  treating  retrocaval  ureter. 

1.  Nephrectomy  has  probably  been  the  one 
most  common  type  of  treatment  and  should 
be  reserved  for  those  patients  in  whom  the 
kidney  is  so  destroyed  by  calculus  disease, 
infection  or  hydronephrotic  atrophy  that  any 
plastic  attempts  would  be  futile,  except,  of 
course,  under  the  conditions  of  solitary  kid- 
ney. 

2.  Division  of  the  ureter  proximal  to  the 
retrocaval  portion,  dissection  of  the  ureter 
from  behind  the  vena  cava  and  reanastomosis 
have  been  advocated  by  several.  Kim- 
brough17 was  the  first  to  repair  a retrocaval 
ureter  by  this  method  and  actually  was  the 
first  to  do  repair  of  a retrocaval  ureter  in  any 
fashion. 

3.  Ureteropelvic  anastomosis  after  dividing 
the  ureter  at  the  ureteropelvic  junction  and 
bringing  it  anterior. 

4.  Division  of  the  hydronephrotic  segment 
above  the  ureteropelvic  junction,  bringing  the 
detached  segment  from  behind  the  vena 
cava  and  reanastomosing  the  pelvis.  This  pro- 
cedure was  first  proposed  by  Harrill13  in  1940 
and  lessens  the  possibility  of  post  operative 
stricture  by  joining  large  diameter  tubes. 

5.  Division  of  the  ureter  at  its  entry  into  the 
bladder  wall,  bringing  it  anterior  to  its  nor- 
mal relationship  and  reimplanting  the  distal 
end  in  the  bladder  wall.  This  procedure  was 
advocated  by  Lowsley'  in  order  to  preserve 
the  intrinsic  nerve  supply  of  the  ureter  but 
led  to  stricture  of  the  terminal  ureter. 

6.  Division  of  the  ureter  and  excision  of 


the  fibrosed  or  infected  portion  anastomosing 
it  anterior  to  the  vena  cava. 

7.  Ligation  and  division  of  the  vena  cava 
(Cathro)18  or  section  and  reanastomosis  of 
the  vena  cava  after  bringing  the  ureter 
anterior  ( Goodwin ) .lu 

8.  MeCrea20  reported  a case  in  which  he 
used  a segment  of  ileum  to  replace  the  ureter. 

9.  Roland,  Bunts  and  Iwano7  in  1960  tabu- 
lated a comprehensive  review  of  the  surgical 
procedures  done  for  correction  of  the  retro- 
caval ureter. 

DISCUSSION 

Awareness  of  the  occasional  existence  of 
retrocaval  ureter  leads  to  its  diagnosis  pre- 
operatively  in  most  cases.  The  most  common 
type  is  right  retrocaval  ureter  with  persistence 
of  the  embryonic  right  posterior  cardinal  vein 
as  the  adult  vena  cava.  Division  and  reanasto- 
mosis  of  the  ureter  anterior  to  the  vena  cava  in 
some  fashion  is  probably  more  acceptable 
than  division  and  ligation  of  the  vena  cava 
posterior  to  the  intact  ureter,  although  this 
latter  procedure  should  be  kept  in  mind  as  in 
eases  of  solitary  kidney  it  might  very  well  be 
the  procedure  of  choice.  Any  type  of  ureteral 
reanastomosis  is  subject  to  stricture  formation 
and  therefore  we  suggest  that  the  anastomosis 
be  done  above  the  retrocaval  portion  of  the 
ureter  and  that  either  a uretero-ureterostomy 
or  a pyeloureterostomy  be  done,  whichever 
affords  the  largest  diameter  for  reanastomosis. 

SUMMARY 

Retrocaval  ureter  with  a brief  resume  of 
the  embryology,  diagnostic  criteria,  and  sur- 
gical procedures  for  correction  has  been  dis- 
cussed. An  additional  case  with  good  result 
is  added  to  the  literature.  It  is  estimated  that 
approximately  100  cases  of  retrocaval  ureter 
now  appear  in  the  literature  with  at  least  40 
cases  being  diagnosed  preoperatively  and  re- 
paired by  some  plastic  procedure  with  a 
satisfactory  result. 
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Protection  from  ticks,  fleas,  chiggers,  and  leeches— 
H.  K.  Gouek  (Agricultural  Research  Service,  US  De- 
partment of  Agriculture.  Gainesville.  Fla. ) Arch  Derm 
93:112  (Jan)  1966. 

Protection  from  these  acarids,  insects,  and  annelids 
is  achieved  mainly  by  treatment  of  the  clothing  with 
repellents.  When  properly  used,  they  will  provide  a 
high  degree  of  comfort  in  the  presence  of  large  num- 
bers of  blood-sucking  arthropods.  None  of  our  pres- 
ent repellents  is  completely  satisfactory,  but  the  better 
repellents  are  for  ticks  — DEET  ( N,N-diethyl-m- 
toluamide),  butapyronoxyl  ( butyl-3. 4-dihydro-2, 2- 
dimethyl-4-oxo-2H-pyran-6-carboxylate),  dimethyl 
carbate,  and  benzyl  benzoate;  for  fleas— DEET  and 
benzyl  benzoate;  for  chiggers  (larvae  of  Trombiculid 
mites)— dimethyl  phthalate,  ethyl  hexanediol.  or  any 
of  the  tick  repellents;  for  leeches— DEET  and  benzyl 
benzoate.  The  only  ehigger  repellent  remaining 
effective  after  rinsing  and  washing  in  water  is  benzyl 
benzoate. 


The  head-down  ( Trendelenburg ) position  for  treat- 
ment of  irreversible  hemorrhagic  shock— M.  H.  Weil 
and  H.  Whigham  (2025  Zonal  Ave.,  Los  Angeles) 
Ann  Surg  162:905  (Nov)  1965. 

The  possibility  that  the  head  down,  or  Trendelen- 
burg, position  increases  survival  in  animals  in  com- 
parison to  the  horizontal  position  after  shock  due  to 
blood  loss  is  excluded  with  high  statistical  confidence. 
A standardized  form  of  shock  was  produced  in  rats  liy 
hemorrhage.  The  animals  were  maintained  at  arterial 
pressure  levels  of  35  mm  Hg  for  210  minutes.  After 
reinfusion  of  blood,  they  were  maintained  in  a head 
down,  head  up,  and  horizontal  position.  Durations  of 
survival  and  responsiveness,  signs  of  cerebral  status, 
were  much  better  in  the  horizontal  than  in  either  the 
head  down  or  the  head  up  position.  Current  evidence 
indicates  that  the  Trendelenburg  position  does  not 
favor  survival.  To  the  contrary,  these  findings  in 
animals  and  preliminary  studies  in  patients  suggest 
that  it  may  be  detrimental  to  the  treatment  of  de- 
layed shock  following  hemorrhage. 
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Hemorrhage  into  the  biliary  traet  is  a con- 
dition which  occupies  that  corner  of 
medicine  in  which  the  fairly  rare, 
interesting,  often  dramatic  group  of  diseases 
and  conditions  gather.  Hemobilia  is  just  rare 
enough  to  be  often  forgotten  in  differential 
diagnoses,  yet  complex  and  acutely  lethal 
enough  to  evoke  interested  comment  when  it 
occasionally  does  occur. 

The  term  “hemobilia”  was  originated  by 
Sandblom  in  1948.'  Since  Sandblom’s  report, 
attention  has  been  focused  upon  the  condition 
and  attempts  are  still  being  made  to  improve 
its  care.  The  interest  in  hemobilia  has  gen- 
erally been  in  two  distinct  areas.  The  first 
area  involves  the  preoperative  diagnosis  of 
hemobilia  in  an  often  severely  ill  patient. 
Furthermore,  the  physician  is  often  abruptly 
put  to  the  test  of  corrective  procedure  when 
an  exsanguinating  hemorrhage  becomes  ap- 
parent, and  originates  in  an  unusual  source 
located  in  a region  of  an  anatomical  variety 
and  importance. 

It  is  from  these  viewpoints  that  we  regard 
the  condition  of  hemobilia  as  interesting  and 
informative.  The  preoperative  diagnosis  in  the 
case  to  be  presented  was  arrived  at  not  by 
astuteness  but  rather  by  the  classical  nature  of 
the  symptoms  which  were  presented.  At  opera- 
tion, the  choice  of  sequential  procedure  was 
dictated  not  by  considerate  surgical  acumen 
but  rather  by  circumstance  and  fortune.  The 
apparent  success  of  this  case  as  contrasted 
with  the  frequency  of  mortality  in  the  litera- 
ture promotes  its  present  discussion. 

Case  Report:  A 35  year  old  white  female  underwent 
cholecystectomy  one  year  prior  to  admission  to  the 
Medical  College  Hospital.  Three  days  before  admis- 

0 Assistant  Professor  of  Surgery.  Medical  College  of 
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sion,  she  had  experienced  acute  abdominal  pain, 
nausea  and  vomiting,  followed  by  melena  and 
hematemesis,  and  was  referred  for  further  evaluation. 

Physical  examination  revealed  a well  developed, 
well  nourished  white  female  who  was  acutely  ill. 
Jaundice  was  apparent  and  the  mucous  membranes 
were  pale.  Other  pertinent  findings  were  a blood 
pressure  of  120/80  mm  Hg,  a pulse  of  110  per  minute, 
and  a respiratory  rate  of  24  per  minute.  The  abdomen 
was  flat,  there  was  mild  right  upper  quadrant  tender- 
ness without  presence  of  a mass,  and  peristalsis  was 
normal.  Rectal  examinations  revealed  bright  red  blood 
and  also  tarry  stools. 

Laboratory  examination  revealed  patchy  pneu- 
monitis, normal  urine,  hemoglobin  of  7.9  grams/ 100 
ml,  a white  blood  cell  count  of  9.800  and  a VPC  of 
24.5%.  All  other  laboratory  values  including  liver 
function  studies  were  essentially  normal. 

During  the  initial  evaluation,  the  patient  was  at 
times  quiescent,  although  in  some  pain,  but  would 
suddenly  develop  excruciating  right  upper  quadrant 
pain.  At  these  times  she  became  nauseated  and 
would  experience  massive  hematemesis.  She  was 
taken  to  the  operating  room  on  the  night  of  admis- 
sion and  explored  through  a midline  abdominal  surgi- 
cal incision. 


A false  aneurysm  of  the  common  bile  duct  with 
fistula  to  the  sutured  stump  of  the  cystic  artery  was 
found  (Fig.  1).  Bleeding  was  controlled  only  by 


This  drawing  represents  roughly  the  situation  found 
at  operation  on  the  case  presented.  A cystic  artery- 
choledochal  fistula  was  present  with  false  aneurysm 
formation.  The  structures  were  encased  in  fibrin  and 
thrombus,  deleted  from  the  drawing  for  purpose  of 
simplicity. 
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inflating  the  bag  of  a small  Foley  catheter  in  the 
hepatic  artery  through  the  fistula.  The  cystic  artery 
was  ligated,  the  fistula  was  closed,  the  aneurysm  was 
resected,  and  the  common  duct  was  repaired  over  a 
T-tube.  The  T-tube  was  removed  one  month  later. 

The  patient  has  been  followed  for  six  months  with- 
out evidence  of  jaundice  or  bleeding.  She  had  a recent 
hospital  admission  with  upper  respiratory  infection, 
fever,  and  abdominal  pain.  These  symptoms  subsided. 
Intravenous  cholangiograms  were  made  during  this 
recent  admission  and  showed  a normal  choledochal 
system. 

Comment 

This  case  demonstrated  dramatically  the 
group  of  symptoms  which  are  suggestive  of 
hemobilia.  The  patient  showed  massive  hema- 
temesis,  right  upper  quadrant  abdominal  pain, 
and  was  jaundiced.  Her  pain  was  of  an 
acute,  intermittent,  excruciating  nature  which 
strongly  suggested  acute  development  of  high 
pressure  within  the  biliary  system.  Together 
with  the  hematemesis  and  jaundice,  a pre- 
operative diagnosis  of  arterial  bleeding  into 
the  biliary  tract  was  strongly  considered,  and 
adequate  preparations  were  made  toward  this 
type  of  surgical  repair. 

The  other  interesting  fact  of  this  particular 
case  was  the  use  which  could  be  made  of  the 
simple  Foley  catheter  in  providing  hemostasis. 
We  have  had  occasion  in  several  instances  to 
use  this  device  for  controlling  hemorrhage 
when  little  else  would  suffice.  In  the  hilum 
of  the  liver  after  previous  surgery,  conven- 
tional clamps  could  not  be  applied.  To  accom- 
plish the  hemostasis  necessary  for  careful  dis- 
section of  the  ductal  system  and  the  hepatic 
artery,  the  Foley  tamponade  functioned  as  a 
useful  surgical  adjunct. 

Discussion 

Hemobilia  is  a general  term  describing 
only  the  presence  of  blood  in  the  biliary  tract. 
Lichtman  has  published  a review  of  various 
sites  of  bleeding  into  and  from  the  biliary 
tree.2  Classifications  have  been  offered  and 
amended  to  categorize  the  origins  of  hemobilia, 
but  generally  these  are  little  more  than  a 
verbal  grouping  of  anatomical  sites.  We  have 
elected  to  describe  hemobilia  by  an  anatomical 
sketch,  leaving  to  the  physician  the  relatively 
easy  task  of  remembering  the  pathology  com- 


Liver  Trauma 


Figure  2 

This  schema  represents  the  anatomical  setting  of 
various  factors  found  to  have  produced  hemobilia. 

mon  to  each  part  of  the  biliary  system.  (Fig. 

2). 

Apart  from  the  variety  of  conditions  which 
may  possibly  cause  hemobilia,  trauma  cer- 
tainly presents  itself  as  the  most  acute  cause 
and  as  the  one  requiring  early  diagnosis  and 
adequate  treatment.  Twice  within  the  past  two 
years,  reports  have  been  published  on  the  sub- 
ject of  traumatic  and  iatrogenic  hemobilia.  In 
1964,  Wright  and  Orloff  reviewed  all  pub- 
lished cases  of  traumatic  hemobilia,  adding 
one  case.3  A total  of  36  cases  of  traumatic 
hemobilia  were  presented.  Thirteen  (36%)  of 
these  cases  died.  Operation,  when  used  in  30 
of  the  cases,  resulted  in  8 deaths  (26%).  A 
total  of  55  operations  had  been  performed  in 
the  30  operative  cases,  a fact  which  attests  to 
the  difficulty  of  diagnosis  and  proper  primary 
surgical  treatment. 

It  is  our  especial  interest  to  state  that  hemo- 
bilia may  occur  after  biliary  tract  surgery. 
Such  an  occurrence  is  even  more  rare  than 
traumatic  hemobilia,  but  once  recognized,  pro- 
vides caution  to  the  surgeon  who  frequents 
the  biliary  area  and  provides  an  additional 
diagnostic  aid  to  differentiation  of  massive 
hematemesis.  Early  in  1965,  Absolon,  Urden- 
eta,  Hagibara,  and  Varco  reviewed  post- 
operative hemobilia.4  They  were  able  to  find 
only  three  reports  of  hemobilia  following  bili- 
ary tract  surgery  and  added  three  cases  to  the 
existing  literature.  It  is  therefore  recognized 
that  postoperative  hemobilia  is  rare.  The 
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classical  triad  of  pain,  hematemesis,  and  jaun- 
dice applies,  and  one  should  be  additionally 
aware  of  hemobilia  when  the  biliary  system 
has  been  previously  approached  by  the  sur- 
geon. 

In  the  preoperative  phase,  it  would  appear 
from  all  the  contributions  to  the  literature  that 
certain  definite  steps  be  taken  to  promote  the 
probable  success  of  surgery,  A proper  evalua- 
tion of  pre-existing  blood  loss  should  be  first 
made.  The  tilt  test,  central  venous  pressure 
and  direct  blood  volume  measurement  are  all 
good  criteria  upon  which  to  base  blood  loss 
and  the  need  of  quantitative  transfusion.  The 
hepatic  function  tests  should  be  done  if  time 
permits.  The  prothrombin  time  and  alkaline 
phosphatase  test  are  certainly  appropriate.  It 
is  also  mandatory  that  an  evaluation  of  the 
state  of  blood  coagulation  be  done. 

After  the  patient  is  adequately  evaluated 
and  prepared,  the  operating  surgeon  should  be 
prepared  for  instrumentation  necessary  to  han- 
dle the  hemobilia.  There  may  arise,  in  this  type 
of  surgery,  the  necessity  of  hepatic  angio- 
graphy and  possible  hepatic  lobectomy. 
Guynn  and  Reynolds  have  reported  a ruptured 


intrahepatic  aneurysm  of  the  hepatic  artery.1 2 * * 5 
It  may  be  difficult  to  determine  which  hepatic 
artery  is  involved  in  such  a case  and  such 
cases  may  require  resection  of  the  proper 
hepatic  lobe.  In  such  instances,  it  may  also  be 
advantageous  to  visualize  the  choledochal 
system  by  means  of  a fiberoptic  scope. 

Finally,  the  postoperative  care  of  the  patient 
having  massive  hemobilia  must  involve  the 
adequate  care  of  such  problems  as  poor 
wound  healing,  prolonged  ileus,  malnutrition, 
and  infection. 

Summary 

A case  of  postoperative  hemobilia  is  pre- 
sented. The  symptoms  in  this  case  are  similar 
to  those  encountered  in  a general  discussion 
of  the  subject  of  hemobilia. 

The  presence  of  right  upper  quadrant  ab- 
dominal pain,  jaundice  and  hematemesis 
should  produce  the  awareness  of  possible 
bleeding  from  the  biliary  system. 

The  recognition  of  hemobilia,  and  its  im- 
mediate aggressive  management  will  hope- 
fully disallow  its  claim  to  an  overall  mortality 
of  one  in  every  three  cases. 
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This  film  is  a tangential  view  of  a large 
nicer  crater  on  the  anterior  wall  of  the 
stomach  of  a 56  year  old  white  female. 
She  had  epigastric  pain  for  4 weeks,  not  re- 
lieved by  food.  She  had  had  no  hematemesis 
or  melena.  The  question  is  whether  this  is  a 
benign  or  malignant  ulcer. 

This  is  a benign  gastric  ulcer  which  subse- 
quently healed  on  medical  ulcer  therapy.  The 
major  tip-off  that  this  is  a benign  ulcer  is  the 
sharp  narrow  band  of  translucency  across  the 
orifice  of  the  crater.  This  is  known  as  “Hamp- 
ton’s Line”  and  is  a highly  reliable  sign  of  a be- 
nign ulcer.  It  is  due  to  the  undermining  of  the 


gastric  mucosa  and  should  be  2 mm  or  less  in 
width. 

To  visualize  the  area  of  translucency,  one 
must  obtain  a profile  view  of  the  crater  which 
is  often  hard  or  at  times  impossible  to  do.  The 
use  of  high  KV  techniques  is  a big  aid  in 
demonstrating  this  line. 

Obviously,  the  failure  to  demonstrate  the 
line  does  not  imply  malignancy,  as  it  is  diffi- 
cult to  demonstrate  even  if  present,  but  when 
seen,  one  can  be  fairly  certain  that  one  is 
dealing  with  a benign  gastric  ulcer. 

REFERENCE 

Schumacher,  F.  V.  and  Hampton,  A.  O.:  Radio- 
graphic  differentation  of  benign  and  malignant  gastric 
ulcers.  Ciba  Clinical  Symposia  8:161,  1956. 
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Every  member  of  the  Association  is  urged  to  check 
his  calendar  and  encircle  the  dates,  May  10,  11,  12.  These 
are  the  days  on  which  we  will  hold  our  annual  session  at 
Myrtle  Beach.  It  should  be  the  highlight  of  our  year’s 
activities  and  strenuous  effort  is  being  exerted  to  make 
this  1966  meeting  a memorable  event. 

The  House  of  Delegates  will  meet  on  Tuesday  after- 
noon, May  10,  and  continue  their  work  through  Wednes- 
day morning.  Many  important  matters  are  up  for  con- 
sideration and  decision.  Council  and  various  committees 
will  present  their  reports.  A proposed  revision  of  our 
Constitution  and  By-Laws  will  be  studied  and  voted 
upon.  Since  the  federal  government  is  becoming  more  and  more  involved  in  various  phases  of 
medical  care,  delegates  will  be  discussing  the  attitudes  and  procedures  which  our  Association 
should  adopt  in  dealing  with  the  government.  All  in  all,  this  meeting  of  the  House  of  Delegates 
gives  promise  of  being  most  interesting  and  provocative.  We  would  ask  each  delegate  to  be 
in  his  seat  when  the  session  begins  and  to  be  ready  to  take  an  active  part  in  the  proceedings. 
We  would  also  urge  that  he  let  reason  rather  than  emotion  dictate  his  words  and  actions. 

The  scientific  committee,  headed  by  Dr.  Myers  Hicks,  is  providing  an  outstanding  pro- 
gram. Physicians  from  South  Carolina  will  be  responsible  for  the  Wednesday  afternoon 
session  — there  will  be  five  short  papers  and  a clinico-pathological  conference.  On  Thursday 
morning  three  members  of  the  faculty  from  the  University  of  Virginia  Medical  School  will 
lead  discussions.  Thursday  afternoon  will  be  given  over  to  hearing  from  a group  from  the 
faculty  of  Duke  University  Medical  School. 

The  annual  banquet  will  be  held  on  Wednesday  evening,  preceded  by  the  usual  social 
hour.  Instead  of  the  customary  address  devoted  to  some  phase  of  political  or  socio-economic 
medical  life,  we  have  chosen  this  year  to  lift  our  eyes— and  ears— to  broader  horizons.  Dr. 
Frontis  Johnston,  of  Davidson  College,  a recognized  authority  in  history  and  education,  will 
discuss  the  changing  philosophy  in  education  and  the  impact  it  is  having  upon  our  youth.  What 
parent  or  grandparent  would  dare  to  miss  this  informative  and  challenging  presentation! 

Thursday  evening  will  be  devoted  to  fun  and  frolic.  Physicians  with  their  wives  and 
friends  will  gather  in  the  ballroom  where  the  convivial  spirit  will  reign.  Old  friendships  will 
be  renewed  and  new  friendships  made.  The  young  in  heart  will  dance  to  the  strains  of 
orchestral  music  while  those  who  are  older  will  sit  and  talk  and  reminisce  and  nod. 


You  can  ill  afford  to  miss  this  meeting  at  Myrtle  Beach,  May  10,  11,  12.  We  will  be  looking 
for  you. 


Julian  P.  Price,  M.  D. 


April,  1966 
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Editorials 


Annual  Meeting  in  May 

The  118th  Annual  Convention  of  the  South 
Carolina  Medical  Association  will  be  held  at 
Myrtle  Beach  at  the  Ocean  Forest  Hotel  on 
May  10,  11  and  12,  1966.  There  will  be  much 
business  to  discuss  with  the  Federal  program 
of  Medicare  impending  so  closely. 

An  excellent  scientific  program  whose  core 
is  furnished  by  members  of  the  faculties  of 
the  University  of  Virginia  and  Duke  Univer- 
sity ''  ill  be  offered  and  will  include  six  sepa- 
rate presentations  by  our  own  members. 

The  usual  banquet  and  the  customary  night 
of  entertainment  will  be  scheduled,  and 
SCALPEL  will  also  provide  a dinner  and  a 
prominent  speaker. 

The  exhibitors  will  be  on  hand  to  show  their 
latest  products. 

We  are  informed  that  many  improvements 
have  been  made  in  the  Ocean  Forest  Hotel 
and  that  a motel  addition  will  be  completed 
before  the  time  of  the  meeting. 

A large  attendance  is  expected. 


Increase  In  AMA  Dues  Proposed 

The  American  Medical  Association  House 
of  Delegates  when  it  meets  in  Chicago  in 
June  will  take  final  action  on  a recommenda- 
tion of  the  Board  of  Trustees  to  increase 
annual  AMA  membership  dues  by  $25,  from 
$45  to  $70,  effective  January  1,  1967. 

The  recommendation  was  considered  by  the 
House  of  Delegates  at  the  Clinical  Convention 
in  Philadelphia  in  December,  1965.  The  com- 
mittee which  considered  the  proposal  reported 
to  the  House  of  Delegates  that  it  was  in  agree- 
ment with  the  Board  of  Trustees  that  “it  is 
not  realistic  to  expect  that  we  can  limit 
tomorrow’s  programs  to  yesterday’s  income.” 

After  floor  discussion,  the  House  of  Dele- 
gates voted  approval  of  the  Board’s  recom- 
mendation, subject  to  final  action  by  the 
House  at  the  Annual  Convention  in  June, 
1966. 


The  Board  points  out  the  greatly  increased 
cost  of  operation  of  the  AMA  parallels  the 
current  growing  costs  of  running  private 
offices  and  businesses  in  general.  Among 
these  essential  costs  are  salaries,  rent,  station- 
ery, taxes,  mail  and  other  expenses.  Member- 
ship dues  make  up  only  27.44%  of  the  Asso- 
ciation’s total  income.  Osteopaths,  chiro- 
practors, labor  unionists  all  now  pay  much 
more  than  the  proposed  new  dues  for  the 
AMA. 

In  spite  of  economies  already  effected,  the 
AMA  budget  is  narrowly  in  balance.  In  order 
to  discharge  its  responsibilities,  to  enter  neces- 
sary new  fields,  and  to  remain  solvent,  a 
larger  sum  of  money  is  essential.  The  impor- 
tance of  maintaining  a strong  organization 
is  paramount;  for  this  purpose  AMA  mem- 
bers unquestionably  should  be  willing  to  con- 
tribute a few7  more  dollars  for  their  own  bene- 
fit and  for  the  support  of  their  own  impor- 
tant national  organization. 


Pellagra 

Some  diseases  of  the  past  which  were  very 
prevalent  prior  to  the  mid- 1930’s  or  that  had 
a high  morbidity  or  mortality  have  been  con- 
quered or  have  disappeared  and  are,  of  course, 
of  no  importance  now  and  are  rarely  dis- 
cussed. Nevertheless,  it  is  well  to  pause  and 
recall  their  former  bearing  on  morbidity  and 
mortality,  especially  in  the  state  of  South 
Carolina  and  also  to  mention  how  far  afield 
doctors  and  investigators  went  in  their  at- 
tempts to  find  the  cause  of  the  then  prevalent 
disease  called  pellagra. 

This  malady  — which  was  rather  easily 
diagnosed  because  of  the  usual  presence  of  a 
dermatitis,  diarrhea  and  at  times  some 
dementia  — wras  rarely  cured  and  frequently 
residted  in  death  but  is  now  almost  forgotten. 
It  w7as  considered  for  a long  time  to  be  an 
infection  but  there  was  never  any  proof  of 
this.  The  common  dementia  sent  a great  many 
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patients  to  the  State  Hospital  for  the  Insane, 
but  there  were  a large  number  of  people  who 
had  the  disease  in  mild  form. 

The  disease  was  of  sufficient  importance, 
however,  so  that  a National  Association  for 
the  Study  of  Pellagra  was  formed.  At  a meet- 
ing held  in  Columbia,  S.  C.  in  November 
1915,  a paper  entitled  “Pellagra  in  Charleston” 
was  read,  and  was  later  published.  Although 
it  covered  the  epidemiology  quite  thoroughly, 
it  did  not  in  any  way  discuss  diet.  The  paper 
was  written  by  three  Charleston  doctors,  W. 
Atmar  Smith,  R.  M.  Pollitzer  and  Harry  S. 
Mustard.  (All  now  retired) 

Pellagra,  so  prevalent  in  the  Southern 
United  States,  also  occurred  in  Italy  and 
Spain.  Writers  in  Italy  were  convinced  that 
it  was  an  infection. 

From  the  following  figures  of  the  South 
Carolina  State  Board  of  Health,  one  can 
readily  see  the  sharp  decline  in  its  occurrence: 


Period  of  Time 

1914- 1915 

1915- 1916 
1937-1938 

1947- 1948 

1948- 1952 


No.  of  Deaths 
1649 
729 
246 
32 
3 


This  decrease  in  deaths  must  have  been 
brought  about  by  something  which  one  would 
assume  was  treatment  or  prevention. 

To  those  physicians  who  have  been  in 
“practice”  in  South  Carolina  since  1910  and 
can  recall  the  large  number  of  patients  seen 
in  homes  and  the  hospitals  and  further  know 
of  the  many  patients  sent  to  the  State  Hos- 
pital for  the  Insane,  the  change  in  statistics 
has  been  remarkable.  Indeed,  quite  a number 
of  years  has  passed  since  I have  had  a patient 
who  had  pellagra  and  about  20  years  have 
passed  since  I have  seen  the  disease.  In  the 
last  instance,  an  entire  family  was  affected. 
They  were  poor  people  who  lived  in  the 
country  near  Greenville,  S.  C.  The  parents,  as 
well  as  the  children  and  baby,  were  affected 
unmistakably  with  signs  and  symptoms.  The 
story  was  that  they  were  well  until  they  sold 
their  cow  and  bought  an  automobile. 

By  this  time,  through  the  work  of  Drs. 
Joseph  Goldberger  of  New  York  City  ( 1874- 
1929)  and  C.  A.  Elvehjcm  (1901-1962)  it  had 
been  shown  that  the  exact  vital  food  fraction 


was  nicotinic  acid,  or  niacin.  Goldberger,  be- 
cause of  his  early  death  had  time  only  to  show 
that  pellagra  was  due  to  a deficiency  of 
Vitamin  B,  but  not  which  particular  fraction. 
Elvehjem  later,  in  1937,  proved  conclusively 
that  it  is  trytophan  and  its  derivatives,  niacin 
and  nicotinic  acid  that  are  the  active  agents. 
Today  niacin  is  widely  and  successfully  used. 
This  vitamin  is  contained  especially  in  milk 
and  eggs.  So,  from  a practical  standpoint,  it  is 
an  easy  matter  to  prevent  pellagra.  This  is  an 
excellent  example  of  a disease  conquered  by 
the  patient  efforts  and  scientific  research  of 
medical  men.  Humanity  has  been  relieved  of 
what  was  formerly  a scourge. 

-R.  M.  Pollitzer,  M.  D. 


The  Utilization  Review  Committee 

Much  concern  is  expressed  in  some  quarters 
that  hospitals  are  being  forced  into  establish- 
ing Utilization  Review  Committees.  Some  of 
this  concern  stems  from  a mistaken  idea  that 
such  committees  will  act  in  an  undersirable 
capacity  of  policing  the  private  affairs  of 
patients  and  doctors,  and  will  go  snooping 
around  the  hospital,  ejecting  a patient  here 
and  chastising  a doctor  there.  This  concept 
seems  to  be  poorly  supported. 

Hospital  costs,  scarcity  of  beds,  and  diffi- 
culties of  service  have  brought  about  a con- 
dition in  which  every  efficiency  and  economy 
must  be  effected  for  the  good  of  the  patient. 
Excessively  long  occupancy  of  beds,  admis- 
sion for  conditions  not  requiring  the  services 
of  a hospital,  use  of  extraordinary  diagnostic 
and  therapeutic  procedures  are  all  matters 
which  color  the  picture  of  hospital  operation 
and  cost.  While  Robert  Louis  Stevenson 
characterized  the  physician  as  the  flower  of 
his  times,  we  cannot  be  naive  enough  to  think 
that  there  are  not  a few  blighted  petals  on 
some  of  our  colleagues  who  are  not  willing  to 
follow  the  reasonable  rules  that  are  devised 
for  optimal  utilization  of  what  the  hospital 
affords.  The  carelessness  of  the  few  makes 
trouble  for  many. 

The  purpose  of  a Utilization  Review  Com- 
mittee is  not  to  police  or  to  discipline  the  in- 
dividual transgressor,  but  to  offer  positive 
suggestions  for  improving  undesirable  con- 
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Research  in  the  Service  of  Medicine 


ditions  in  the  hospital.  Its  function  is  educa- 
tional more  than  critical.  By  reason  of  the 
volume  of  admissions  such  a committee  could 
not  analyze  every  case,  but  could  only  offer 
criticism  when  certain  obviously  desirable 
rules  are  not  observed.  Such  committees  have 
been  long  established  in  many  hospitals  for 
the  purpose  of  raising  professional  standards. 

Review  committees  are  composed  of  mem- 
bers of  the  medical  and  surgical  staffs  of  the 
hospitals.  Their  recommendations  are  ad- 
dressed to  their  peers.  Their  jobs  are  obviously 
thankless  and  somewhat  exacting,  yet  there 
has  been  no  difficulty  in  filling  the  existing 
committees,  nor  any  visible  decline  in  their 
personal  popularity. 

Standards  of  Medicare  are  already  estab- 
lished in  respect  to  the  use  of  accredited  hos- 
pitals. Accreditation  is  achieved  through  the 
non-governmental  Joint  Commission,  which 
has  recently  included  the  existence  of  a Utili- 
zation Review  Committee  as  one  of  its  re- 
quirements for  approval— not  as  a specific 
necessity,  but  as  one  of  the  elements  which 
determine  the  score,  and  could  make  the 
difference  between  approval  and  disapproval. 
Lack  of  a committee  is  not  in  itself  a cause 
for  rejection,  but  operation  of  a committee  is 
a reason  for  good  rating,  and  there  is  every 
indication  that  the  existence  of  a committee 
will  soon  be  mandatory. 

Medicine  has  always  been  willing  to  im- 
prove its  condition  by  self  discipline.  Witness 
the  results  of  the  Flexner  report  on  medical 
education,  which  resulted  in  a rapid  and 
momentous  change  for  the  better  in  medical 
schools.  The  acceptance  and  encouragement 
of  the  Review  Committee  can  work  in  a 
similar  fashion  to  improve  the  quality  of 
medical  care  and  to  provide  economy  and  pro- 
tection of  the  patient. 

There  are  many  publications  on  the  subject  of 
Utilization  Reviews.  A handbook  called  “Utilization 
Review”  may  be  obtained  from  the  Council  on  Medi- 


cal Service  of  the  AM  A.  From  the  California  Medical 
Association,  693  Sutter  Street,  San  Francisco  2,  may 
be  obtained  “Guidelines  for  Utilization  Review”  and 
“A  Utilization  Review  Plan  Adaptable  to  Medical 
Staffs  of  All  Sizes.”  Many  others  are  available. 


There  are  some  differences  of  opinion  on  this  sub- 
ject. To  obtain  a view  varying  somewhat  from  the 
one  expressed  above,  the  Journal  invited  Dr.  F.  M. 
Ball  of  Charleston  to  express  his  thoughts  on  the 
matter. 

Dr.  Ball  sends  the  following  remarks  of  Dr.  H.  S. 
Norris  of  St.  Augustine,  Florida,  which  also  express 
Dr.  Ball’s  feelings  on  the  subject. 

“The  Utilization  Review  Committee  is  an 
integral  part  of  Medicare.  It  must  exist  in 
name— no  matter  how  innocent  its  origin  or 
pure  its  purpose.  By  the  administrator’s  own 
admission  that  is  all  he  needs.  Properties 
which  inhere  in  the  nature  of  power  and 
authority  will  do  the  rest.  As  a cork  in  a whirl- 
pool such  a committee  will  be  drawn  into  the 
vortex— provided  it  has  such  a name.  It  is  bad 
that  we  do  not  understand  the  nature  of 
‘names’  as  well  as  the  ancients  did.  Neither 
are  we  sufficiently  versed  in  the  character- 
istics of  power  and  authority.  Such  a named 
committee,  no  matter  if  for  purely  medical 
audit,  will  be  transmuted  by  the  very  process 
of  its  existence. 

The  flow  of  power  and  authority  will  be 
from  HEW  through  designated  channels  to 
such  a committee.  Whether  the  committee 
intended  to  be  or  not,  it  will  nonetheless  be- 
come an  agent  of  the  Secretary  of  HEW. 
Guide  lines,  yardsticks,  standards— and  always 
economic  factors— will  be  its  established 
regulation.  This  by  the  inevitable  cliche  of 
“self-policing.” 

Another  element  has  surfaced  in  this  strug- 
gle. The  administrator  wants  the  doctors  to 
bear  the  onus  of  the  program’s  defects.  The 
visible  action  at  the  patient  level  will  be  what 
the  doctor  does— via  the  Committee.  The 
complaints  registered  at  administration  level 
can  be  safely  attributed  to  the  doctors  without 
the  patient  finding  differently.” 
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LETTER  TO  THE  EDITOR 

BLUE  SHIELD  AND  MEDICARE 

Dear  Dr.  Waring: 

Since  the  announcement  on  February  9 that  Blue 
Shield  of  South  Carolina  would  be  the  Part  B carrier 
for  Medicare  in  the  State,  the  Plan  has  received 
inquiries  about  various  aspects  of  the  program  and 
its  role.  We  thought  that  reader’s  of  The  Journal 
might  be  interested  in  some  additional  information 
and  we  would  appreciate  your  passing  it  on. 

The  first  item  has  to  do  with  reimbursement  for 
professional  services  to  a person  eligible  for  Medicare 
benefits.  Payments  are  based  essentially  on  charges. 
Payments  are  not  based  upon  any  fee  schedules  nor 
will  a person’s  income  have  any  bearing  on  the  pay- 
ment made. 

Insofar  as  charges  to  Medicare  patients  are  con- 
cerned, certain  considerations  cited  in  the  law  are  to 
he  observed.  They  are  as  follows: 

( 1 ) “Charges  will  be  reasonable  and  not  higher 
than  the  charge  applicable  for  a comparable 
service  and  under  comparable  circumstances” 
....  to  individuals  not  covered  by  Medi- 
care. 

(2)  “In  determining”  what  is  “a  reasonable 
charge,  there  shall  be  taken  into  considera- 
tion the  customary  charges  for  similar  ser- 
vices generally  made  by  the  physician”  .... 
as  well  as  the  prevailing  charges  in  the 
locality  for  similar  services. 

In  deciding  whether  a charge  is  reasonable,  the 
State  Medical  Association  and  Blue  Shield  have 
agreed  to  the  use  of  already  established  committees 
and  existing  mechanisms  of  the  State  Association. 

The  second  item  is  the  method  of  reimbursement. 
There  are  two  ways: 

( 1 ) A physician  may  submit  a “Request  for  Pay- 
ment” directly  to  Blue  Shield  and  the  Plan 
will  reimburse  him  directly. 

(2)  A physician  may  bill  the  patient  and  the 
patient  will  be  reimbursed  directly  by  the 
Plan  upon  presentation  of  a receipted  bill. 

In  a week  or  so,  each  individual  physician  will  be 
asked  to  fill  out,  for  Blue  Shield,  a profile  of  his 
charges.  The  survey  form  will  be  provided  by  the 
Plan.  These  will  be  held  in  confidence  and  will  aid 
in  determining  payments  for  services.  These  profiles 
may  be  amended  from  time  to  time  by  the  physician. 

Carriers  of  Part  B were  selected  by  the  Department 
of  Health,  Education,  and  Welfare  on  the  basis  of 
information  submitted  in  proposal  by  the  different 
applicant  organizations.  Of  the  fifty  some  organiza- 
tions selected,  thirty-two  were  Blue  Shield  Plans  of 
which  South  Carolina  is  one.  Blue  Shield  Plans  will 
service  fifty-nine  per  cent  of  the  eligible  population  in 
the  nation. 

Some  have  wondered  why  and  upon  what  basis 


Blue  Shield,  and  particularly  South  Carolina  Blue 
Shield,  became  involved  with  this  program  at  all. 
Historically,  Blue  Shield  pioneered  voluntary  pre- 
payment to  prevent  government  programs  and  was 
adamant  in  its  opposition  to  Medicare.  Our  basic 
position  has  not  changed.  But,  the  Medicare  law  is  an 
accomplished  fact;  and.  as  of  now,  is  the  law  of  the 
land. 

The  Board  of  the  Plan,  elected  by  the  House  of 
Delegates  of  the  South  Carolina  Medical  Association, 
unanimously  approved  our  applying  for  the  carrier 
role  and  we  were  endorsed  by  the  Council  of  the 
State  Medical  Association.  It  was  the  feeling  of  both 
these  bodies  that  Blue  Shield  could  accomplish  two 
objectives  by  this  move.  One  was  to  interpose  a 
private  administrative  agency  between  the  Federal 
Government  and  the  physician  — an  agency  over 
which  the  physician  had  voice  and  control.  This 
seemed  better  for  medicine  than  having  some  hostile 
organization  or  an  agency  of  the  Government  itself 
perform  a function  that  was  going  to  be  performed 
by  someone  because  it  was  the  law.  The  second 
objective  was  to  continue  to  fight  for  the  voluntary 
way  as  strongly  as  possible  by  providing  broader 
benefits  to  more  and  more  people  not  covered  by 
Medicare.  It  was  felt  that  by  being  identified  “as 
still  in  business”  Blue  Shield  could  more  effectively 
continue  its  prime  and  basic  job. 

Howard  Hassard.  General  Counsel  of  the  National 
Association  of  Blue  Shield  Plans,  expressed  part  of  the 
general  philosophy  of  the  Plans  as  carrier  in  a talk  to 
the  American  Medical  Association  in  Chicago  on 
October  1.  1965:  “As  a lawyer,  as  a Medical  Society 
Executive,  as  General  Counsel  of  the  National  Asso- 
ciation of  Blue  Shield  Plans,  I know  that  the  carrier 
under  Part  B will  be  cast  in  a trouble-filled  role. 
However,  I also  believe  that  Blue  Shield  is  equipped 
to  serve  the  medical  profession  in  a carrier  role  if  this 
is  medicine’s  wish;  and.  by  undertaking  this  heavy 
responsibility.  Blue  Shield  will  also  be  performing  a 
valuable  service  to  the  public  and  the  medical  pro- 
fession.” 

It  is  not  the  intention  of  Blue  Shield  to  abandon 
its  present  subscribers  age  sixty-five  and  over.  Blue 
Shield  will  not  duplicate  Medicare  benefits,  but  will 
amend  contracts  to  fill  in  the  gaps  for  those  who 
have  signed  up  for  Part  B.  Regular  Blue  Shield  will 
be  made  available  to  those  who  do  not  wish  to  sign 
up  for  Part  B.  Most  insuring  organizations  will  fol- 
low the  same  line  of  supplementation  or  discontinue 
writing  policies  altogether.  Medicare  has  virtually 
eliminated  the  market  for  basic  programs  and  duplica- 
tion is  not  fiscally  sound. 

If  you  have  any  questions  or  desire  further  in- 
formation. please  contact  the  Professional  Relations 
Department  of  the  South  Carolina  Blue  Shield  Plan. 

Sincerely  yours, 

J.  Hal  Jameson.  M.  D.,  President 
South  Carolina  Medical  Care  Plan 
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Blue  Shield  Board  of  Directors 
1965  - 1966 

Mr.  Frank  S.  Adams.  Aiken 
A.  C.  Bozard.  M.  D.,  Manning 
00 Mr.  G.  A.  Buchanan,  Columbia 
Joseph  P.  Cain.  M.  D..  Mullins 
Mr.  W.  Palmer  Dillard,  Greer 
08 “Norman  O.  Eaddy,  M.  D.,  Sumter 
J.  Hal  Jameson,  M.  D.,  Easley 
A.  Izard  Josey,  M.  D.,  Columbia 
Charles  J.  Lemmon,  Jr.,  M.  D.,  Columbia 
Samuel  G.  Lowe,  Jr.,  M.  D.,  Rock  Hill 
Luther  M.  Mace,  M.  D.,  Barnwell 
Mr.  Wilton  F.  May,  Greenville 
Mr.  M.  L.  Meadors,  Attorney,  Florence 
Mr.  A.  Preston  Nisbet,  Greenwood 
Mr.  Capers  L.  Peterson,  Greenwood 
“Julian  P.  Price,  M.  D„  Florence 


Mr.  Raymond  Pridgen,  Attorney-at-Law,  Mullins 
William  H.  Prioleau,  M.  D.,  Charleston 
W.  West  Simmons,  M.  D.,  Greenville 
Wendall  H.  Tiller,  M.  D.,  Spartanburg 
Mr.  Thomas  C.  Vandiver,  Greenville 

OFFICERS 

President  J.  Hal  Jameson,  M.  D. 

Vice  President  William  H.  Prioleau,  M.  D. 

Secretary  Charles  J.  Lemmon,  Jr.,  M.  D 

Treasurer  Mr.  Thomas  C.  Vandiver 

“Ex  Officio  as  President  of  the  South  Carolina 
Medical  Association 

““Ex  Officio  as  President  of  the  South  Carolina 
Hospital  Service  Plan 

“““Ex  Officio  as  Chairman  of  Council,  South  Carolina 
Medical  Association 


WITH  BLUE  CROSS  AND  BLUE  SHIELD  BENEFITS  . . . 

When  they  are  extended  beyond  their  economic  capability  . . . premiums 
are  increased  . , . Don’t  inadvertently  extend  benefits  with  • Unnecessary 
hospital  admissions  of  subscribers  • Unnecessary  services  for  subscribers 
• Over  stays  in  the  hospital  by  subscribers. 


BLUE  SHIELD 


148 


The  Journal  of  the  South  Carolina  Medical  Association 


NOTES  ON  A CONFERENCE  ON  MEDICARE 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


A Conference  on  Medicare  for  County  Medical 
Society  Officers  and  other  interested  members  was 
held  by  the  South  Carolina  Medical  Association  at  the 
Wade  Hampton  Hotel  in  Columbia,  Sunday, 
February  27,  1966  at  10:30  A.M. 

Dr.  Julian  P.  Price,  president  of  the  association, 
extended  a welcome  to  everyone  and  expressed  ap- 
preciation for  the  excellent  program  to  Dr.  Joseph  I. 
Waring,  Editor  of  the  Journal,  and  Mr.  M.  L. 
Meadors,  Executive  Secretary.  He  discussed  the  many 
changes  in  the  practice  of  medicine  during  the  past 
few  years,  including  federal  legislation— Medicare  and 
other  programs— and  stated  that  time  would  be 
allowed  during  the  meeting  for  discussion  and 
questions. 

Mr.  Bernard  P.  Harrison,  Director  of  the  Legisla- 
tive Department  of  the  American  Medical  Associa- 
tion, discussed  the  responsibility  of  physicians  under 
Public  Law  8997,  known  as  Medicare. 

He  stated  that  Medicare  was  the  largest  social  wel- 
fare program  in  history,  which  would  cost  several 
billion  dollars  and  affect  all  Americans,  nursing 
homes,  home  health  services,  hospitals,  drug  manu- 
facturers, insurance  companies,  and  especially  the 
medical  practice  and  responsibility  of  all  physicians. 
He  further  stated  that  the  American  Medical  Associa- 
tion had  fought  this  program,  especially  during  the 
Kennedy  and  Johnson  Administration;  however,  since 
it  was  now  law,  they  decided  to  do  what  they  could 
to  make  this  law  the  least  abrasive  so  that  the  detri- 
mental effects  might  be  eliminated.  He  outlined  the 
program  briefly  and  pointed  out  that  the  choice 
would  be  left  to  the  physician  as  to  whether  he 
would  deal  directly  with  the  patient  or  the  carrier 
and  recommended  that  the  physician  continue  to  deal 
with  the  patient  as  usual,  which  keeps  the  relationship 
between  the  patient  and  the  physician  private  and 
leaves  the  responsibility  for  being  reimbursed  to  the 
patient;  however,  he  also  noted  that  the  carrier  must 
determine  if  charges  are  necessary,  covered  by  law 
and  reasonable. 

Mr.  Harrison  stated  that  members  of  the  AMA  had 
served  on  all  committees  in  connection  with  Medi- 
care and  had  done  a tremendous  job  in  helping  with 
regulations  and  a group  now  meets  in  Washington 
each  month  for  three  days  to  discuss  the  different 
aspects  of  this  law.  He  felt  that  many  things  would 
have  to  be  worked  out  between  County  Medical 
Societies  and  carriers  since  there  are  many  different 
opinions  regarding  this  law. 

He  stated  that  beginning  July  1,  1966  there  would 
he  a tremendous  upsurge  of  use  of  hospital  facilities 
and  nursing  homes  and  many  older  people  would 
realize  that  it  was  not  all  free.  He  further  stated  that 
American  medicine  still  had  a tremendous  job  ahead 
of  it  since  he  felt  that  many  new  bills  would  follow 
this  one. 


Dr.  John  Cashman,  Chief  of  the  Medical  Care 
Division,  Bureau  of  State  Services,  U.  S.  Public 
Health  Services  discussed  the  implications  of  medical 
care  under  Title  18.  He  stated  that  the  jnogram  does 
offer  many  services  which  are  partially  paid  for  by 
the  federal  government  but  many  people  will  be  dis- 
appointed since  it  will  be  only  a percentage  of  the 
cost;  however,  for  the  patient  who  is  covered  under 
Parts  A and  B of  Title  18,  it  can  provide  for  con- 
tinuity of  care  and  elevation  of  care  since  certain 
standards  must  be  achieved  by  hospitals  to  participate. 
With  only  85%  of  the  hospital  beds  in  accredited 
hospitals,  many  hospitals  would  have  to  elevate  their 
standards  and  nursing  homes  would  have  to  provide 
active  nursing  care  and  rehabilitation  services;  how- 
ever, the  federal  government  would  help  in  raising 
the  standards,  not  for  new  buildings,  but  to  improve 
the  ones  already  here. 

Among  the  other  problems  under  this  law,  the 
shortage  of  manpower  would  probably  be  the  largest, 
physicians,  nurses  and  non-professionals,  but  he  felt 
that  a partnership  must  be  established  between  the 
Public  Health  Services,  Social  Security,  and  physi- 
cians, who  together  would  decide  what  services  the 
patients  need  and  how  long,  with  the  carrier  as 
financial  intermediary.  This  partnership  could  be 
used  as  a tool  for  better  hospital  and  patient  care, 
better  community  planning,  with  each  partner  doing 
the  best  he  can  to  deliver  high  quality  medical  care 
in  his  area.  Although  there  were  many  problems, 
there  was  also  a promise  for  better  medical  care  in 
the  areas  where  it  is  needed. 

Mr.  J.  Patrick  McCarthy,  Chief  of  the  Program 
Evaluation  Branch.  Division  of  Medical  Services,  De- 
partment of  Health,  Education  and  Welfare  spoke  to 
the  group  concerning  the  expanded  welfare  services 
under  Title  19  of  the  program. 

He  explained  that  this  is  an  expanded  coverage  of 
the  Kerr-Mills  program  and  will  extend  medical 
assistance  to  cover  beneficiaries  of  federal-states  pub- 
lic assistance  systems  for  the  blind,  the  disabled,  and 
families  with  dependent  children.  After  July  1,  1967 
a participating  state  must  cover  all  physicians  services, 
whether  furnished  in  the  office,  hospital,  patient’s 
home  or  nursing  homes.  Other  provisions  of  this  pro- 
gram include  covering  all  children  in  families  where 
both  parents  are  working  but  whose  income  can 
only  cover  ordinary  living  expenses  but  not  medical 
care  for  the  children.  The  state  must  “buy-in”  this 
program  at  a cost  of  $3.00  each  person  and  this  will 
be  matched  by  the  federal  government.  If  the  state 
does  not  participate  in  this  program  by  1970  it  will 
lose  all  federal  medical  assistance  funds.  Also,  medi- 
cally indigent  persons  not  covered  under  Title  18  will 
have  to  be  included  by  July,  1975  or  again  the  state 
faces  the  loss  of  federal  medical  assistance  funds.  The 
states  will  have  to  make  the  decision  as  to  when,  and 
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how  much  they  will  receive  and  Health.  Education 
and  Welfare  will  help  the  states  to  know  the  law. 
Again  the  physicians  will  help  to  make  the  final  de- 
cision. 

Dr.  Arthur  Rivers,  Director  of  the  State  Depart- 
ment of  Public  Welfare  discussed  the  administration 
of  state  programs  and  stated  that  during  the  last 
fiscal  year.  South  Carolina  provided  medical  services 
through  inpatient  hospital  cost  and  outpatient  nursing 
home  care  under  the  present  program  but  that  he 
lias  many  questions  as  to  how  this  program  under 
Title  19  would  be  financed,  since  if  the  state  should 
buy  in  on  this  program  it  would  be  paying  for  about 
24,000  people  who  are  not  provided  for  at  this  time. 
He  stated  that  he  realized  the  decision  must  be  made 
before  1970  but  at  the  present  time  the  state  is  not 
in  a position  to  take  advantage  of  the  program;  how- 
ever, it  would  be  presented  to  the  General  Assembly 
at  the  next  session  but  definitely  not  the  one  in  ses- 
sion at  the  present  time,  and  in  the  meantime  South 
Carolina  will  continue  its  present  program  and  may 
take  care  of  hospital  and  outpatient  deductibles  for 
this  indigent  group.  It  will  continue  to  carry  the 
indigent  people  who  exhaust  their  hospital  care,  as 
in  the  past,  and  it  will  continue  to  work  with  the 
mentally  indigent.  He  further  stated  that  this  was  a 
very  expensive  program  and  he  felt  South  Carolina 
must  move  slowly  in  this  direction.  In  closing,  he 
stated  he  wished  to  thank  the  South  Carolina  Medi- 
cal Association  for  their  help  in  carrying  out  the  pro- 
gram for  the  past  several  years. 

Mr.  Christie  B.  Harding,  Staff  Representative  of 
the  Health  Insurance  Council,  spoke  to  the  group 
concerning  Private  Insurance  and  Medicare.  He  stated 
that  private  insurance  did  not  advocate  Medicare,  not 
selfishly,  hut  felt  that  the  government  should  not 
concern  itself  with  the  socially  indigent  and  should 
not  interfere  between  patient  and  physician;  however, 
since  the  law  was  here,  now  private  insurance  must 
put  itself  in  the  picture  and  try  to  help  keep  Medi- 
care within  the  present  scope  without  the  addition  of 
new  amendments.  1 le  further  stated  that  private  in- 
surance will  be  making  many  changes  before  July  1 
since  all  insurance  must  now  coordinate  with  Medi- 
care and  some  supplemental  benefits  would  be 
worked  out  for  those  over  65  who  would  lose  their 
major  medical  coverage  and  also  several  plans  had 
been  worked  out  to  provide  supplemental  benefits  for 
Medicare.  He  stated,  in  closing,  that  the  Council 
would  continue  to  work  with  medical  societies  with 
regard  to  advice  on  customary  fees  or  anything  in 
which  they  could  be  helpful. 

After  a discussion  period  with  questions  which 
were  answered  by  Mr.  Bernard  Harrison,  the  group 
was  served  lunch  as  guests  of  the  South  Carolina 
Medical  Association. 

The  meeting  reconvened  at  2:00  P.M.  and  the 
first  speaker  for  the  afternoon  session  was  Mr. 
William  Sandow,  Executive  Director  of  Blue  Cross- 
Blue  Shield  Plans  who  explained  the  role  of  Blue 
Cross-Blue  Shield  under  Title  18. 


He  stated  that  since  this  program  had  not  been  in 
existence  before  that  they  really  did  not  know  what 
their  role  would  be,  but  could  make  some  estimate  by 
reading  the  law  and  material  and  some  calculated 
guesses  based  on  experience.  He  said  that  Blue  Cross- 
Blue  Shield  had  been  appointed  the  carrier  for  South 
Carolina  by  the  Health,  Education  and  Welfare  De- 
partment and  had  negotiated  a contract  with  them. 
He  stated  that  the  bill  was  clearly  divided  into  two 
parts— A and  B and  he  would  attempt  to  explain  the 
function  of  Blue  Cross-Blue  Shield  under  these  two 
parts. 

Part  A— This  will  involve  the  providers  of  services 
in  institutions  and  Blue  Cross  would  determine  under 
national  principles  the  amount  of  reimbursement  to 
make  under  these  provisions,  assist  in  records  and 
audits  and  furnish  any  information  Health,  Education 
and  Welfare  might  want  or  need.  He  further  stated 
that  there  are  180,000  individuals  eligible  for  part  A 
in  South  Carolina.  Blue  Cross  must  have  a statement 
from  the  physician  whenever  prolonged  stay  in  the 
hospital  or  institution  is  necessary  and  this  might  be 
done  by  a committee  inside  the  institution  or  estab- 
lished by  the  County  Medical  Society. 

Part  B— Blue  Shield  will  make  payments  either 
directly  to  the  patient  on  the  presentation  of  a 
receipted  bill  for  the  amount  of  $50.00  for  the  cal- 
endar year,  or  an  assignment  taken  by  the  physician, 
determine  amounts  to  patients  for  physicians’  ser- 
vices, which  should  be  reasonable  and  not  higher 
than  the  usual  applicable  circumstances.  Blue  Shield 
would  account  for  funds  received  and  paid.  He  also 
stated  that  charges  from  the  last  three  months  of  the 
proceeding  year  might  be  carried  over  to  the  next 
year  to  make  up  the  $50.00  deductible  and  80%  of 
reasonable  charges  will  be  paid.  He  stated  that  a 
study  of  charges  made  by  physicians  in  the  last  six 
months  or  year  would  be  studied  and  Blue  Shield 
would  be  able  to  determine  reasonable  charges  from 
this  study. 

In  conclusion  he  stated  that  for  the  people  65  and 
over  whose  Blue  Cross-Blue  Shield  Plans  would  be 
cancelled  July  1 supplemental  coverage  would  be 
worked  out  to  cover  what  Medicare  did  not  pay. 

Mr.  Grant  Hurst,  Executive  Director  of  the  South 
Carolina  Hospital  Association  spoke  on  Hospitals  and 
Medicare.  He  stated  that  it  would  be  impossible  for 
anyone  to  imagine  the  crisis  which  Medicare  has 
brought  to  hospitals  and  added  that  the  definition  for 
crisis  was  “dangerous  opportunity.” 

He  explained  that  the  impact  of  Medicare  on 
hospitals  would  be  the  need  for  4.000  additional  beds, 
with  only  a small  part  of  the  cost  coming  from  Hill- 
Burton  Funds  and  they  anticipate  5 to  10%  higher 
occupancy  and  perhaps  even  higher  than  that, 
although  the  $40.00  deductible  would  discourage 
some.  He  also  stated  that  most  of  our  hospitals  would 
be  accredited  or  certified  by  July  1,  and  that  those 
which  were  not  would  not  be  allowed  to  participate. 

He  also  discussed  the  shortage  of  qualified  per- 
sonnel-nurses, as  nursing  home  benefits  increase, 
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home  health  care,  school  health  programs;  although 
school  health  programs  have  nothing  to  do  with 
Medicare,  they  will  require  qualified  personnel  under 
the  school  health  program,  and  other  non-professional 
qualified  people  for  services  under  this  law.  He 
stated  that  hospital  salaries  would  go  up— professional 
and  non-professional  and  this  would  also  affect  the 
health  agencies  who  use  them.  He  discussed  the  need 
for  2,400  additional  nursing  home  beds  which  would 
be  required,  and  said  that  this  need  could  not  be  met 
by  July  1. 

He  stated  that  payment  to  the  hospitals  would  be 
determined  by  hospital  records,  and  that  South 
Carolina  did  have  good  accounting  records  which 
would  help  to  establish  costs  sooner  than  in  some 
states.  This  law  will  involve  a great  deal  of  record 
keeping  between  the  hospitals  and  the  physician’s 
offices;  however,  hospital  facilities  and  services  would 
always  be  used  by  physicians  for  their  acutely  ill 
patients,  so  that  they  must  coordinate  with  other 
organizations  and  improve  functions  to  the  best  of 
their  ability,  since  hospitals  cannot  function  without 
physicians. 

Dr.  G.  S.  T.  Peeples,  State  Health  Officer,  South 
Carolina  Department  of  Public  Health,  spoke  on  the 
Role  of  the  State  Health  Department  Under  Public 
Law  89-97. 

He  stated  that  in  addition  to  its  overall  concern 
for  everything  affecting  the  health  of  the  people  of 
South  Carolina,  the  State  Board  of  Health  lias  under 
way  two  special  activities  related  to  the  Federal 
Health  Insurance  for  the  Aged  Program  which  is  now 
being  implemented.  One  is  evaluating  the  qualifica- 
tions of  hospitals,  nursing  homes  and  home  health 
agencies  which  volunteer  to  provide  services  under 
the  health  insurance  program.  The  other  is  pro- 


viding consultation  and  assistance  to  these  institutional 
providers  of  health  services  to  meet  health  needs 
recognized  by  South  Carolina  physicians.  Since  the 
South  Carolina  Medical  Association  is  the  official 
State  Board  of  Health  for  South  Carolina  ( for  all 
practical  purposes),  you  may  be  assured  that  the 
interests  of  the  practicing  physicians  in  their  efforts 
to  provide  the  best  possible  care  for  their  patients 
and  the  maximum  preservation  of  private  patient- 
doctor  relationships  will  Ire  the  prevailing  influence 
on  our  conduct  of  these  activities  within  the  limita- 
tions established  by  law. 

On  August  25,  1965,  the  State  Board  of  Health 
was  designated  to  carry  out  these  certification,  con- 
sultation and  coordination  functions  by  Governor 
McNair  for  the  State  of  South  Carolina. 

In  summary,  our  role  might  be  called  “the  three 
’C’s”  for  certification,  consultation  and  coordina- 
tion. We  will  certify  to  the  Federal  agency  whether 
or  not  an  institutional  provider  of  service  meets  the 
conditions  established:  by  the  Federal  agency  for 
participation  at  the  request  of  the  institution,  and 
again  at  their  request  we  will  provide  consultation  to 
assist  them  to  meet  the  required  standards.  Let  me 
emphasize,  in  conclusion,  that  participation  in  the 
Health  Insurance  Program  is  legally  a volunteer 
matter  involving  combined  consent  of  the  patient,  the 
physician,  and  the  institutional  provider  of  service. 
Our  task  is  to  assist  those  who  participate  in  this  pro- 
gram—there  is  no  compulsion  whatever  involved  and 
we  must  have  the  cooperation  and  support  of  the 
physicians  of  South  Carolina  if  this  work  is  to  achieve 
its  goal  of  improved  health  services  for  the  elderly. 

After  another  period  of  discussion,  the  meeting 
was  adjourned  at  4:15  P.  M. 


Abstract  of 
Minutes  of  Council 
South  Carolina  Medical  Association 

A called  meeting  of  Council  was  held  at  the 
Columbia  Hotel  on  March  9,  1966.  Dr.  Eaddy 
introduced  a discussion  of  an  erroneous  letter  in  the 
Saturday  Evening;  Post  concerning  compulsory  mem- 
bership in  the  AMA.  It  was  decided  that  the  AMA 
be  requested  to  purchase  space  for  a proper  answer. 

The  Osteopathic  Bill  now  in  the  House  was  dis- 
cussed. Council  went  on  record  as  endorsing,  in  prin- 
ciple, the  proposed  changes  in  the  Osteopathic  Bill, 
as  presented  by  Mr.  Meadors,  and  instructed  Mr. 
Meadors  and  the  SCMA  Legislative  Group  to  watch 
closely  for  any  further  developments  and  notify  the 
medical  profession  over  the  state  of  any  variation  in 
the  amendment.  Passed. 

Miss  Virginia  Phillips,  Miss  Bailey,  and  Miss  McNeil 
from  the  South  Carolina  Nurses’  Association  appeared 
before  Council  and  discussed  the  proposed  changes 


in  the  Nursing  Practice  Act.  The  matter  of  chief 
interest  was  the  provision  for  an  all-nurse  Board. 
These  would  be  five  registered  nurses,  three  of  whom 
would  be  nominated  by  the  South  Carolina  Nurses’ 
Association,  one  would  be  nominated  by  the  South 
Carolina  Hospital  Association  as  at  present,  and  one 
would  be  nominated  by  the  South  Carolina  Medical 
Association. 

Council  approved  the  proposed  changes  in  the 
Nursing  Practice  Act,  but  recommended  that  the 
Board  be  increased  from  five  members  to  seven 
members  and  to  include  two  medical  doctors. 

Dr.  William  Hunter  discussed  a proposed  project  of 
the  Committee  on  Careers  in  Medicine,  of  which  he 
is  Chairman,  and  which  is  desirous  of  having  a film 
in  full  color  with  sound  produced  for  use  in  the 
recruiting  of  students  in  the  health  careers.  Dr. 
Booker  moved  that  Council  approve  an  expenditure 
of  $2,500.00  toward  the  production  of  the  motion 
picture  as  requested  by  this  committee.  Motion 
seconded,  and  passed. 
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Dr.  Jameson  discussed  Blue  Cross-Blue  Shield’s 
position  referable  to  Medicare,  and  a proposed  letter 
which  would  be  sent  to  the  physicians  over  the  state 
to  obtain  a list  of  their  usual  fees.  Dr.  King  moved 
that  Council  approve  the  letter,  motion  seconded,  put 
to  vote  and  carried  8 to  2. 

It  was  requested  that  Blue  Shield  prepare  a letter 
for  publication  in  the  Journal  explaining  Blue  Shield’s 
position. 

Dr.  Price  pointed  out  that  at  the  fall  called  meeting 
of  the  House  of  Delegates,  SCMA,  a resolution  was 
adopted  stating  that  non-participating  in  Medicare 
was  legal,  ethical,  and  desirable.  Dr.  Price  moved 
that  Council  recommend  to  the  House  of  Delegates 
at  the  May,  1966  meeting,  that  the  word  “desirable” 
be  deleted.  Motion  seconded,  put,  and  carried. 

Mr.  Meadors  discussed  the  desirability  of  a retire- 
ment plan  for  SCMA  employees.  Dr.  Johnson  moved 
that  Mr.  Meadors  bring  several  different  plans  to  the 
next  meeting  so  that  a suitable  plan  might  be  con- 
sidered. 

Mr.  Meadors  pointed  out  that  S.  C.  Legislature  will 
be  asked  to  enact  legislation  regarding  psychotoxic 
and  psychodelic  drugs.  He  described  the  Bill  as 
being  designed  to  fight  drug  traffic,  and  would  pro- 
vide for  the  State  Board  of  Health  to  employ  agents 
to  investigate  drug  traffic.  Several  expressions  were 
made  regarding  such  a bill;  however,  no  action  was 
taken  at  this  time. 

Dr.  Macdonald  moved  that  Council  go  on  record 
as  opposing  the  creation  of  a State  Commission  for 
the  Blind,  and  favor  continued  control  of  the 
Division  of  the  Blind  by  the  Department  of  Public 
Welfare.  Passed. 

Dr.  Price  discussed  the  problems  that  have  de- 
veloped since  the  adoption  of  the  law  regarding 
PKU  testing  of  newborns.  Dr.  Price  moved  that 
Council  instruct  Mr.  Meadors,  Executive  Secretary,  to 
consult  with  the  State  Pediatric  Society  and  with  the 
members  of  the  respective  committees  in  the  General 
Assembly  toward  amending  the  law  so  as  to  make  it 
workable  or  else  to  kill  the  present  legislation  until 
more  satisfactory  legislation  can  be  adopted.  Passed. 

Dr.  Price  discussed  Title  19.  and  indicated  that  in 
his  opinion  this  presents  a staggering  and  a chal- 


lenging future  to  lie  considered,  and  it  was  his  feeling 
that  SCMA  should  take  the  lead  in  making  a broad 
study  of  the  various  facets  of  this  problem  and  work 
closely  with  those  other  organizations  which  are 
vitally  concerned.  Dr.  Price  moved  that  Council 
sponsor  a continuing  liaison  committee  on  Title  19, 
and  that  such  a committee  be  composed  of  repre- 
sentatives from  the  South  Carolina  Medical  Associa- 
tion, South  Carolina  Hospital  Association,  State  De- 
partment of  Welfare,  and  State  Board  of  Health, 
specifically  three  members  from  each  one  of  the 
organizations;  further  that  Council  appoint  three 
members  now,  asking  one  of  them  to  serve  as  chair- 
man and  convene  the  committee  when  representatives 
from  the  other  three  organizations  have  been  ap- 
pointed. Motion  passed.  It  was  recommended  by  Dr. 
Price  that  Mr.  M.  L.  Meadors  be  asked  to  serve  as 
secretary  and  ex-officio  member  of  the  committee.  The 
following  doctors  were  elected  to  serve  as  the  medical 
members  on  the  Liaison  Committee  on  Title  19:  Dr. 
Frank  Owens,  Chairman,  Dr.  Julian  Price,  Dr.  Wil- 
liam Hunter,  with  Mr.  Meadors,  Secretary  and 
ex-officio. 

Dr.  Price  commented  on  a resolution  by  the  Colum- 
bia Medical  Society  relative  to  a study  committee  to 
look  into  the  legislation  for  regional  programs  for 
education  and  research  in  the  fields  of  heart  disease, 
stroke  and  cancer,  and  specifically  its  implication  to 
South  Carolina,  with  the  purpose  of  keeping  the  phy- 
sicians and  appropriate  health  agencies  in  South 
Carolina  fully  and  frequently  informed  of  all  matters 
pertaining  to  our  state  with  regard  to  this  legislation. 
Dr.  Price  pointed  out  that  such  a committee  is  being 
organized  by  the  South  Carolina  Heart  Association  in 
conjunction  with  the  Medical  College.  No  action  was 
taken. 

Dr.  Price  commented  on  a communication  from 
Dr.  Robert  Solomon  indicating  a desire  to  have  SCMA 
underwrite  the  expenses  of  having  Dr.  Marvin 
Block  of  Buffalo,  New  York  participate  on  ETV 
relative  to  Alcoholism.  It  was  moved  that  Dr.  Waring 
contact  Dr.  Solomon  for  further  details  and  report 
back  to  Council  at  the  next  meeting.  Motion  passed. 

Ben  N.  Miller,  M.  D. 

Secretary 


EASTER  SEALS 


HELP  CRIPPLED 
CHILDREN 


Address:  Easter  Seals,  c/o  Postmaster 
(Include  local  Zip  Code) 
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ONE  HUNDRED  AND  EIGHTEENTH  ANNUAL  MEETING  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  BEACH,  MAY  10,  11,  AND  12,  1966 

GENERAL  PROGRAM 
HOUSE  OF  DELEGATES 

JULIAN  PRICE,  M.  D.,  PRESIDING 
ORDER  OF  BUSINESS 
Tuesday,  May  10 

2:00  P.  M.  Call  to  Order 
Invocation 

Report  of  Credentials  Committee 
Opening  Remarks  by  the  President 
Introduction  of  President-elect 
Announcement  of  Reference  Committees 
Presentation  of  Resolutions  and  Recommendations 

3:00  P.  M.  Introduction  of  Officers  and  Guests  of  Woman’s  Auxiliary 
Reports  of  Officers: 

The  President 
The  President-elect 
The  Executive  Secretary 
The  Secretary 
The  Treasurer 
The  Editor  of  the  Journal 
The  Chairman  of  Council 
The  Delegates  to  the  A.  M.  A. 

Reports  of  Committees; 

(The  reports  of  the  Committees  will  have  been  published  in  the  Journal 
and  will  not  be  read  before  the  House.  Any  supplementary  remarks  by  the 
Chairman  will  be  heard  at  this  time. ) 
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4:00  P.  M. 

(Special  Order)  The  Annual  Meeting  of  the  Corporation.  The  South  Carolina 
Medical  Care  Plan 

Election  of  Directors ; 

The  terms  of  the  following  expire  this  year: 

Mr.  W.  Palmer  Dillard 
Dr.  J.  Hal  Jameson 
Dr.  A.  Izard  Josey 
Dr.  Samuel  G.  Lowe 
Mr.  Capers  L.  Peterson 
Dr.  Wm.  H.  Prioleau 

Report  of  State  Board  of  Medical  Examiners 

Report  of  Executive  Committee  of  State  Board  of  Health 

Unfinished  Business 

New  Business 

5:00  P.  M. 

Meeting  of  Reference  Committees 

( All  members  of  the  Association  are  invited  to  appear  before  the  Com- 
mittees considering  matters  in  which  they  are  interested.  Meeting  places  will 
be  posted  and  announced. ) 

9:30  A.  M. 

Wednesday,  May  11 

Call  to  Order 

Reports  of  Reference  Committees 

11:30  A.  M. 

Annual  Elections 

Officers: 

President-elect 
Vice  President 
Secretary 
Treasurer 

Delegate  to  the  A.  M.  A.  ( 2-year  term ) : 

The  term  of  Dr.  George  D.  Johnson  expires  December  31,  1966. 

Alternate  Delegate  to  the  A.  M.  A.  ( 2-year  term): 

The  term  of  Dr.  Thomas  Parker  expires  December  31,  1966. 

Councilors:  ( 3-year  terms ) : 

First  District— The  term  of  Dr.  Clay  W.  Evatt  expires  (1960) 

Fourth  District— The  term  of  Dr.  John  P.  Booker  expires  ( 1960) 

Seventh  District— The  term  of  Dr.  Norman  O.  Eaddy  expires  (1960) 
Members  of  Mediation  Committee:  ( 3-year  term): 

First  District— The  term  of  Dr.  Henry  C.  Robertson.  Jr.  expires  ( 1960) 
Fouilh  District— The  term  of  Dr.  J.  Anthony  White  expires  ( 1960) 

Seventh  District— The  term  of  Dr.  Michael  Holmes  expires  ( 1963) 

Member  of  Benevolence  Fund  Committee  ( 3-year  term): 

The  term  of  Dr.  Charles  J.  Lemmon.  Jr.  expires. 

Members  of  State  Board  of  Medical  Examiners:  ( 4-year  terms): 

At  Large— The  term  of  Dr.  Wm.  D.  Whetsell  expires. 

Fourth  Congressional  District— The  term  of  Dr.  Charles  N.  Wyatt  expires. 
Members  of  Hospital  Advisory  Council  to  State  Board  of  Health  ( 4-year 
terms ) : 

The  term  of  Dr.  Pierre  F.  LaBorde,  Jr.  expires. 

The  term  of  Dr.  Ralph  P.  Baker  expires. 

Members  of  Committee  on  Legislation  and  Public  Relations  (3-year  terms, 
to  be  nominated  by  Council  and  elected  by  the  House. ) 

The  term  of  Dr.  Hugh  Wells  expires. 

The  term  of  Dr.  Henry  L.  Laffitte  expires. 

Member  of  Committee  on  Emergency  Medical  Care:  (5-year  term,  to  be 
nominated  by  Council  and  elected  by  the  House. ) 

The  term  of  Dr.  Gilbert  B.  Bradham  expires. 

Selection  of  Place  for  1967  Annual  Meeting. 

Sine  Die  Adjournment. 

The  South  Carolina  Pediatric  Society  will  meet  in  the  Mead  Johnson  suite  at 
the  Ocean  Forest  Hotel  at  5:00  p.m.,  Wednesday,  May  11. 
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SCIENTIFIC  PROGRAM  FOR  THE  ANNUAL  MEETING 
OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MYRTLE  BEACH 

May  11  and  12,  1966 

Wednesday  Afternoon — May  11,  1966 

2 :00-3  :45  P.M.  Five  Papers  by  Members  of  the  South  Carolina  Medical  Asso- 
ciation. 

1.  Diagnosis  and  Management  of  Pulmonary  Emphysema 
Syndrome — Dr.  Harry  S.  Allen,  Jr.,  Florence,  S.  C. 

2.  Diagnosis  and  Treatment  of  Urinary  Tract  Infections — 
F.  C.  Derrick,  M.  D.,  Charleston,  S.  C. 

3.  Surgical  Management  of  Complete  Heart  Block — W.  S. 
Houck,  M.  D.,  Florence,  S.  C. 

4.  Surgical  Alleviation  of  Hearing  Loss — James  M.  Timmons, 
M.  D.,  Columbia,  S.  C. 

5.  Correlation  of  Physiologic  Effect  of  Supraventricular 
Tachycardia  with  the  Clinical  Syndrome — Donald  E.  Saun- 
ders, Jr.,  Columbia,  S.  C. 

3 :45-4 : 00  P.  M.  Coffee  Break — Visit  Exhibits. 

4 :00-5 :00  P.  M.  Clinical  Pathological  Conference — Presented  by  Dr.  James 
Griener  of  Florence,  S.  C. 

Thursday  Morning — May  12,  1966 

FIRST  SESSION  (9  =00-10:30  A.  M.) 

1.  The  Management  of  the  Undiagnosed  Hypertensive — Dr.  Edwin  Wood, 
III,  University  of  Virginia. 

2.  The  Present  Status  of  Knowledge  Concerning  Urinary  Tract  In- 
fections— Dr.  Cal  Kunin,  University  of  Virginia. 

10:30-10:45  A.  M.  Coffee  Break — Visit  Exhibits. 

SECOND  SESSION  (10:45-12:15) 

3.  The  Diagnostic  and  Therapeutic  Approach  to  Anemia — Dr.  Dan 
Mohler,  University  of  Virginia. 

4.  Panel — Moderator — Dr.  Cheves  Smythe,  Medical  College  of  South 
Carolina;  Dr.  Cal  Kunin,  University  of  Virginia;  Dr.  Dan  Mohler, 
University  of  Virginia. 

Thursday  Afternoon — May  12,  1966 

FIRST  SESSION  (2:00-3:00)  Modern  Principles  of  Pre-and  Post  Operative 

Care 

1.  The  Management  of  Shock— Dr.  Ivan  W.  Brown,  Jr.,  Duke  University. 

2.  Thrombophlebitis  and  Pulmonary  Embolism — Dr.  David  C.  Sabiston, 
Jr.,  Duke  University. 

3.  Fluid  and  Electrolyte  Balance — Dr.  Curtis  Artz,  Medical  College  of 
South  Carolina. 

3 :00-3 : 1 5 P.  M.  Coffee  Break — Visit  Exhibits. 

SECOND  SESSION  (3:15-4:15  P.  M.)  Recent  Advances  in  Cardiovascular 

Surgery 

1.  The  Management  of  Aortic  Aneurysm — Dr.  J.  Manly  Stallworth, 
Medical  College  of  South  Carolina. 

2.  Endarterectomy  and  Grafts  for  Peripheral  Arterial  Disease — Dr.  Ivan 
W.  Brown,  Jr.,  Duke  University. 

3.  Cardiac  Surgery — Dr.  David  C.  Sabiston,  Jr.,  Duke  University. 

Panel  Discussions  (4:15-5:00  P.  M.)  Questions  and  Answers 

Moderator — Dr.  William  If.  Lee,  Jr.,  Medical  College  of  South  Carolina; 
Drs.  Artz,  Brown,  Sabiston  and  Stallworth. 
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SPEAKERS  ON  THE  SCIENTIFIC  PROGRAM 


Ivan  W.  Brown,  Jr.,  M.  D. 

Dr.  Ivan  W.  Brow  n,  Jr.  was  born  in  New  York  State  and  graduated  at  the  Duke  University 
School  of  Medicine,  where  he  continues  to  serve  in  the  departments  of  pathology  and  surgery. 
He  w'as  a Markle  scholar  in  medical  science  and  a resident  in  thoracic  surgery  at  Duke 
University  Hospital.  He  saw  military  service  in  the  European  Theater.  His  academic  and 
hospital  appointments  have  been  numerous  and  he  is  a diplomate  of  the  American  Board  of 
Surgery  and  the  Board  of  Thoracic  Surgery  and  serves  as  associate  editor  of  the  publication 
“Transfusion.”  His  memberships  are  numerous  and  varied  and  his  many  published  articles 
deal  largely  with  hypothermia,  cardiac  surgery,  and  hyperbaric  medicine. 


Calvin  Murray  Kunin,  M.  D. 

Calvin  Murray  Kunin,  a native  of  Vermont  and  a graduate  in  medicine  at  Cornell,  served 
his  internship  in  the  New'  York  Hospital,  later  was  connected  with  the  Communicable  Disease 
Center  in  Atlanta,  was  assistant  resident  in  the  Peter  Bent  Brigham  Hospital  and  research 
fellow  in  the  Thorndike  Memorial  Laboratory  in  Boston.  Since  1949  he  has  been  connected 
with  the  University  of  Virginia  where  he  started  his  service  as  attending  physician  and  is  now 
associate  professor  of  preventive  medicine  and  medicine.  He  is  a diplomate  of  the  American 
Board  of  Internal  Medicine,  and  the  American  Board  of  Microbiology,  is  included  in  a num- 
ber of  honorary  scholastic  societies  and  is  a John  and  Mary  R.  Markle  scholar  in  medical 
sciences.  He  belongs  to  many  scientific  societies  appropriate  to  his  interests. 


Daniel  N.  Mohler,  M.  D. 

Daniel  N.  Mohler,  M.  D.,  a native  of  West  Virginia,  is  a graduate  of  the  University  of 
Virginia  and  received  postgraduate  training  in  Boston,  Charlottesville,  and  Washington  Uni- 
versity School  of  Medicine.  Beginning  his  academic  career  as  instructor  in  medicine  at  the 
University  of  Virginia,  he  has  become  associate  professor  of  internal  medicine  and  physician 
to  the  University  of  Virginia  Hospital.  He  holds  membership  in  many  scientific  organizations. 


David  Coston  Sabiston,  Jr.,  M.  D. 

David  Coston  Sabiston,  Jr.,  a North  Carolinian,  graduated  in  Medicine  at  the  Johns 
Hopkins  School  of  Medicine.  He  held  appointments  in  the  Johns  Hopkins  Hospital  for  a 
number  of  years  and  later  served  in  the  Walter  Reed  Army  Medical  Center.  He  became 
assistant  professor  and  then  associate  professor  of  surgery  at  Johns  Hopkins.  He  held  a 
Fulbright  scholarship  in  England,  was  consultant  to  the  National  Institute  of  Health.  He  be- 
came the  professor  and  chairman  of  the  Department  of  Surgery  of  Duke  University  Medical 
Center  in  1964.  A member  of  the  Board  of  Thoracic  Surgery,  the  American  Board  of  Surgery, 
he  holds  membership  in  several  honorary  societies  and  numerous  scientific  organizations.  He 
has  delivered  lectures  abroad  at  various  places  on  a number  of  occasions.  He  is  co-editor  of 
“Monographs  in  the  Surgical  Sciences,”  a member  of  the  editorial  board  of  the  Journal  of 
Cardiovascular  and  Thoracic  Surgery.  His  writings  have  been  numerous  in  the  field  of  his 
interest. 
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James  Edwin  Wood,  III,  M.  D. 


James  Edwin  Wood,  III,  a native  of  Charlottesville,  attended  the  University  of  Virginia 
and  Harvard  University.  He  served  in  the  Boston  hospitals,  later  was  a member  of  the  De- 
partment of  Internal  Medicine  of  the  United  States  School  of  Aviation  Medicine,  was  a special 
research  fellow  of  the  USPHS  in  Boston,  later  was  assistant  visiting  physician  at  Massachu- 
setts Memorial  Hospital  and  in  1964  became  physician  in  medicine  and  cardiology  at  the 
University  of  Virginia  Hospital.  Membership  in  a variety  of  scientific  societies  indicates  his 
interests. 


Curtis  Price  Artz,  M.  D. 

Curtis  Price  Artz  was  born  in  Ohio  and  graduated  from  Ohio  State  University,  later  re- 
ceiving a degree  in  surgery  from  Baylor  University.  His  hospital  experience  was  in  the 
Baltimore  City  Hospitals  and  in  the  Camden-Clark  Memorial  Hospital,  West  Virginia  and 
Ohio  State  University  Health  Center  and  later  as  senior  resident  surgeon  at  Brook  Army 
Medical  Center.  He  is  certified  by  the  American  Board  of  Surgery  and  is  a lieutenant  colo- 
nel in  the  Begular  Army  Medical  Corps.  His  medical  services  has  been  largely  in  connection 
with  the  Army  and  he  was  director  of  the  U.  S.  Army  Surgical  Team  in  Korea  and  held  other 
important  positions.  He  served  some  years  as  associate  professor  of  surgery  at  the  University 
of  Mississippi  School  of  Medicine  and  as  Shrine  professor  of  surgery  in  the  University  of 
Texas  (Galveston).  He  is  now  professor  of  surgery  and  chairman  of  the  Department  of  Sur- 
gery of  the  Medical  College  of  South  Carolina.  He  has  had  several  positions  as  consultant  to 
the  surgeon-general  and  he  is  a member  of  the  editorial  boards  of  three  surgical  journals.  He  is 
a member  of  the  Board  of  Governors  of  the  American  College  of  Surgeons  and  serves  on 
several  important  committees  of  that  organization,  and  is  president-elect  of  the  Southeastern 
Surgical  Congress. 


William  Hall  Lee,  M.  D. 

Dr.  William  Hall  Lee,  a native  of  Charleston,  served  in  various  capacities  through  the 
training  programs  of  the  Medical  College  of  South  Carolina  and  also  in  the  Division  of 
Thoracic  Surgery  of  the  University  of  California,  Los  Angeles.  He  is  now  assistant  professor 
of  surgery  (thoracic)  at  the  Medical  College  of  South  Carolina  and  chief  of  the  thoracic 
and  cardiovascular  surgery  section.  He  is  a diplomate  of  the  American  Board  of  Surgery  and 
the  Board  of  Thoracic  Surgery,  a John  and  Mary  R.  Markle  scholar  and  a member  of  AOA, 
honorary  medical  society.  He  is  also  a member  of  numerous  scientific  organizations. 


Cheves  McCord  Smythe,  M.  D. 

Cheves  McCord  Smythe,  a native  of  Charleston,  attended  Yale  College  and  graduated 
from  Harvard  Medical  School  cum  laude  in  1947.  He  served  residencies  at  Boston  City  Hos- 
pital, at  Bellevue  Hospital  and  at  Presbyterian  Hospital.  He  was  a Markle  Scholar  in  medicine 
and  is  now  Associate  Professor  of  Medicine  at  the  Medical  College  of  South  Carolina.  1 le  is 
certified  by  the  American  Board  of  Internal  Medicine  and  is  a member  of  many  scientific  asso- 
ciations. 
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James  Manly  Stallworth,  M.  D. 

James  Manly  Stallworth,  bom  in  Greenwood,  South  Carolina,  is  a graduate  of  the  Medi- 
cal College  of  South  Carolina  and  served  in  Roper  Hospital  and  afterward  in  Army  Medical 
Hospitals  in  the  European  and  American  areas.  He  completed  a surgical  residency  at  the 
Medical  College  of  South  Carolina  and  is  affiliated  with  all  the  major  hospitals  in  Charleston. 
He  is  now  assistant  professor  of  surgery  and  director  of  the  Vascular  Research  Laboratory  and 
Vascular  Clinic.  He  is  a diplomate  of  the  American  Board  of  Surgery. 


The  following  South  Carolinians  will  present  papers  on  Wednesday  afternoon,  May  11. 


Dr.  Harry  S.  Allen,  Jr. 

Columbia 

Dr.  F.  C.  Derrick 

Columbia 

Dr.  James  Griener 

Florence 

Dr.  W.  S.  Houck 

Florence 

Dr.  Donald  E.  Saunders,  Jr. 

Charleston 

Dr.  James  M.  Timmons 

Florence 

Dr.  Myers  Hicks,  Chairman 
Program  Committee 
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FRONTIS  WITHERS  JOHNSTON,  Ph.  D. 

BANQUET  SPEAKER 

Dr.  Johnston,  an  outstanding  person  in  college  educational  circles,  is  Dean  of  the  Faculty 
and  Professor  of  History  at  Davidson  College.  Bom  in  Summerville,  South  Carolina,  he  was 
educated  at  Davidson  College  and  at  Yale  University.  He  has  had  a long  career  in  teaching, 
partly  at  Yale  and  since  1935  at  Davidson.  He  has  held  high  office  in  many  literary  and  histori- 
cal organizations  and  has  published  numerous  articles  of  an  historical  nature.  He  will  speak 
on  Philosophical  Changes  in  Education  and  the  Effect  on  Our  Youth. 

The  Annual  Banquet  will  be  held  on  the  evening  of  Wednesday,  May  11. 
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JAMES  H.  SAMMONS,  M.  D. 

SCALPEL  BANQUET  SPEAKER 

A native  of  Alabama,  Dr.  Sammons  now  practices  in  Highlands,  Texas.  He  is  a graduate 
of  St.  Louis  University  and  was  an  intern  in  Mobile  (Alabama)  Hospital.  He  holds  member- 
ships in  a number  of  medical  societies  and  is  Alternate  Delegate  to  the  AM  A,  councilor  of  the 
Texas  Medical  Association,  and  president  of  the  Harris  County  Medical  Society  (1965).  He 
had  service  in  the  Navy.  Dr.  Sammons  hobbies  are  photography  and  flying. 

SCALPEL’S  Annual  Banquet  will  be  held  on  Tuesday,  May  10  at  7 :30  p.m. 

The  Annual  business  meeting-  will  be  convened  at  5:00  p.m.  on  Wednesday,  May  11. 
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FORTY-FIRST  ANNUAL  CONVENTION 

WOMAN’S  AUXILIARY 
TO  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

OCEAN  FOREST  HOTEL 
MYRTLE  BEACH,  SOUTH  CAROLINA 

MAY  10,  11,  12,  1966 

Mrs.  L.  Hayne  Taylor,  President 


Registration— Lobby  Ocean  Forest  Hotel 
Tuesday,  May  10,  1966  2:00  P.  M.  to  5:00  P.  M. 

Wednesday,  May  11.  1966  9:00  A.  M.  to  5:00  P.  M. 
Thursday,  May  12,  1966  9:00  A.  M.  to  12:30  P.  M. 

TUESDAY,  MAY  10.  1966 
President’s  Suite,  Ocean  Forest  Hotel 


2:30  P.  M.  Student  Loan  Fund  Committee 

Mrs.  W.  P.  Turner,  presiding 

3:30  P.  M Finance  Committee 

Mrs.  H.  S.  Anderson,  presiding 

WEDNESDAY,  MAY  11,  1966 

10:30  A.M.  Executive  Board  Meeting 

Pine  Lakes  International  Country  Club 
Mrs.  L.  H.  Taylor,  Jr.,  presiding 
12:30  P.  M.  Executive  Board  Luncheon 

Pine  Lakes  International  Country  Club 
Mrs.  L.  H.  Taylor,  Jr.,  presiding 
Dr.  William  M.  McCord,  Guest  Speaker 
2:00  P.M.  Round  Table  Conference  of 


County  Presidents  and  Presidents-Elect 
Pine  Lakes  International  Country  Club 
Mrs.  Leon  Banov.  Jr.,  presiding 
Afternoon  free  for  relaxation  and  leisure 
8:00  P.M.  Banquet,  Ocean  Forest  Hotel 

THURSDAY,  MAY  12,  1966 

10:00  A.  M.  House  of  Delegates  and  General  Meeting 
Ocean  Forest  Hotel.  Mrs.  L.  H.  Taylor,  Jr., 
presiding 

12:30  P.M.  Membership  Luncheon,  Pine  Lakes 

International  Country  Club.  The  Past 
State  Presidents  will  be  honored  at  this 
time. 

Guest  Speaker— Mrs.  Richard  A.  Sutter, 
National  President— Woman’s  Auxiliary  to 
A.  M.  A. 

2:00P.M.  Post  Convention  Executive  Board 

Meeting 

Pine  Lakes  International  Country  Club 
Mrs.  Leon  Banov,  Jr.,  presiding 


Dearth  of  New  Drugs  Is  No  Coincidence 

. . New  drugs  are  now  fewer  in  number,  slower 
in  coming,  and  more  costly  than  ever  to  produce.  It 
is  no  coincidence,  in  my  opinion,  that  the  number  of 
new  single  chemical  entities  introduced  in  the  U.  S. 
prescription  pharmaceutical  market  has  fallen  from  a 
high  of  63  in  1959  to  18  in  1963,  and  finally  to  17 
in  1964.  This  year,  for  the  first  time  since  1959,  it 
appears  that  there  will  be  an  increase  in  new  products. 
The  number  of  new  drugs  approved  so  far  this  year  is 
17.  You  will  note  that  1959  just  happened  to  mark 
the  beginning  of  the  Kefauver  investigation.— C. 
Joseph  Stetler  to  Southern  Medical  Association, 
October  31,  1965. 


Forty  percent  of  the  nation’s  physicians  are  re- 
sponsible for  writing  80  percent  of  the  prescriptions. 


As  an  example  of  drug  research  expenditures  which 
are  unprofitable  to  a company,  American  Cyanamid 
Company  of  Pearl  River.  N.  Y.,  invested  about  $37 
million  in  drug  research  on  live  virus,  polio  vaccines, 
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cancer,  tuberculosis,  heart  disease  and  other  maladies. 
No  commercial  products  have  resulted  from  this  re- 
search and  expenditure. 

Approximately  400  pre-school  age  children  die 
every  year  from  poisoning  in  the  home,  according 
to  the  American  Medical  Association. 

Nearly  one  and  one-half  billion  dollars  was  spent 
for  construction  of  private  hospitals  and  institutions 
last  year,  a 40  per  cent  increase  over  the  previous 
year.  Current  national  emphasis  on  the  building  of 
nursing  homes  and  other  long-term  care  facilities  for 
the  chronically  ill  was  a major  factor  in  this  growth. 

The  American  Medical  Association’s  newly-opened 
Institute  for  Biomedical  Research  in  Chicago  is  a 
revitalized  concept  in  pure  medical  research.  To  be 
dedicated  to  basic,  non-disease  oriented  research,  it 
will  be  staffed  by  top-ranking  scientists  who  will 
pursue  intensive,  fundamental  study  of  cellular  life 
processes— the  primal  manifestation  of  life. 
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Dr.  Julian  Price,  President 


Dr.  William  Hunter,  Vice-President 


Committee  Reports 


Committee  on  Cancer 

This  Committee  has  had  no  formal  meetings,  how- 
ever, the  members  of  the  committee  were  contacted 
and  also  other  individuals  in  the  state  contacted  as 
to  whether  or  not  the  committee  might  aid  them  in 
the  various  Cancer  programs  throughout  the  state. 

In  the  past,  it  has  been  questioned  as  to  whether 
or  not  this  committee  should  he  maintained  as  a per- 
manent committee  of  the  Association,  feeling  that 
perhaps  the  duties  are  well  taken  care  of  by  other 
groups  throughout  the  state.  It  would  be  my  opinion 
that  although  very  little  has  come  through  this  com- 
mittee or  out  of  this  committee  in  the  past  several 
years,  that  it  should  be  maintained  as  a standing 
committee. 

Jennings  K.  Owens.  Jr.,  M.  D.,  Chairman 


Mediation  Committee 

The  Mediation  Committee  has  held  two  meetings 
since  the  House  of  Delegates  adjourned  at  the  State 
Medical  Meeting.  The  first  of  these  meetings  was  an 
organizational  meeting  on  May  5,  1965  immediately 
after  adjournment  of  the  House  of  Delegates.  Officers 
were  elected  and  some  business  concluded. 

The  only  other  meeting  was  on  October  20,  1965. 

Either  at  these  meetings  or  by  correspondence  the 
Committee  adjudicated  nine  complaints  received 
against  members  of  the  South  Carolina  Medical  Asso- 
ciation. Two  of  these  are  still  pending.  In  addition 
two  cases  were  referred  by  the  Officers  of  De- 
pendents Medical  Care  of  the  United  States  Army 
in  which  opinions  were  given  as  requested. 

James  L.  Wells,  M.  D..  Chairman 
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AMA-ERF  Committee 


During  the  period  from  June  1965,  through  De- 
cember 31,  1965,  contributions  were  received  in  the 
amount  of  $17,602.33.  This  amount  came  from  the 
following  sources: 

Physicians  $13,251.00 

Woman’s  Auxiliaries  4,351.33 

A final  report  will  he  submitted  to  the  President  of 
the  South  Carolina  Medical  Association  at  the  con- 
clusion of  this  fiscal  year. 

B.  M.  Montgomery,  M.  D.,  Chairman 

Committee  on  Accident  Prevention 

No  formal  committee  meetings  have  been  held 
this  past  year.  Several  members  of  the  committee 
attended  the  Highway  Safety  Conference  annual 
meeting  and  have  continued  to  work  for  legislative 
passage  of  the  conference’s  safety  recommendations. 

The  chairman  has  also  worked  in  an  advisory 
capacity  with  promoting  the  National  Poison  Control 
Week  sponsored  by  the  National  Poison  Control 
Center,  Academy  of  Pediatrics  and  USPHS. 

The  chairman  would  like  to  recommend  that  Coun- 
cil and  every  individual  physician  of  our  association 
work  for  passage  of  the  Highway  Safety  Legislative 
measures  that  are  now  before  our  legislature.  Contact 
must  be  made  at  the  local  county  level  if  our  views 
are  to  be  considered. 

It  now  appears  most  probable  that  the  Federal 
Government  will  also  enter  into  this  vital  area  un- 
less the  individual  states  can  and  will  effectuate 
meaningful  traffic  laws  and  enforcement.  The  hour  is 
late!  Let  us  react  vigorously  at  the  local  level  to  stop 
the  slaughter  and  crippling  of  innocent  victims  on 
our  highways. 

Henry  W.  Moore,  M.  D.,  Chairman 


Advisory  Committee  to  the  Crippled 
Children  Society 

This  committee  continues  to  act  in  an  advisory 
capacity  whenever  called  upon.  It  held  its  annual 
luncheon  session  at  our  last  meeting  and  will  meet 
again  this  year. 

J.  I.  Waring.  M.  D.,  Chairman 

Advisory  Committee  to  the  Department 
of  Public  Welfare 

There  has  been  no  occasion  for  a meeting  of  this 
committee  this  year. 

Clay  W.  Evatt,  M.  D.,  Chairman 


Historical  Medicine 

Progress  continues  on  a second  volume  of  the 
history  of  medicine  in  South  Carolina.  It  is  antici- 
pated that  this  may  be  ready  for  publication  by  the 
end  of  the  year.  Your  committee  is  still  most  de- 
sirous of  having  any  medical  historical  material  that 


President-Elect  and  Delegate  to  the  AMA 


our  members  can  give  us  or  can  direct  us  toward 
finding. 

There  are  some  funds  on  hand  from  the  sale  of 
volume  1 and  from  appropriations  of  the  Association. 
The  Committee  requests  the  Association  to  add  $500 
to  this  fund  this  year  to  allow  publication  in  the  near 
future. 

J.  I.  Waring,  M.  D.,  Chairman 


Industrial  Fee  Schedule  Committee 

This  Committee  has  had  a number  of  problems 
referred  to  it  in  previous  years  but  action  on  these 
problems  has  apparently  circumvented  any  special 
problems  this  year  because  there  has  been  no  problem 
which  has  arisen  in  connection  with  the  Industrial 
Fee  Schedule. 

John  A.  Siegling,  M.  D.,  Chairman 


Post-Graduate  Education  Committee 

During  the  past  12  months  the  Post  Graduate 
Education  Committee  has  not  met.  There  has  been 
an  abundance  of  didactic  medical  post-graduate 
education  throughout  the  state  during  the  past  two 
years.  An  excellent  job  has  been  done  by  the  Cor- 
responding Faculty  Committee  of  the  Medical  Col- 
lege of  South  Carolina  with  respect  to  post  graduate 
medical  education.  In  March  and  April  of  1966  there 
are  scheduled  post-graduate  education  courses  in 
pediatrics  and  in  internal  medicine.  It  is  felt  that 
these  frecpient  courses  being  given  at  the  Medical 
College  as  well  as  the  leading  hospitals  of  the  state 
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Dr.  Ben  Miller,  Secretary 


of  South  Carolina  adequately  meet  the  needs  of  the 
physicians  of  the  state.  In  addition,  many  of  the  phy- 
sicians of  the  state  attend  courses  at  University 
centers  throughout  the  country  and  are  adequately 
covered  in  this  field  both  within  and  without  the 
state. 

In  consideration  of  the  above  report  it  is  felt  that 
this  committee  might  well  be  abandoned  at  the  end 
of  the  fiscal  year. 

William  A.  Klauber,  M.  D.,  Chairman 


Committee  on  Liaison  With  Allied 
Professions 

The  Committee  on  Liaison  with  Allied  Professions 
did  not  have  any  business  directed  to  it  and  did  not 
have  any  official  meeting  during  the  year.  Informal 
discussions  were  carried  out  with  officers  of  the 
S.  C.  Bar  Association  in  an  effort  to  arrange  a joint 
statewide  meeting.  Due  to  many  circumstances  it  was 
felt  desirable  to  defer  this  until  next  year. 

It  is  the  chairman’s  feeling  that  this  committee  has 
a vital  role  in  medical  affairs  and  should  be  more 
active  in  the  future.  With  the  many  common  prob- 
lems confronting  physicians,  dentists,  nurses  and  other 
ancillary  medical  personnel  due  to  Medicare  alone,  it 
is  essential  that  a forum  be  provided  for  exchanging 
views.  There  is  a need  for  unity  of  action  between 
all  health  groups  in  resolving  misunderstandings  that 
develop,  solving  existing  problems  and  adopting 
policies.  This  committee  should  serve  to  bring  the 


allied  professions  together  and  act  as  a counter  force 
to  splitting  the  groups  asunder  as  politicians  have 
successfully  been  doing. 

The  chairman  would  recommend  that  the  House  of 
Delegates  direct  the  committee  to  meet  with  repre- 
sentatives of  the  allied  professions  and  report  the 
results  at  the  next  meeting  of  the  SCMA. 

Harold  E.  Jervey,  Jr.,  M.  D.,  Chairman 


Maternal  Mortality 

The  Committee  continues  its  studies  on  maternal 
mortality  with  the  help  of  the  Division  of  Maternal 
and  Child  Health  of  the  State  Board  of  Health.  Its 
most  recent  summary,  for  the  year  1963,  will  appear 
shortly  in  the  Journal  of  the  South  Carolina  Medical 
Association. 

The  Committee  recommends  the  continuation  of  its 
studies. 

E.  J.  Dennis,  M.  D.,  Chairman 


Emergency  Medical  Care  Committee 

The  Emergency  Medical  Care  Committee  held  no 
formal  meetings  during  this  past  year.  However, 
meetings  were  held  with  representatives  of  the  State 
Board  of  Health  in  efforts  to  correlate  their  activi- 
ties with  the  overall  educational  activities  in  emer- 
gency health  throughout  the  State.  Emergency  medi- 
cal care  programs  were  continually  stressed  and 
concerted  efforts  were  made  to  see  that  one  member 
of  each  household  had  taken  the  emergency  medical 
self  help  training  program.  Through  the  efforts  of  the 
State  Board  of  Health  Representative,  Arthur  Bus- 
house,  the  emergency  medical  self  help  program  was 
made  available  in  colored  film  strips.  These  pro- 
grams were  presented  to  various  groups,  schools  and 
on  Educational  TV.  Continuous  liaison  was  kept  with 
MEND  Program  at  the  Medical  College  of  South 
Carolina.  Through  committee  member,  Dr.  Gilbert 
Bradham,  ideas  were  exchanged  in  presenting  self- 
help  emergency  life  saving  techniques  to  the  fresh- 
men and  sophomore  medical  students.  Numerous 
talks  were  made  by  members  of  the  Committee  to 
various  groups  throughout  the  State,  which  included 
members  of  the  State  Veterinary  Association,  stu- 
dents at  the  Medical  College  and  various  civic  and 
social  groups. 

Continuous  efforts  were  made  through  cor- 
respondence with  responsible  parties  to  update  and 
enlarge,  as  well  as  increase  the  number  of  the  pre- 
positioned emergency  hospital  units  in  the  State  of 
Sonth  Carolina. 

Continuous  liaison  was  kept  between  the  Com- 
mittee and  the  various  County  Civil  Defense  Direc- 
tors and  the  need  for  continuous  medical  self-help 
has  been  stressed  to  the  State  Director,  as  well  as  the 
various  County  Directors. 

The  Chairman  on  Emergency  Medical  Care  also 
served  in  the  year  1965  and  1966  as  President  of  the 
S.  C.  Civil  Defense  Directors  Association  and  was 
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able,  through  personal  contact,  to  emphasize  the 
importance  of  medical  training  in  the  communities 
throughout  the  State. 

Robert  S.  Solomon,  M.  D.,  Chairman 


School  Health  Committee 

The  School  Health  Committee  of  the  South  Caro- 
lina Medical  Association,  augmented  by  the  School 
Health  Committee  of  the  South  Carolina  Academy  of 
Pediatrics,  has  been  reasonably  active  this  year,  having 
had  two  formal  meetings  and  many  informal  ones. 

At  the  organizational  meeting  in  September.  1965. 
at  Hilton  Head,  it  was  noted  that  school  health 
activity  on  a state  level  would  need  complete  re- 
organization and  that  the  State  School  Health  Com- 
mittee should  he  catalyst  for  local  school  health 
programs.  School  Health  consultants  or  advisors  to 
the  South  Carolina  School  Health  Committee  were 
appointed  in  each  county  except  one,  and  all  have 
agreed  to  serve.  These  individuals  are  listed  below. 

It  was  also  felt  at  this  meeting  that  the  President 
of  the  South  Carolina  Medical  Association  should  be 
requested  to  place  the  responsibility  for  athletics  and 
athletic  injuries  under  the  School  Health  Committee. 
This  was  communicated  by  letter  to  Dr.  Julian  Price. 

A second  formal  meeting  of  the  School  Health 
Committee  was  held  on  February  25.  1966.  at  the 
Columbia  Hotel  with  approximately  40  members  of 
the  South  Carolina  Medical  Association  in  attendance. 
At  this  meeting  the  committee  voted  to  support  the 
Speech  and  Hearing  Association  of  South  Carolina 
in  their  efforts  to  promote  good  training  for  thera- 
pists in  speech  and  hearing. 

Primary  purpose  of  the  meeting  at  this  time  was  to 
consider  the  South  Carolina  Medical  Association’s 
responsibility  for  Project  Head  Start.  To  that  end  an 
educational  program  was  arranged.  Short  addresses 
were  given  by: 

1.  Dr.  Henry  Moore  on  the  Academy  of  Pediatrics’ 
position  toward  Head  Start. 

2.  Dr.  Avery  Cotten,  Regional  Medical  Repre- 
sentative for  Project  Head  Start,  who  described 
the  aims  of  Project  Head  Start. 

3.  Mr.  David  Cox.  Coordinator  of  Project  Head 
Start  for  South  Carolina,  who  discussed  this 
project  in  our  own  state. 

4.  Mr.  Donald  Pierce  from  the  State  Superintendent 
of  Education  Office  who  discussed  the  Ele- 
mentary and  Secondary  Education  Act. 

5.  Dr.  Walter  Hart  who  gave  us  a brief  report  on 
a recent  AMA  meeting  concerning  federal  pro- 
grams in  medicine. 

Questions  were  answered  by  all  of  the  speakers. 

This  meeting  was  primarily  informational,  but  did 
give  us  an  opportunity  to  bring  many  of  the  people 
interested  in  the  health  of  school  children  together 
for  discussion  and  we  feel  will  he  helpful  to  us  in 
the  future. 

Willard  B.  Mills,  M.  D.,  Chairman 


Dr.  Howard  Stokes,  Treasurer 


Oconee 

Dr.  J.  R.  Earle 

Pickens 

Dr.  Jim  Brice 

Anderson 

Dr.  Samuel  T.  Haddock,  Jr. 

Greenville 

Dr.  Claude  C.  Cowan.  Jr. 

Abbeville 

Dr.  Mauldin  J.  Boggs.  Jr. 

Greenwood 

Dr.  Casper  Wiggins 

Spartanburg 

Dr.  Clarence  Lyles 

Laurens 

Dr.  M.  M.  Teague 

McCormick 

Edgefield 

Dr.  T.  K.  Fairey 

Saluda 

Dr.  T.  K.  Fairey 

Newberry 

Dr.  C.  A.  Dufford,  Jr. 

Cherokee 

Dr.  C.  P.  Edwards 

Union 

Dr.  P.  Kent  Switzer.  Jr. 

York 

Dr.  Sam  Lowe.  Jr. 

Chester 

Dr.  M.  L.  Marion 

Fairfield 

Dr.  A.  P.  Jeter 

Lancaster 

Dr.  Fred  M.  Lambert 

Lexington 

Dr.  W.  R.  Speaks 

Aiken 

Dr.  James  E.  Padgett.  Jr. 

Barnwell 

Dr.  II.  W.  Gibson 

Allendale 

Dr.  H.  L.  LaFitte 

Hampton 

Dr.  II.  L.  Peeples 

Jasper 

Dr.  C.  P.  Ryan.  Jr. 

Beaufort 

Dr.  II.  Parker  Jones 

Colleton 

Dr.  William  E.  Fender 

Bamberg 

Dr.  J.  D.  Thomas 

Orangeburg 

Dr.  John  W.  Rheney,  Jr. 

Dorchester 

Dr.  J.  D.  James 

Charleston 

Dr.  W.  B.  Gamble,  Jr. 
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Clarendon 

Dr.  A.  C.  Bozard 

Richland 

Dr.  Henry  Moore 

Calhoun 

Dr.  F.  R.  Huff 

Sumter 

Dr.  Charles  Propst 

Kershaw 

Dr.  LeRoy  C.  Mims 

Chesterfield 

Dr.  W.  L.  Perry 

Lee 

Dr.  L.  A.  Nimmons 

Darlington 

Dr.  James  O.  Morphis 

Florence 

Dr.  David  C.  McLean 

Williamsburg 

Dr.  T.  S.  Hemingway 

Georgetown 

Dr.  Frances  I.  Doyle 

Berkeley 

Dr.  W.  H.  Lacey 

Marlboro 

Dr.  James  McAlpine 

Dillon 

Dr.  T.  C.  Hankins 

Marion 

Dr.  Sam  Cantey 

Horry 

Dr.  Howard  B.  Smith,  Jr. 

Committee  on  Medical  & Hospital  Contracts 

Our  Sickness  and  Disability  Insurance,  written 
through  Educators  Mutual  Life  Insurance  Company, 
and  serviced  by  Mr.  Charles  Dudley,  236  Ashley 
Court,  Florence,  S.  C.,  continues  to  have  a very 
satisfactory  experience.  Mr.  Dudley  reports  that  the 
enrollment  is  steadily  increasing,  which  is  good  for 
the  Association.  The  more  participants  we  have,  the 
stronger  the  plan.  Mr.  Dudley,  now  personally  in 
charge  of  our  program  for  over  a year,  continues  to 
warrant  his  promotion. 

High  Limit  Death  and  Dismemberment  Policy, 
with  Royal  Globe  Insurance  Company,  John  M. 
Sadler.  Columbia,  S.  C.,  broker,  continues  to  have 
good  experience.  This  is  a good  policy  and  we  hope 
that  those  physicians  who  do  not  have  it  will  look 
into  its  possibilities.  Recently,  rumors  to  the  effect 
that  Royal  Globe  is  to  discontinue  its  accident  cover- 
age has  resulted  in  inquiries  from  some  members. 
The  South  Carolina  Medical  Association  group  was 
not  discontinued  and  continues  in  full  force. 

Office  Overhead  Expense,  written  by  North  Amer- 
ican Insurance  Company,  serviced  by  John  Cappel- 


man  Insurance  Agency,  Charleston,  S.  C.,  is  avail- 
able in  a very  attractive  policy  to  pay  office  expense 
when  the  physician  is  sick  and  disabled.  This  pre- 
mium can  be  deducted  as  a business  expense. 

Also,  as  announced  last  year,  your  Committee  has 
approved  a policy  serviced  by  Mr.  Cappelman  which 
pays  a certain  amount  based  on  the  number  of  days 
a person  stays  in  the  hospital.  This  is  a cash  refund 
policy  and  has  no  specific  benefits,  and  the  premium 
is  ridiculously  low.  This  coverage  is  underwritten  by 
Continental  Casualty  Company. 

Blue  Cross-Blue  Shield,  along  with  Prolonged 
Illness  Coverage  Contract,  continues  to  be  the  ap- 
proved basic  and  Major  Medical  Policy  for  the 
Association. 

The  attractive  major  medical  plan,  written  by 
American  Health  and  Life  Insurance,  through  J. 
Boyce  Talbert,  Jr.,  General  Agent,  Florence,  S.  C., 
and  approved  by  your  insurance  Committee,  continues 
to  elicit  a great  deal  of  interest  in  our  Association. 
The  plan  lias  a variable  deductible  clause  which 
dovetails  in  with  whatever  a member  may  have.  The 
more  the  deductible  the  less  the  premium.  It  does 
not  compete  with  our  Blue  Cross  and  Prolonged  Ill- 
ness Coverage  contract  and,  because  of  the  variable 
deductible,  can  be  utilized  by  those  doctors  who 
have  Blue  Cross  and  P.  I.  C.  as  well  as  those  not 
covered  by  these  contracts. 

The  St.  Paul’s  insurance  group  continues  to  write 
Malpractice  Insurance  for  members  of  the  Association. 
As  you  know,  this  insurance  is  bought  on  an  in- 
dividual basis  through  your  local  St.  Paul  Agent, 
whoever  lie  might  be,  and  is  serviced  by  him.  This 
plan  is  essentially  the  same  as  the  standard  mal- 
practice policy,  with  the  exception  the  St.  Paul 
Croup  reserves  the  right  to  settle  any  claim  if  and 
when  they  think  necessary,  whether  or  not  the  phy- 
sician agrees.  The  logic  in  this  is  that  they  feel  their 
legal  staff  is  better  able  to  ascertain  when  and  if  a 
claim  would  have  to  be  paid  than  the  physician  and 
they  might  save  money  and  litigation  by  following 
their  best  judgement. 

Also,  the  St.  Paul  policy  does  not  include  certain 
exclusions  found  in  the  standard  policy.  The  com- 
mittee feels  that  the  elimination  of  these  particular 
exclusions  is  very  favorable  to  the  doctor  and  recom- 
mends that  the  members  look  into  this  particular 
aspect  of  the  policy. 

The  contract  calls  for  systematic  adjustment  of 
rating  according  to  their  experience  with  our  particu- 
lar group  and  is  not  dependent  on  the  overall  aver- 
age of  industry,  which  means  that  with  a good 
experience  in  South  Carolina  we  can  expect  our  rates 
to  be  reduced  and  our  rates  will  not  necessarily  re- 
flect a poor  experience  elsewhere  over  the  country. 

Joseph  P.  Cain,  Jr.,  M.  D.,  Chairman 


Committee  on  Legislation  and  Public 
Relations 

The  Committee  has  had  no  regular  meetings  this 
year  because  no  crucial  problems  had  arisen  before 
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the  opening  of  the  Legislature  this  year.  However,  the 
Chairman  has  kept  in  close  contact  with  the  Presi- 
dent, the  Council,  and  the  Executive  Secretary  re- 
garding possible  developments.  Recently  the  Military, 
Public  and  Municipal  Affairs  Committee  of  the 
House  brought  up  a surprise  bill  to  change  the 
character  of  the  State  Board  of  Medical  Examiners  by 
adding  an  osteopathic  member  and  allow  osteopaths 
to  be  examined  by  the  State  Board  of  Medical  Ex- 
aminers. Also,  the  South  Carolina  Nursing  Associa- 
tion quite  recently  brought  up  a proposed  licensing 
act  for  nurses  to  be  under  the  jurisdiction  of  a South 
Carolina  Board  of  Nursing  Examiners  composed  of 
five  nurses.  One  of  these  would  be  nominated  by  the 
South  Carolina  Medical  Association,  one  by  the  South 
Carolina  Hospital  Association,  and  three  by  the  South 
Carolina  Nursing  Association.  The  Chairman  attended 
the  meeting  of  President  and  Council  when  both  of 
these  matters  were  discussed.  Careful  examination  of 
Public  Law  89-97  and  attendance  at  meetings  con- 
cerning its  implementation  have  revealed  few  con- 
crete facts  beyond  the  certain  knowledge  that  this  law 
realizes  all  the  physician’s  worst  fears  and  will  prob- 
ably disappoint  its  beneficiaries. 

Donald  G.  Kilgore,  Jr.,  M.  D.,  Chairman 


Committee  on  Membership 

The  Committee  on  Membership  has  no  activity  to 
report. 

Robert  S.  Clark,  M.  D.,  Chairman 


Committee  on  Infant  and  Child  Health 

A special  meeting  of  the  Committee  on  Infant  and 
Child  Health  was  held  in  Columbia  on  August  26, 
1965.  Those  from  this  committee  attending  were: 
Drs.  Jack  Rhodes,  Girard  Rippy,  Jr.,  Hilla  Sheriff,  and 
Casper  Wiggins.  Present  were  representatives  from 
the  Attorney  General’s  Office,  South  Carolina  Hos- 
pital Association,  and  State  Board  of  Health. 

The  purpose  of  this  called  meeting  was  to  discuss 
the  recently  passed  PKU  law.  It  was  the  consensus  of 
those  present  that  the  necessity  of  this  law  is 
questionable.  However,  since  this  law  is  now  on  the 
books,  methods  of  implementation  were  discussed. 
Tentative  regulations  were  presented,  and  these  are 
to  be  studied.  It  was  hoped  that  in  the  next  session 
of  the  legislature  this  law  might  be  changed. 

The  chairman  along  with  Drs.  Wally  Hart  and 
Frank  Wyman  met  with  Dr.  Hilla  Sherriff  at  her 
office  on  February  3,  1966.  Possible  projects  for  this 
committee  were  discussed.  As  a result  of  this  meeting 
plans  are  being  made  to  conduct  a statewide  study 
of  congenital  anomalies. 

Casper  E.  Wiggins,  M.  D..  Chairman 


Coroners-Medical  Examiners  System 

The  Committee  has  written  up  a model  bill  for  sub- 
mission to  the  State  Legislature  which  would  provide 
for  a central  laboratory  for  medical-legal  investigation 
and  a Medical  Examiners  System  to  be  superimposed 
upon  the  Coroners  System  of  this  state.  A copy  of 


this  model  bill  is  appended  to  the  report.  The  Com- 
mittee met  in  December,  1965  and  decided  that  the 
Medical  Affairs  Committee  of  the  Senate  and  of  the 
House  should  be  approached  and  that,  if  possible, 
this  bill  should  be  submitted  as  a Committee  bill 
rather  than  an  individually  sponsored  one. 

Due  to  the  peculiar  Legislative  session  which  was 
occupied  for  a prolonged  period  with  reorganization 
of  the  Senate  and  then  with  the  crowded  calendar,  this 
bill  has  not  yet  been  introduced.  A meeting  with 
Legislators  for  this  purpose  is  planned  in  the  near 
future. 

The  reaction  of  Legislators  to  this  proposed  bill 
has  usually  been  favorable  in  the  abstract,  but  there 
is  some  feeling  that  the  costs  involved  might  delay 
passage.  Nevertheless,  the  Committee  plans  to  insist 
on  a properly  organized  and  properly  scientific  Medi- 
cal Examiners  System  which  would  be  able  to  per- 
form its  duties  well  and  without  compromise. 

E.  A.  Dreskin.  M.  D.,  Chairman 


Mental  Health  Committee 

The  Mental  Health  Committee  met  jointly  with  the 
South  Carolina  District  Branch  of  the  APA  in 
Charleston.  September  17,  1965,  and  in  Greenville, 
February  4.  1966.  discussing  all  aspects  of  psychiatric 
training  of  physicians  in  South  Carolina. 

At  the  first  meeting,  it  was  noted  that  increased 
appropriation  and  more  teachers  in  psychiatry  were 
urgently  needed  to  further  develop  and  strengthen 
such  training  at  the  levels  of  the  medical  students, 
interns,  and  residents.  The  same  is  needed  to 
strengthen  and  to  effect  affiliation  of  the  psychiatric 
residency  training  programs  at  the  Medical  College 
of  South  Carolina  and  the  South  Carolina  State  Hos- 
pital. 

At  the  second  meeting,  the  topic  was  the  “Con- 
tinuing Psychiatric  Education  for  Physicians.”  Con- 
tributing quite  helpfully  were  representatives  of  the 
South  Carolina  Academy  of  General  Practice.  Al- 
though some  excellent  work  is  being  done  in  this 
area,  vastly  increased  support  and  programs  are 
urgently  needed. 

The  problem  of  legislation  to  certify  and  license 


April,  1966 


167 


Dr.  Joel  Wyman,  Alternate  Delegate 


psychologists  continues  unresolved.  Psychologists  and 
physicians  have  made  essentially  no  progress  in  re- 
solving the  differences  concerning  the  proposed 
legislative  hills  to  license  psychologists.  This  problem 
is  quite  important,  has  many  implications,  and  will 
require  increasing  attention  and  efforts  to  resolve  the 
differences  in  order  to  protect  the  public  adequately. 

James  B.  Galloway,  M.  D.,  Chairman 


Committee  to  Study  Health  Organizations 

The  SCMA  Committee  to  Study  Health  Organiza- 
tions was  not  active  this  past  year.  No  request  to  study 
any  health  organization  was  received  and  no  meet- 
ings were  held,  as  none  was  necessary. 

Charles  R.  Holmes.  M.  D.,  Chairman 


Committee  on  Careers  in  Medicine 

Last  autumn  Dr.  Julian  Price,  President  of  the 
SCMA  asked  Dr.  William  Hunter,  Vice-President  of 
the  SCMA.  to  gather  together  a committee  and 
approach  the  problem  of  how  and  by  what  means 
we  can  best  continue  to  interest  the  outstanding 
young  people  of  South  Carolina  in  becoming  phy- 
sicians. 

For  this  purpose,  a group  known  as  the  Steering 
Committee  of  the  Committee  on  Careers  in  Medicine 
was  formed.  This  consisted  of  Dr.  Roland  Knight, 
Greenville;  Dr.  Don  Saunders,  Columbia;  Dr.  Harry 
Gregory,  Charleston;  Dr.  Larry  Gant,  Spartanburg; 
and  Dr.  William  Hunter,  Chairman,  Clemson.  This 
steering  group  has  met  on  several  occasions  for  long 
hours,  corresponded  voluminously,  and  consulted 
throughout  the  state  with  various  others  on  how  this 
job  would  be  best  carried  out. 

The  following  is  the  result  of  their  studies  and 
endeavors: 

1.  A state-wide  “Committee  on  Careers  in  Medi- 
cine” was  formed  with  a representative  from 
each  of  the  local  medical  societies. 

Dr.  Price  named  April  25-30  as  “Careers  in 
Medicine”  week.  Appropriate  publicity  is  being 
arranged  for  the  state-wide  members  of  this 
committee  to  approach  high  school  juniors  and 


seniors  and  interested  college  students  in  their 
area. 

As  aids  to  their  program,  the  Steering  Com- 
mittee arranged  the  following:  Dr.  Knight  has 
arranged  for  the  AM  A to  forward  to  these  phy- 
sicians a new  recruitment  bit  prepared  for  this 
purpose;  Dr.  Gregory  is  having  a booklet 
“Financing  a Medical  Education”  sent  to  each 
member  of  the  Committee;  the  Medical  College 
has  sent  to  the  Committee  its  pamphlet  on 
“Careers”  and  its  catalog;  the  policy  of  the 
Medical  College  is  to  use  its  faculty  for  this  pur- 
pose as  requested  by  the  local  societies;  Mr. 
A.  B.  Preacher,  Jr.,  President  of  the  Medical 
College  of  S.  C.  Chapter  of  the  Student  AMA, 
has  made  his  group  available  to  this  effort  on 
request  from  the  local  societies;  Mr.  Arch 
Lugenbeel  of  the  S.C.H.A.  has  made  available 
20  films  on  medical  recruitment  that  may  be 
obtained  on  request. 

The  results  of  this  particular  effort  cannot  be 
evaluated  at  this  early  date;  however,  it’s  off  the 
ground  and  it’s  our  opinion  that  we  will  accom- 
plish much  of  what  is  desired. 

2.  A “Health  Fair,”  to  be  held  in  Columbia,  prob- 
ably next  autumn,  and  directed  at  the  high 
school  students  over  the  state  is  being  planned. 
Dr.  Saunders  of  our  Steering  Committee  who  has 
studied  this  possibility  in  depth  is  heading  this 
project.  He  is  bringing  together  a group  con- 
sisting of  a representative  from  each  of  the 
various  health  agencies  throughout  the  state  to 
kick  this  off.  The  “Health  Fair”  may  be 
modelled  somewhat  after  a similar  affair  in 
Durham.  N.  C.  which  attracted  hundreds  of  bus 
loads  of  children  from  all  over. 

3.  The  production  of  a 28  minute  movie,  perhaps 
entitled  “A  Medical  Education  in  S.  C.”  has 
been  discussed  with  the  administration  of  the 
Medical  College  of  S.  C.,  Fairbank’s  Productions 
of  Hollywood,  and  the  administration  of  other 
universities  who  have  done  this  sort  of  thing 
before.  The  use  of  such  a film  would  be  by  the 
various  local  medical  societies,  the  Medical  Col- 
lege, as  well  as  numerous  other  groups  through- 
out S.  C.  This  will  serve  a double  purpose,  re- 
cruitment, and  the  putting  forward  of  the  best 
foot  of  S.  C.  medicine  in  technicolor.  Council 
has  approved  $2,500  as  a commitment  contact 
to  get  this  started. 

4.  After  looking  into  the  A.M.A.E.R.F.  and  its  rate 
of  interest  charged  to  needy  medical  students, 
the  Steering  Committee  feels  that  the  interest 
rates  are  excessive.  Dr.  Gregory  has  looked  into 
this  fund  very  closely  and  has  found  that  it’s 
doing  very  well  financially.  Students  may  bor- 
row up  to  $1500  a year  at  5 14%  simple  interest 
while  the  student  is  in  school.  Five  months  after 
he  leaves  school  the  interest  becomes 
compounded.  Of  interest,  is  that  our  local  stu- 
dents are  dissatisfied  with  it.  To  make  the  best 
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use  of  such  a fund,  and  head  off  the  govern- 
ment entering  this  field,  your  committee  will  ask 
the  House  of  Delegates  at  its  annual  meeting 
to  pass  a resolution  lowering  these  interest  rates. 

5.  We  conferred  with  the  producers  of  the  TV 
program  “The  Making  of  a Physician.”  We  fur- 
nished two  members  by  the  committee  to  take 
part  on  the  program.  Mr.  Preacher,  a senior 
medical  student,  and  Dr.  Don  Saunders. 

6.  It  is  the  concerted  opinion  of  the  Steering  Com- 
mittee of  the  Committee  on  Careers  in  Medicine 
that  the  work  of  this  committee  or  a similar  com- 
mittee should  continue  into  the  future. 

I would  like  to  express  my  sincere  appreciation  to 
the  members  of  this  committee  for  their  many  efforts, 
outstanding  thinking,  and  future  endeavors  in  their 
continuing  work  to  interest  the  young  people  of 
South  Carolina  in  the  study  of  medicine. 

William  H.  Hunter,  M.  D.,  Chairman 


Executive  Committee 
of  the 

South  Carolina  State  Board  of  Health 
submitted  by 

W.  R.  Wallace,  M.  D.,  Chairman 
(Calendar  year  1965) 

In  mid-November,  1965,  the  State  Board  of  Health 
moved  into  its  new  home,  the  modern  four-story  J. 
Marion  Sims  Building  in  Columbia.  Built  with  the 
aid  of  Hill-Burton  funds  and  costing  approximately 
$2,500,000,  the  beautiful  as  well  as  functional  facility 
is,  in  the  words  of  Dr.  G.  S.  T.  Peeples,  State  Health 
Officer,  “an  opportunity  for  expanding  our  existing 
services  and  initiating  new  services,  particularly  in  the 
area  of  research,  which  have  been  needed  but  not 
possible  heretofore.  The  importance  of  having  all  of 
the  Board  of  Health’s  divisions  and  sections  and  the 
Pollution  Control  Authority  together  under  one  roof 
cannot  be  overemphasized.” 

Dr.  Malcolm  U.  Dantzler,  formerly  director  of  the 
Charleston  County.  Dillon,  Georgetown,  and  Marion 
County  Health  Departments,  was  appointed  assistant 
state  health  officer  and  director  of  Local  Health 
Services  in  March,  1965,  and  assumed  full-time 
duties  in  June.  Major  attention  has  been  devoted  by 
necessity  to  interpretation  of  federal  regulations  ap- 
plicable to  community  health  programs.  Efforts  are 
continuing  to  alleviate  the  shortage  of  capable  public 
health  physicians,  nurses,  and  sanitarians. 

Special  efforts  have  been  made  to  extend  the  pro- 
gram of  home  nursing  care  endorsed  by  the  State 
Medical  Association  in  1960.  1961,  and  1962.  There 
is  a steady  increase  in  the  number  of  patients  for 
whom  the  family  physician  rerpiests  the  assistance  of 
the  public  health  nurse  in  home  visiting.  Numerous 
workshops  have  been  held  in  restorative  nursing  for 
hospital  and  public  health  nurses  with  the  assistance 
of  practicing  physicians.  A uniform  modern  system 
of  nursing  records  has  been  instituted  throughout  the 
State.  Thirty  public  health  nurses  completed  a course 
in  school  health. 


Three  grants  from  the  U.  S.  Public  Health  Service 
were  received  during  the  year.  One  grant  of  $800,000 
in  federal  funds  plus  $200,000  in  local  matching 
funds  is  for  high  risk  maternal  and  child  health  cases 
in  Charleston  and  adjoining  counties.  All  of  the 
larger  hospitals  in  South  Carolina  are  eligible  to 
request  projects  of  this  kind.  A grant  of  $123,000  is 
for  producing  eight  one-hour  educational  television 
tapes  for  training  food  service  personnel  ( restaurant 
workers)  throughout  the  State,  and  a grant  of  $395,- 
000  is  for  the  first  nine  months  of  a five-year  project 
for  eradicating  the  Aedes  egypti  mosquito  in  South 
Carolina. 

The  State  Board  of  Health  received  15  additional 
200-bed  PDH’s  which  were  stored  and  pre-positioned 
throughout  the  counties.  Currently  we  have  forty  200- 
bed  PDH’s  stored  in  the  State  which  provide  8,000 
additional  emergency  beds.  During  the  year  over 
30,000  individuals  were  trained  in  the  Medical 
Self-Help  program. 

In  1965  the  composition  of  the  Hospital  Advisory 
Council  was  changed  by  the  General  Assembly  so  as 
to  provide  that  one-half  its  membership  be  composed 
of  consumer  representatives  and  one-half  of  profes- 
sional representatives.  This  was  necessitated  by  a 
change  in  the  Hill-Burton  Act.  Hill-Burton  funds 
allocated  to  Smith  Carolina  for  the  1965-1966  fiscal 
year  total  $5.7  million.  The  State  Plan  for  Community 
Mental  Healtli  Centers  was  approved  by  the  National 
Institute  of  Mental  Health  on  November  1.  1965. 
making  the  first  two-year  allocation  of  $1.4  million 
available  for  the  State.  The  State  Plan  for  the  con- 
struction of  facilities  for  the  mentally  retarded  was 
submitted  to  the  U.  S.  Public  Health  Service,  but 
approval  has  been  delayed  pending  federal  approval 
of  desegregation  activities  at  Whitten  Village.  Several 
substandard  nursing  homes  were  not  relicensed  in 
1965  due  to  unsafe  construction. 

The  continuing  movement  of  industry  into  the 
State  is  accelerating  the  increase  in  population  which, 
in  turn,  results  in  an  ever-expanding  program  for 
registering  births,  deaths,  fetal  deaths,  marriages, 
divorces,  and  annulments,  along  with  the  supplemental 
documents  necessary  for  correcting  and  amending  the 
original  documents.  There  is  currently  a substantial 
increase  in  the  number  of  marriages  resulting  from 
post-war  babies  reaching  the  marriageable  age.  At  the 
present  time  there  are  over  4%  million  records  on 
file  in  the  Bureau  of  Vital  Statistics. 

The  year  1965  was  notable  for  the  occurrence  of 
only  one  case  each  of  diphtheria  and  poliomyelitis, 
the  lowest  reported  incidence  of  these  two  diseases 
since  morbidity  records  have  been  kept.  The  one 
confirmed  case  of  diphtheria  recovered.  The  one  case 
of  poliomyelitis  was  of  the  bulbar  type  in  a 30-year 
old  man  who  had  had  no  vaccine  and  terminated 
fatally.  Typhoid  fever  which  once  occurred  in  epi- 
demic proportions  has  been  reduced  to  a low  in- 
cidence of  only  nine  cases  reported.  There  were  no 
large  scale  epidemics,  although  meningococcal 
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meningitis  occurred  at  more  than  usual  incidence 
with  74  cases  being  reported,  36  of  them  in  military 
personnel.  Rabies  continues  to  be  kept  under  control 
through  the  veterinary  public  health  program.  Only 
two  positive  animal  cases  of  rabies  occurred  during 
the  year  and  those  in  bats. 

In  1965  all  eleven  state-aid  cancer  clinics  sup- 
ported by  the  S.  C.  State  Board  of  Health  were  ap- 
proved by  the  American  College  of  Surgeons.  At 
present  these  clinics  are  providing  out-patient  and 
in-patient  diagnostic,  treatment,  and  follow-up  ser- 
vices of  over  six  thousand  indigent  persons  afflicted 
with  cancer.  We  estimate  that  13%  of  the  total 
female  population  in  South  Carolina,  age  20  and  over, 
had  cytological  examination  for  genital  cancer  during 
1965.  The  value  of  this  procedure  is  reflected  in  the 
greater  number  of  in  situ  cancer  seen  in  both  private 
and  clinic  female  patients. 

The  Section  of  Heart  Disease  Control  promoted  and 
financed  the  establishment  of  two  new  clinics  for  the 
detection  and  treatment  of  persons  with  incipient  or 
suspected  cardiopulmonary  diseases. 

The  Section  of  Tuberculosis  Control  requests  that 
members  of  the  S.  C.  Medical  Association  individually 
and  collectively  promote  the  prevention  of  tuber- 
culosis in  infants,  children,  and  adults  through: 

1.  The  routine  use  of  the  tuberculin  testing  in  your 
private  and  service  patients  with  a follow-up 
chest  x-ray  film  of  all  reactors. 

2.  The  promotion  of  an  annual  chest  x-ray  film  on 


teachers  and  other  personnel  in  all  schools  in- 
cluding nursery  schools  and  institutions  of  higher 
learning. 

3.  Semi-annual  chest  x-ray  films  of  all  medical 
(THAT  MEANS  US),  nursing  and  administra- 
tive personnel  and  other  employees  of  hospitals, 
nursing  and  boarding  homes. 

The  Section  of  Tuberculosis  Control’s  emphasis 
was  placed  on  tuberculosis  case-finding  through  con- 
tact investigation  ( 186  new  active  cases  uncovered 
in  contacts  in  1965).  adequate  treatment  of  all  known 
tuberculosis  cases,  prompt  examination  and  dis- 
position of  tuberculous  suspects,  prophylactic  treat- 
ment with  INH  of  1,  417  household  contacts  whether 
tuberculin  reactor  or  non-reactor,  and  continued 
surveillance  of  persons  with  inactive  tuberculosis. 
This  program  is  now  in  effect  in  all  46  counties. 

A maximum  security  facility  for  recalcitrant  per- 
sons with  active  tuberculosis  has  been  completed  and 
is  now  in  operation  at  the  South  Carolina  Tuber- 
culosis Sanatorium. 

Infectious  syphilis  in  South  Carolina  still  poses  a 
problem.  There  were  875  cases  of  infectious  syphilis 
reported  in  1965  as  compared  to  896  in  1964.  Ap- 
proximately 55%  of  these  cases  were  among  teen- 
agers and  young  adults.  Total  venereal  disease  shows 
a slight  decrease:  10.067  cases  reported  in  1965  as 
compared  to  10,367  cases  in  1964.  It  is  heartening  to 
note,  however,  that  two-thirds  of  the  syphilis  re- 
ported is  being  diagnosed  in  the  early  stages.  This  is 
a good  indicator  of  effective  control. 

An  article  entitled  “An  Outbreak  of  Infectious 
Syphilis  in  South  Carolina,”  authored  by  R.  W.  Ball, 
M.  D.,  appeared  in  the  July  5,  1965,  issue  of  JAMA, 
Vol.  193.  No.  1.  Reprint  requests  were  received  from 
27  states  and  12  foreign  countries. 

The  Crippled  Children’s  Division  has  continued  its 
regular  diagnostic  and  treatment  services  through  its 
clinic,  hospitalization,  convalescent,  and  appliance 
programs.  As  of  December  31,  1965,  there  were 
6,090  children  on  the  crippled  children’s  program.  A 
total  of  1,287  new  cases  were  registered  this  year. 

Due  to  the  increased  allocation  of  federal  funds  to 
the  division  to  promote  services  for  physically  handi- 
capped children  who  are  also  considered  to  be 
functionally  and  mentally  retarded,  the  division  has 
been  able  to  help  many  children  who  were  formerly 
excluded  from  the  program  due  to  limited  funds.  A 
recent  review  of  our  case  load  revealed  that  ap- 
proximately one-filth  of  the  patients  on  the  program 
are  at  least  functionally  mentally  retarded. 

Increases  in  federal  funds  have  allowed  for  ex- 
pansion of  the  program.  Cystic  fibrosis  has  been 
added  to  the  scope  of  the  program.  These  children 
are  seen  at  present  in  conjunction  with  the  Rheumatic 
Fever  Clinic  in  Charleston.  Local  Cystic  Fibrosis 
Foundation  Chapters  help  in  providing  necessary 
equipment  such  as  nebulizers,  compressors,  mist 
tents,  etc.,  when  possible. 

Dr.  George  A.  Bunch,  retired  director  of  the  Dental 
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Health  Division  who  was  serving  as  consultant  to  the 
division,  died  in  April,  1965.  Dr.  J.  V.  Hanna,  a 
dentist  on  a mobile  dental  unit,  died  in  December, 
1965.  Dr.  Fred  D.  Lewis,  Jr.,  was  appointed  in 
June,  1965,  to  succeed  Dr.  Bunch  as  director.  Two 
other  dentists,  Dr.  William  Carter  and  Dr.  Howard 
Wiggins,  have  joined  the  division’s  staff.  Plans  have 
been  made  for  an  oral  cytology  educational  program 
for  the  dentists  of  the  State,  which  will  be  supported 
by  a U.  S.  Public  Health  Service  grant. 

A total  of  4,846  mothers  received  services  at 
maternity  medical  clinics  during  1965.  Public  Health 
nurses  made  28,537  home  visits  during  the  maternity 
cycle. 

Postnatal  clinics,  including  Papanicolaou  smears, 
for  family  planning  were  offered  in  36  counties. 
Various  hospital  laboratories  over  the  State  are 
examining  the  Papanicolaou  smears  at  a minimum 
fee. 

Child  health  clinics  are  maintained  for  the  pur- 
pose of  supervising  the  physical  and  mental  growth 
of  the  child,  with  proper  emphasis  on  his  nutritional 
needs.  The  Maternal  and  Child  Health  Division  pro- 
vides inoculations  for  smallpox,  whooping  cough, 
diphtheria,  poliomyelitis,  and  tetanus.  Testing  is  in- 
cluded for  tuberculosis  and  phenylketonuria.  During 
1965  a total  of  88.959  children  received  vision 
screening  in  36  counties,  and  5,655  children  were 
referred  to  an  ophthalmologist  for  further  diagnosis 
or  treatment. 

A very  attractive  illustrated  14-page  booklet  pre- 
pared by  the  wife  of  a physician  in  Charleston  has 
been  published  and  distributed  to  every  physician  in 
the  State  for  use  in  his  waiting  room.  This  booklet 
is  designed  to  bring  to  the  attention  of  parents  the 
hazards  to  children  of  common  household  products 
and  other  poisons  that  are  carelessly  left  within  their 
reach. 

The  Cornell  Crash  Injury  Research  Study  is  still 
being  conducted  in  cooperation  with  the  S.  C.  Medi- 
cal Association,  the  S.  C.  Highway  Department,  and 
the  S.  C.  Hospital  Association. 

The  Child  Evaluation  Clinic  offers  diagnostic  ser- 
vices, counseling  with  the  parents,  and  follow-up 
services  on  physician-referred  cases  from  over  the 
State  to  children  from  birth  through  eight  years  of 
age  who  appear  to  be  retarded.  A total  of  82  new 
cases  were  evaluated  in  1965.  A dentist  on  a fee  basis 
has  been  added  to  the  staff,  and  Columbia  Hospital 
is  providing  both  out-  and  in-patient  facilities  for 
these  children. 

Two  pieces  of  legislation  were  enacted  by  the 
General  Assembly  in  1965  affecting  the  MCH 
Division.  One  was  making  the  testing  for  phenyl- 
ketonuria mandatory  for  every  baby  born  in  a hos- 
pital licensed  by  the  State  Board  of  Health.  To  date 
approximately  18.000  tests  on  newborn  infants  have 
been  performed  with  two  being  definitely  diagnosed 
as  phenylketonuria. 

The  other  piece  of  legislation  was  related  to  child 


abuse  requiring  physicians  to  report  suspected  cases 
and  providing  them  with  immunity  from  liability. 

The  State  Board  of  Health,  in  cooperation  with  the 
Pollution  Control  Authority,  lias  developed  an 
effective  radiological  laboratory  designed  to  monitor 
the  environment  generally  and  to  perform  duties  as 
may  be  indicated  in  connection  with  the  utilization 
of  radioactive  materials  for  any  purpose  throughout 
the  State. 

There  is  a strong  liaison  between  the  Engineering 
Division  and  the  Pollution  Control  Authority.  All 
matters  of  mutual  interest  are  discussed  in  the  light  of 
common  benefit,  leading  to  an  appropriate  solution 
for  the  betterment  of  health  conditions  throughout 
South  Carolina.  The  director  of  both  programs  is 
W.  T.  Linton,  M.P.H. 

Numerous  inspections  of  pharmacies  and  hospitals 
have  been  made  during  the  year.  Twenty-five  de- 
fendants were  convicted  for  violation  of  the  State 
Uniform  Narcotic  Act,  fifteen  for  violation  of  the 
Dangerous  Drug  Act,  and  seven  for  violation  of  the 
Barbiturate  Act,  and  twelve  cases  are  pending  before 
the  courts.  Six  physicians  surrendered  their  Narcotic 
Tax  Stamps  due  to  irregularities  in  the  handling  of 
narcotic  drugs.  One  physician  was  convicted  for 
violation  of  the  Barbiturate  Act. 

During  1965  the  State  Board  of  Health  main- 
tained a library  of  some  380  films  and  processed  and 
distributed  an  average  of  220  films  monthly  which 
received  over  4.000  showings  before  approximately 
a quarter  of  a million  South  Carolinians.  A series  of 
weekly  television  programs  on  health  and  safety  pro- 
duced in  cooperation  with  the  Educational  Tele- 
vision Center  for  showing  over  both  ETV  and  com- 
mercial stations  was  initiated.  Establishment  of  a 
State  Board  of  Health  Library  has  been  realized. 

In  1965  the  total  number  of  employees  of  the  State 
Board  of  Health  increased  from  1063  to  1108.  The 
increase  is  attributed  to  expansion  of  services  on 
several  of  our  established  programs  and  the  addition 
of  several  new  programs. 


Public  Information  Committee 

The  Public  Information  Committee  has  continued 
to  supply  to  the  newspapers  of  the  state  a weekly 
article  on  some  matter  of  health  slanted  to  public 
reading.  Many  of  these  have  been  prepared  by  some 
of  the  committee,  others  have  been  extracted  from 
kindly  medical  friends  who  have  lent  their  assistance. 
The  committee  would  be  extremely  happy  to  enlist 
more  of  these  helpers  who  would  be  willing  to  con- 
tribute articles  of  600  words  on  practically  any 
medical  subject  other  than  the  political. 

The  effort  is  educational  and  we  believe  it  is  well 
received.  The  articles  are  varied,  covering  such 
subjects  as  tuberculosis,  pellagra,  typhoid,  deodorants, 
warts,  and  psychosomatic  illness.  The  News  &•  Courier 
publishes  the  column  every  week,  the  Greenville 
News  prints  it  quite  often,  Spartanburg  is  a fairly 
frequent  user  and  other  less  medically-minded  papers 
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carry  our  material  sporadically.  Encouragement  of 
these  papers  by  local  physicians  to  use  our  releases 
would  do  much  to  extend  our  field.  The  committee 
recommends  that  this  effort  be  continued  and  asks 
for  an  allowance  of  $200  for  expenses. 

J.  I.  Waring,  M.  D.,  Chairman 


Benevolence  Fund  Report 

During  1965  the  Benevolence  Fund  received  an 
appropriation  from  the  South  Carolina  Medical  Asso- 
ciation and  several  donations  from  the  various  county 
medical  auxiliaries.  At  the  present  time  we  have 
only  one  recipient  who  is  receiving  monthly  checks 
of  $25.00.  however  this  amount  will  probably  be  in- 
creased by  $25.00  or  $50.00  as  conditions  warrant. 

A detailed  report  for  1985  is  listed  below.  A sup- 
plementary report  to  the  present  time  for  1966  is  also 
enclosed  and,  if  further  contributions  are  received 
prior  to  tire  State  Meeting,  an  additional  report  will 


be  made  at  that  time. 

Balance  on  hand  January  1,  1965  $1,924.00 

Receipts: 

Appropriated  by  the  Association  1,200.00 

Lancaster  County  Auxiliary  10.00 

Spartanburg  County  Auxiliary  25.00 

Greenville  County  Auxiliary  100.00 

York  County  Auxiliary  25.00 


Newberry  County  Auxiliary  5.00 

Anderson  County  Auxiliary  50.00 

Pee  Dee  County  Auxiliary  50.00 

Charleston  County  Auxiliary  63.50 

Oconee  County  Auxiliary  5.00 

Greenwood,  Abbeville  County 

Auxiliary  10.00 


Sumter-Clarendon  County 
Auxiliary 
Total 

Disbursements: 

Recipient  Number  1 
( now  discontinued ) 
Recipient  Number  2 
Balance  on  hand  January  1,  1966 


10.00  1,703.50 

~ $3,627.50 


900.00 

225.00  1,125.00 


$2,502.50 


Thos.  G.  Goldsmith,  M.  D.,  Chairman 


CONTRIBUTIONS  TO  BENEVOLENCE  FUND 


SINCE  JANUARY  1.  1966 


Spartanburg  County  Medical  Auxiliary 

$ 25.00 

Columbia  Medical  Auxiliary 

50.00 

Dr.  Daniel  W.  Ellis  in  Memory  of 

Dr.  T.  Hutson  Martin 

5.00 

Anderson  County  Medical  Auxiliary 

15.00 

Greenville  County  Medical  Auxiliary 

100.00 

Total 

$195.00 

March  11.  1966 

News 


Doctors  in  The  News 

I)r.  Curtis  P.  Artz,  Professor  of  Surgery  at  the 
Medical  College  of  South  Carolina,  took  office  on 
March  3 as  President  of  the  Southeastern  Sur- 
gical Congress  ....  Dr.  Henry  B.  Gregorie, 
Clinical  Associate  in  Surgery  at  the  Medical  Col- 
lege, presented  a movie  on  “Cancer  of  the 
Esophagus”  ....  Dr.  C.  Thomas  Fitts,  Associate 
in  Surgery,  lectured  on  “Shock,”  and  Dr.  Pano 
Lands,  Chief  Resident  in  Surgery,  received  the 
Gold  Medal  Award  for  a paper  entitled  “The 
Circulatory  Demand  of  Peritonitis.” 

Dr.  Pierre  G.  Jenkins,  Chairman  of  the  Ophthal- 
mology Department  at  the  Medical  College,  has 
been  named  President  of  the  Wills  Eye  Hospital 
Society  in  Philadelphia  ....  Dr.  Chapman  J. 
Milling  of  Columbia  addressed  the  150th  annual 
banquet  of  the  Societe  Franeaise  of  Charles- 
ton ....  Dr.  R.  C.  Smith  has  been  named  Chief 


of  the  Medical  Staff  at  Conway  Hospital  .... 

Dr.  Charles  Banov,  Charleston  internist  and 
allergist,  has  been  named  a Fellow  of  the  Ameri- 
can Academy  of  Allergy  ....  Dr.  Clay  W.  Evatt 
was  elected  to  succeed  himself  as  Councilor  of  the  > 
First  District  of  the  South  Carolina  Medical  Asso- 
ciation ....  Dr.  Cheves  M.  Smythe  gave  a talk 
at  the  16th  National  Convention  of  Alpha  Epsilon 
Delta  ....  Dr.  and  Mrs.  V.  P.  Patterson  were 
named  Chester’s  Family  of  the  Year  for  1966  at 
the  annual  Girls’  Club  banquet  ....  Dr.  Robert 
E.  Jackson  has  closed  his  offices  in  Manning.  Dr. 
Jackson  has  been  called  up  for  active  duty  with 
the  United  States  Air  Force  and  left  Manning  on 
February  27  ...  . Dr.  Edward  D.  Proctor  of  Con- 
way has  received  the  Silver  Beaver  Award, 
Scouting’s  highest  honor  available  to  an  adult .... 

Dr.  Frank  C.  Owens,  former  Columbia  mayor,  has 
announced  that  he  will  be  a candidate  for  Senate 
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Seat  No.  4 from  Richland  County  in  the  June  14 
Democratic  primary  ....  Dr.  Warren  S.  Smith 
was  elected  Chief-of-Staff  of  the  Colleton  County 
Hospital.  Dr.  Luke  Erwin  was  elected  Associate 
Chief-of-Staff,  Dr.  Joseph  Flowers,  Assistant 
Chief-of-Staff  and  Dr.  Carroll  Brown,  Secretary- 
Treasurer. 

Memorandum  To  All  Physicians  and 
Surgeons 

Rendering  Services  Under  The  South 
Carolina  Workmen’s  Compensation  Act 

The  South  Carolina  Industrial  Commission  is  at- 
tempting to  help  employers,  physicians,  insurance 
carriers  and  self-insurers  by  eliminating  time  and 
extra  paper  work  in  the  handling  of  Workmen’s 
Compensation  cases. 

Under  the  law  as  set  out  in  Rule  32  it  is  man- 
datory that  all  physicians  rendering  services  to 
injured  employees  under  the  provisions  of  the  Work- 
men’s Compensation  Law  that  the  surgeon’s  billing 
and  report  of  said  services  be  submitted  to  the  Com- 
mission within  15  days  after  final  treatment.  The 
Commission  requests  and  urges  that  all  physicians 
treating  injured  employees  under  the  Act  submit 
immediately  and  directly  to  the  self-insurer  or  insur- 
ance carrier  involved  his  final  billing  and  reports 
immediately  at  the  termination  of  treatment. 

We  feel  sure  this  will  be  of  great  benefit  to  the 
physician  and  all  parties  concerned  in  the  handling 
of  Workmen’s  Compensation  cases. 

Tri-State  Medical  Association  Meeting 

The  annual  meeting  of  the  Tri-State  Medical  Asso- 
ciation of  the  Carolinas  and  Virginia  will  be  held  in 
Nags  Head.  N.  C.  at  the  Carolinian  Hotel  on  June 
26-29.  Dr.  Harry  C.  Shirkey.  pediatrician  of  Birming- 
ham, Alabama,  will  speak  on  “Reaction  to  Drugs” 
and  the  “Effects  of  Drugs  on  the  Newborn.”  Papers 
will  be  given  chiefly  by  physicians  and  surgeons  of 
the  three  states  included  in  the  Association. 


Care  of  The  Aging 

The  Center  for  the  Study  of  Aging  and  Human 
Development  and  the  Department  of  Psychiatry  of 
Duke  University  are  sponsoring  a symposium  “The 
Physician’s  Role  in  the  Care  of  the  Aging”  to  be 
held  on  May  26-27.  1966  at  the  Holiday  Inn  in 
downtown  Durham. 

A distinguished  roster  of  teachers  and  lecturers  will 
discuss  in  four  general  sessions  such  topics  as:  (1) 
Office  Problems,  (2)  Health  and  Retirement,  (3)  The 
Physician  and  the  Care  of  the  Elderly,  and  ( 4 ) The 
Airing  Patient  in  the  Future.  Emphasis  will  be  placed 
on  the  emotional  problems  encountered  by  physicians 
in  their  care  of  the  elderly. 

Among  the  authorities  in  geriatrics  will  be  Felix 
Post,  F.R.C.P.,  D.P.M.,  Bethlehem  Royal  Hospital, 
London.  England. 

In  addition  there  will  be  an  auxiliary  program 
entitled  "The  Colden  Years?— The  Aged  in  the  Com- 
munity Today”  on  Thursday,  May  26. 


MEDICAL  COLLEGE 

Medical  College  and  the  VA 

A program  of  active  cooperation  and  reciprocal 
assistance  is  developing  for  mutual  benefit  between 
the  Medical  College  of  South  Carolina  and  the 
Veterans  Administration  Hospital. 

Almost  all  members  of  the  professional  staff  of  the 
VA  Hospital  receive  appointment  also  as  a member 
of  the  faculty  of  the  Medical  College  of  South  Caro- 
lina. They  have  a prime  responsibility  to  the  care  of 
veteran  patients  at  the  VA  Hospital.  They  may,  after 
this  obligation  is  fulfilled,  be  utilized  in  such  teach- 
ing, research,  and  other  activities  at  the  Medical  Col- 
lege as  their  department  head  at  the  Medical  College 
may  choose. 

When  the  VA  Hospital  begins  operations  added 
space  for  research  projects,  scientific  meetings,  semi- 
nars, and  lectures,  additional  equipment  and  an  in- 
creased number  of  teaching  patients  will  become 
available  to  the  educational  program  at  the  Medical 
College.  Because  of  an  expanding  house  staff  pro- 
gram, that  is.  the  training  of  residents  and  interns, 
and  an  expanding  student  body,  the  additional  500 
beds  at  the  VA  Hospital  are  extremely  important  and 
necessary  to  the  primary  functions  of  the  Medical 
College. 

Medical  students,  interns,  and  residents  at  the 
Medical  College  will  rotate  through  the  VA  Hospital 
as  a part  of  their  educational  program.  A resident  at 
the  Medical  College  of  South  Carolina  who  rotates 
through  the  VA  Hospital  will  have  his  salary  paid  by 
the  VA  Hospital.  The  Medical  College  faculty  will 
provide  consultation  services  for  veteran  patients  and 
the  VA  professional  staff  will  provide  consultation 
for  patients  at  the  Medical  College  Hospital. 


Medical  College  Elects  New  Faculty 
Members 

In  the  past  year  the  Medical  College  has  hired  Dr. 
Gordon  R.  Hennigar,  chairman,  department  of  path- 
ology; Dr.  Waddy  H.  Chapman,  assistant  professor, 
pathology;  Dr.  John  J.  Price,  assistant  professor,  ortho- 
pedics; Dr.  II.  Bieman  Othersen,  assistant  professor, 
surgery. 

Also,  Dr.  Donald  Hiers,  assistant  professor,  path- 
ology; Dr.  Grady  H.  Hendrix,  associate  professor  in 
medicine;  Dr.  Curtis  P.  Artz,  chairman,  department 
of  surgery;  Dr.  Brian  N.  Smith,  associate  in  medicine; 
Dr.  Alan  D.  Ilorres,  assistant  professor,  experimental 
medicine  and  physiology. 

Dr.  Charles  T.  Fitts,  associate  in  surgery;  Miss 
Mary  N.  Entrekin,  research  assistant  in  surgery;  Dr. 
William  Rambo,  associate  in  surgery;  Dr.  Glenn  W. 
Kindt,  instructor  in  neurosurgery;  Dr.  Glen  R.  Gale, 
assistant  professor,  pharmacology;  Dr.  Sidney  Katz, 
assistant  professor,  physiology. 

Dr.  Pauline  M.  Cooke,  research  associate  in  electro- 
encephalography; Dr.  Bartley  E.  Antine,  instructor  in 
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ophthalmology;  Mr.  Lawrence  A.  Simpson,  assistant 
in  vocational  rehabilitation  counseling.  Dr.  Hulda  J. 
Wohltman,  associate  professor,  pediatrics. 

Mr.  Thomas  S.  Hargest,  instructor  in  surgery;  Dr. 
Lewis  J.  Griffith,  instructor  in  bacteriology;  Miss  Mary 
E.  Wesley,  research  assistant  in  pediatrics;  Dr.  Isaac 
S.  H.  Metcalf,  associate  professor,  anatomy. 

Also  appointed  were  Dr.  Peter  Hairston,  assistant 
p.ofessor  of  surgery  (thoracic);  Dr.  Robert  L.  Gal- 
phin,  Jr.,  associate  in  medicine;  and  four  physicians 
from  the  U.  S.  Naval  Hospital  in  Charleston  have 
received  clinical  appointments  in  the  Department  of 
surgery.  They  are  Capt.  John  R.  Palmer,  Lt.  Com- 
manders Charner  W.  Bramlett,  Richard  W.  Martin 
and  John  Henry  Giles. 


Roper  Nurses  Appreciation  Day 

The  Board  of  Commissioners  and  Staff  of  Roper 
Hospital  gave  the  First  Annual  Nurses  Appreciation 
Day  Reception  in  honor  of  the  Nursing  Staff  at  Roper 
in  recognition  and  appreciation  of  their  untiring 
efforts  and  devoted  service  to  patients  and  their 
specialized  assistance  and  contributions  to  the  pro- 
fession of  medicine. 


Horry  County-Myrtle  Beach  Health 
Groups  Merge 

The  Myrtle  Beach  and  Horry  County  Health  De- 
partments. both  handicapped  by  a lack  of  funds  and 
personnel,  have  agreed  on  a joint  administration 
within  Myrtle  Beach. 

Dr.  G.  P.  Joseph,  Myrtle  Beach  City  Health  Officer, 
and  Dr.  E.  A.  Woodworth,  Director  of  the  Horry 
County  Health  Department,  will  share  the  ad- 
ministration of  the  State’s  Environmental  Health  In- 
spection and  Enforcement  Program  within  the  coastal 
city. 


GUIDES  TO  THE  EVALUATION  OF 
PERMANENT  IMPAIRMENT-THE 
RESPIRATORY  SYSTEM 

This  guide,  like  all  tire  others  in  the  series,  has 
been  designed  primarily  for  use  by  physicians. 

A limited  number  of  copies  of  this  guide  may  be 
obtained,  without  charge,  upon  written  request  to  the 
Committee  on  Rating  of  Mental  and  Physical  Im- 
pairment, 535  North  Dearborn  Street,  Chicago, 
Illinois,  60610. 


Twice  as  many  Americans— 65  million  in  all— re- 
ceive fluorides  in  their  drinking  water  today  than 
there  were  a decade  ago.  according  to  the  American 
Dental  Association. 

Health  authorities  estimate  that  at  least  three- 
fourths  of  the  American  people  are  inadequately  pro- 
tected against  smallpox  because  they  have  neglected  to 
be  revaccinated  against  it. 
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Rubella 

Because  of  the  prevalence  of  rubella  in  South 
Carolina,  the  following  portion  of  a release  on  the 
disease  is  published  as  a reminder. 

“Unless  complications  occur,  rubella  rarely  re- 
quires treatment.  Deliberate  exposure  of  girls  to 
rubella  before  they  reach  the  childbearing  age  has 
been  advocated  by  many.  However,  this  carries  with 
it  the  danger  of  spreading  the  infection  through 
these  girls  to  their  mothers  or  other  close  contacts  who 
may  be  pregnant. 

If  a woman  has  been,  or  is  thought  to  have  been, 
infected  with  rubella  in  early  pregnancy,  usually  she 
is  given  an  injection  of  gamma  globulin  as  soon  as 
possible.  This  provides  temporary  protection  against 
the  infection.  Although  it  prevents  German  measles,  it 
is  not  yet  known  if  it  will  insure  a normal  baby.  Some 
research  suggests  that  it  may  only  suppress  the  symp- 
toms without  preventing  the  infection  which  can 
cause  damage  in  the  infant.  Many  scientists  believe 
that  convalescent  gamma  globulin  ( prepared  from 
blood  of  a person  convalescing  from  the  disease  and 
much  higher  in  potency)  may  afford  better  protection 
than  gamma  globulin  prepared  from  other  sources. 

During  the  epidemics  of  the  past  few  years,  which 
have  resulted  in  possibly  20,000  deformed  babies, 
some  couples,  unwilling  to  face  the  risk  of  bearing  a 
malformed  child,  requested  and  received  termination 
of  pregnancy.  But  for  religious,  legal,  medical  and 
other  reasons,  such  an  act  may  be  impossible  or  not 
acceptable  to  a great  many  more  persons. 

Although  to  date  no  effective  treatment  of  a preg- 
nant woman  infected  with  rubella  early  in  pregnancy 
can  insure  that  her  baby  will  be  born  normal,  recently 
the  picture  became  more  hopeful.  The  virus  of 
rubella  was  isolated.  That  is  the  first  step  toward 
developing  immunization  against  the  disease.  When 
developed,  such  a vaccine— similar  to  that  against 
measles  and  polio— will  be  used  to  vaccinate  girls  be- 
fore they  reach  the  childbearing  age.  Thus  they  will 
be  safeguarded  against  rubella. 

Infants  born  after  a pregnancy  complicated  by 
rubella  should  be  carefully  examined  at  birth  for 
possible  congenital  malformations.  Since  some  of 
these  infants  are  capable  of  spreading  the  infection, 
isolation  has  been  recommended.  Regular  follow-up 
examinations  are  indispensable  even  in  infants  ap- 
parently normal  at  birth,  because  certain  defects  like 
partial  hearing  loss  and  mental  retardation  may  not 
become  evident  until  later.  For  many  of  the  con- 
genital malformations,  such  as  cataracts,  glaucoma, 
and  congenita!  heart  defects,  surgery  is  now  possible. 
Early  diagnosis,  treatment  and  rehabilitation  will 
improve  the  outlook  for  many  infants  born  with  the 
“rubella  syndrome.” 

Prepared  by  Jane  S.  Lin-Fu.  M.  D.,  Pediatric  Con- 
sultant, Division  of  Health  Services,  Children’s 
Bureau,  Welfare  Administration,  U.  S.  Department 
of  HEW. 
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WHY  SOUTH  CAROLINA’S  HIGH  VD  RATE? 


R.  Wilson  Ball,  M.  D.,  Columbia,  S.  C. 


It  has  been  stated  repeatedly  that  South  Carolina 
has  the  dubious  honor  of  ranking  third  of  all  states  in 
the  Union  in  its  high  rate  of  venereal  disease.  The 
honor  is  more  dubious  when  we  consider  that  55% 
of  our  cases  are  among  teenagers  and  young  adults. 

On  the  other  hand,  the  honor  isn’t  quite  so  dubious 
when  we  realize  that  our  high  rate  reflects  the  large 
number  of  cases  being  brought  to  light  through  the 
casefinding  and  educational  activities  of  the  South 
Carolina  Venereal  Disease  Control  Program  and  the 
cooperation  of  the  medical  profession  in  reporting 
VD  cases. 

Over  6,000  cases  of  late  syphilis  alone  were  re- 
ported in  South  Carolina  in  1956.  The  VD  Control 
Program  brought  this  down  to  850  reported  cases  in 
1965.  The  early  infectious  cases,  however,  rose  from 
105  in  1955  to  870  cases  reported  in  1965  (see 
chart).  This  means  that,  while  the  tremendous  reser- 
voir of  late  cases  has  been  markedly  reduced,  more 
and  more  new  cases  are  being  uncovered.  Why?  The 
reasons  are  manifold. 

Our  VD  investigators  are  well  educated,  carefully 
selected,  highly  trained,  and  dedicated  to  their  jobs 
of  ferreting  out  cases  of  venereal  disease,  especially 
cases  of  early  infectious  syphilis.  This  is  accomplished 
by  interviewing  patients  for  sexual  contacts  and 
following  up  on  suspected  cases.  Due  to  the  mild- 
ness of  the  early  symptoms  of  syphilis,  many  patients 
do  not  realize  that  they  are  infected  and,  therefore, 
do  not  seek  treatment.  Accordingly,  many  cases  would 
never  be  discovered  except  for  the  efforts  of  the  VD 
investigators.  A high  VD  rate  is  in  large  part  due  to 
their  persistence  in  finding  these  cases  early,  having 
them  brought  in  for  examination  and  treatment  if 
necessary,  and  thus  preventing  their  spread.  In  the 
absence  of  these  investigators,  who  find  so  many 
cases,  our  VD  rates  would  drop— but  the  cases  would 
still  be  there,  undetected,  spreading  the  disease  to 
others.  If  our  small  field  staff  were  doubled  through 
additional  funds,  our  rates  would  go  UP  instead  of 
down  — meaning  that  more  infectious  cases  would  be 
i found  and  brought  to  examination  and  treatment. 
Without  additional  funds  — state,  federal,  or  other- 
wise — we  might  well  expect  the  cases  to  go  on  and 
on  the  disease  to  continue  to  spread— unrecognized, 
untreated,  and  unreported. 

A national  survey  in  1962  revealed  that  private 
physicians  in  South  Carolina  reported  a higher  per- 
centage of  their  cases  than  private  physicians  in 
any  other  state  reporting.  This  represents  excellent 
cooperation  with  the  State  Board  of  Health  and  a 
; desire  on  the  part  of  private  physicians  to  assist  in 
' the  solution  of  our  VD  problem.  Should  the  medical 
profession  fail  to  report  their  cases  of  venereal  dis- 


ease, the  reported  VD  rates  would  drop  almost  over- 
night. 

The  State  Board  of  Health  Laboratory  and  other 
laboratories  in  the  state  are  now  reporting  to  the  State 
Board  of  Health  their  positive  reactions  on  all  blood 
specimens  submitted.  Without  these  reports,  once 
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again  the  rates  would  drop  as  there  would  be  little 
chance  of  follow  up  on  those  reactive  serologic  tests 
which  might  mean  syphilis. 

Educational  programs  on  venereal  diseases  are  con- 
ducted through  all  available  media  — TV,  radio, 
literature,  motion  pictures,  lectures,  etc.  to  both  lay 
and  professional  groups.  Venereal  disease  educational 
programs  have  been  conducted  in  almost  every  high 
school  and  in  many  colleges  in  the  state,  either  by  a 
staff  physician,  the  VD  Nursing  Consultant,  VD  in- 
vestigators, or  representatives  of  the  local  health  de- 
partments. Usually  such  programs  are  followed  by 
individuals  voluntarily  reporting  to  private  physicians 
or  county  health  departments  for  examination  or 
treatment,  or  both,  as  a direct  result  of  such  pro- 
grams. This  results  in  a rise  of  VD  rates  in  the  areas 
involved. 

According  to  the  latest  report  from  the  U.  S.  Public 
Health  Service,  the  average  number  of  sex  contacts 
named  by  a patient  with  venereal  disease  in  South 
Carolina  is  almost  twice  that  of  the  national  average, 
with  South  Carolina’s  13-19  age  group  yielding  more 
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sexual  contacts  per  patient  than  any  other  age  group. 
From  January  1965  through  November  1965,  775 
cases  of  early  infectious  syphilis  were  reported.  Of 
these,  7 would  not  name  any  contacts,  221  named  1 
to  2 contacts  each,  341  named  3 to  5 contacts  each, 
and  223  named  from  6 to  73  contacts  each. 

Based  on  the  above  it  would  appear  that  pro- 
miscuity is  the  basic  reason  for  our  high  venereal  dis- 
ease rate.  The  formula  is  simple:  the  more  pro- 
miscuity, the  more  sexual  contacts;  the  more  contacts, 
the  more  possibility  of  exposure  to  venereal  disease; 


the  more  possibility  of  exposure,  the  more  probability 
of  venereal  infection. 

It  is  our  job  to  find  and  treat  venereal  disease  as 
soon  as  possible  in  order  to  prevent  its  spread  rather 
than  to  pass  judgment  on  the  morals  of  the  public. 
We  do  know,  however,  that  indiscriminate  indulgence 
in  sexual  relations  outside  of  marriage  may  sooner  or 
later  lead  to  contact  with  someone  with  venereal  dis- 
ease and  result  in  further  spread  of  the  infection.  The 
longer  our  promiscuous  behavior  pattern  continues, 
the  more  cases  of  venereal  disease  we  can  expect. 


New  Pharmaceutical  Specialties 

bv  Paul  De  llaen 

For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

New  Single  Chemicals — Drugs  not  previously 
known,  including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

NEW  SINGLE  CHEMICALS 
THIOGUANINE 
Cancer  Chemotherapy.  Rx 

Manufacturer:  Burroughs  Wellcome  & Co. 

(U.S.A.)  Inc. 

Nonproprietary  Name:  Thioguanine. 

A close  relative  of  mereaptopurine.  An  anti- 
metabolite which  blocks  purine  metabolism. 

Indications:  Treatment  of  acute  leukemia  and 
chronic  granulocytic  leukemia. 

Dosage:  Usual  initial  dose  is  approximately 
2 mg/ kg  body  weight/ day  orally.  May  be 
cautiously  increased  to  3 mg/kg/day.  Total  daily 
dose  may  be  given  at  one  time,  and  it  is  usually 
calculated  to  the  closest  multiple  of  20  mg. 

Supplied  as:  Tablets  40  mg.  Bottles  of  25. 

DUPLICATE  SINGLE  PRODUCTS 
CORTENEMA 
Hormones-Corticoids.  Rx 
Retention  Enema 

Manufacturer:  Rowell  Laboratories  Inc. 

Composition:  60  ml  unit:  Hydrocortisone  alcohol 
100  mg  in  aqueous,  isotonic  saline  containing 
methylcellulose  as  a suspending  agent  and  emol- 
lient; polysorbate  80,  and  0.18%  methylparaben 
and  0.02%  propylparaben,  as  preservatives. 

A suspension  of  partially  solubilized  hydro- 
cortisone alcohol,  with  a new  therapeutic  ap- 
proach. 

Indications:  As  an  adjunct  in  the  treatment  of 
idiopathic  nonspecific  ulcerative  colitis. 

Topical  Effect:  Most  useful  in  cases  involving 
the  rectum,  sigmoid  and  left  colon. 

Systemic  Action:  In  certain  cases  extending  to 
the  transverse  and  ascending  colon. 

Dosage:  One  (1)  unit  daily  for  two  or  three 
weeks  and  every  second  day  thereafter.  Admin- 
istered intrarectally  in  the  evening  before  retiring. 

Supplied  as:  Disposable,  single-dose  unit  con- 
sisting of  a flexible  plastic  container  with  a lubri- 
cated applicator  tip. 

In  boxes  of  7 single-dose  units. 


NEW  COMBINATION  PRODUCTS 
ACCELERASE 

Enzymes  Digestive,  o-t-c 
Manufacturer:  Organon,  Inc. 

Composition:  Capsules: 

Pancrelipase  Approx.  165  mg. 

Lipase  1,000  Organon  u. 

Amylase,  equiv.  to  a minimum  of  750  mg. 

Pancreatin  N.F. 
Trypsin,  equiv.  to  a minimum  of  600  mg. 

Pancreatin  N.F. 
Other  pancreatic  enzymes  derived  from  hog 
pancreas. 

Mixed  conjugated  bile  salts  65  mg. 

.Cellulase  2 mg. 

Calcium  Carbonate  20  mg. 

Combines  digestive  activity  of  concentrated 
pancreatic  enzymes  with  bile  salts  and  cellu- 
lase. 

Indications:  Functional  digestive  disorders 

arising  from  temporarily  impaired  secretory 
activity  of  the  digestive  tract. 

Dosage:  One  to  two  capsules  with  each  meal. 
Supplied  as:  Capsules.  Bottles  of  60. 

ACCELERASE-PB 
Enzymes  Digestive.  Rx 
Manufacturer:  Organon,  Inc. 

Composition:  Capsules: 

Pancrelipase  Approx.  165  mg. 

Lipase  1,000  Organon  u. 

Amylase,  equiv.  to  a minimum  of  750  mg. 

Pancreatin  N.F. 

Trypsin,  equiv.  to  a minimum  of  600  mg. 


Pancreatin  N.F. 

Other  pancreatic  enzymes  derived  from  hog 
pancreas. 

Mixed  conjugated  bile  salts  65  mg. 

Cellulase  2 mg. 

Calcium  Carbonate  20  mg. 

Belladonna  alkaloids  (levorotatory) 

87.5%  hyoscyamine  and  12.5%  atropine  as 
sulfate  0.2  mg. 

Phenobarbital  16  mg. 


Combines  digestive  activity  of  concentrated 
pancreatic  enzymes  with  bile  salts,  cellulase, 
belladonna  alkaloids  and  phenobarbital. 
Indications:  Symptomatic  therapy  for  the  multi- 
faceted problems  of  certain  functional  disorders  of 
the  upper  digestive  tract,  as  well  as  related  upper 
abdominal  distress  arising  from  emotionally  trig- 
gered impairment  of  secretory  or  motor  digestive 
activity. 

Dosage:  One  (1)  capsule  three  times  a day  with 
meals. 

Supplied  as:  Gray  and  white  capsules.  Bottles 
of  60. 
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K-LYTE 

Potassium  Supplement.  Rx 
Manufacturer:  Mead  Johnson  & Co. 

Composition:  Effervescent  Tablet,  supplies: 
Potassium  Bicarbonate  2.5  Gm. 

(25  mEq  elemental  potassium) 

Citric  Acid  2.1  Gm. 

With  cyclamic  acid,  artificial  flavor  and  color. 

In  water  becomes  potassium  citrate,  potassium 
bicarbonate  and  potassium  cyclamate. 
Indications:  For  therapy  or  prophylaxis  of 
potassium  deficiency. 

Dosage:  Adults:  1 tablet  dissolved  in  3 to  4 
ounces  of  water  two  to  four  times  daily,  depend- 
ing on  the  requirements  of  the  patient.  Two  tab- 
lets (50  mEq  of  potassium)  supply  the  approxi- 
mate daily  requirement  for  the  normal  adult. 

Supplied  as:  Effervescent  tablets  — box  of  30, 
each  tablet  individually  foil  wrapped. 

METHALOID 
Antiobesity  Preparation.  Rx 
Manufacturer:  S.  J.  Tutag  & Company 
Composition.  Granutab: 

Methamphetamine  HC1  10  mg. 

Amobarbital  60  mg. 

Tuloidin  (defatted  pork  thyroid)  150  mg. 

Appetite  depressant  combined  with  a sedative 
and  thyroid. 

Indications.  Appetite  depressant. 

Dosage:  One  (1)  Granutab  preferably  in  the 
morning,  with  or  immediately  after  breakfast. 


Supplied  as:  (Granutab  (sustained  release  tab- 
let). Bottles  of  100. 

R V PAQUE 
Dermatologic  Preparation 
Light  occlusion 

Manufacturer:  Paul  B.  Elder  Co. 

Composition.  Red  Petrolatum  (RVP) 

Zinc  Oxide 

2-ethoxyethyl  p-methoxycinnamate. 

In  a greaseless,  water  resistant  base  (Eldo- 
gel). 

A hydrophobic  ointment  which  acts  as  a total 
light  block  and  allows  no  tanning  rays  to 
pass. 

Indications:  Light  occlusion  (sun  screen). 
Dosage:  Apply  in  a uniformly  thin  film  to 
area  involved. 

Supplied  as:  One-half  ounce  tubes. 

XYNISONE 

Hormones-Cortieoids.  Rx 
Manufacturer:  B.  F.  Ascher  & Co.  Inc. 
Composition:  Prednisone  5 mg. 

Dihydroxyaluminum  Aminoacetate  300  mg. 

Buffered  prednisone  to  prevent  disagreeable 
side  effects  of  steroid  therapy. 

Indications:  Wide  range  of  conditions  for  which 
prednisone’s  antiinflammatory  effect  is  desired. 

Dosage:  One  to  four  tablets  four  times  daily  for 
3 to  7 days,  then  gradually  reduced  to  1 to  4 tab- 
lets daily. 

Supplied  as:  Tablets.  Bottles  of  100  and  500. 


Deaths 
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Dr.  Marguerite  Fisher 

Dr.  Marguerite  Florence  (Peggy)  Fisher,  47, 
Greenville  pediatrician  who  was  one  of  South  Caro- 
lina’s leading  personalities  in  promoting  quality 
education,  died  March  4 in  a Greenville  hospital  after 
a brief  illness. 

Dr.  Fisher  had  been  associated  with  the  Greenville 
Maternity  Shelter  Hospital,  the  PTA  and  other  com- 
munity activities  here.  Working  with  the  Maternity 
Shelter,  she  conducted  well-baby  clinics  there  for  a 
number  of  years.  She  also  conducted  well-baby 
clinics  at  the  Greenville  County  Health  Department. 

Dr.  Fisher  was  a graduate  of  Temple  University 
Medical  School  in  Philadelphia,  and  since  1948  had 
lived  in  Greenville  where  her  husband  had  practiced 
medicine. 


Dr.  R.  L.  Reaves 

Dr.  Robert  Lyde  Reaves,  89,  died  February  24  at 
his  home  near  Latta. 

He  graduated  from  Johns  Hopkins  in  the  late 
1890s  and  practiced  in  Marion,  Florence  and  Lake- 
land, Fla.,  before  returning  to  his  native  Dillon 
County  20  years  ago. 


Dr.  J.  Holman  Brodie 

Dr.  J.  Holman  Brodie,  79,  of  Wagener,  died 
Tuesday,  March  3.  He  was  a graduate  of  the  Medical 
College  of  South  Carolina  and  a former  mayor  of 
Wagener. 


Dr.  Claude  S.  Breedin 

Dr.  Claude  Singleton  Breedin.  born  in  1884,  died 
in  February,  1966.  Dr.  Breedin  graduated  from  the 
Medical  College  of  South  Carolina  in  1912.  He 
practiced  first  in  Anderson  and  later  in  Pickens. 


Dr.  Arthur  Rivers 

Dr.  Arthur  Lee  Rivers.  59.  of  Charleston,  a past 
president  of  the  Medical  Society  of  South  Carolina, 
died  unexpectedly  March  1 in  a local  hospital. 

Dr.  Rivers  was  born  in  Charleston  on  November 
27.  1907. 

He  was  a graduate  of  the  High  School  of  Charles- 
ton. the  College  of  Charleston;  and  the  Medical  Col- 
lege of  South  Carolina,  class  of  1933. 

He  was  on  the  teaching  staff  of  the  Medical  Col- 
lege, in  addition  to  maintaining  a private  practice. 
He  had  served  as  civilian  consultant  to  the  U.  S. 
Naval  Hospital  and  as  director  of  obstetrics  and 
gynecology  at  both  Roper  and  St.  Francis  Xavier 
I lospitals. 

He  was  elected  president  of  the  Medical  Society 
of  S.  C.  in  1963,  was  past  president  of  the  S.  C. 
Obstetrical  and  Gynecological  Society,  and  was 
vice-president-elect  of  the  South  Atlantic  Asso- 
ciation of  Obstetricians  and  Gynecologists  at  the  time 
of  his  death.  He  was  a member  of  the  St.  Andrew’s 
Society. 
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EXHIBITORS 


Acta-Fax  Business  Machines 

Acta-Fax  Business  Machines,  1244  Laurel  Street, 
Columbia,  S.  C.  will  display  the  world’s  first  com- 
pletely automatic  Electrostatic  Office  Copier,  the 
Savin  “Sahara  200.” 

This  is  the  first  machine  on  the  market  to  make 
copies  to  the  exact  size  of  the  original. 

Copies  are  permanent  and  no  color  of  ink  is  re- 
strictive. The  machine  is  excellent  for  copying  state- 
ments, insurance  claims,  laboratory  reports,  and 
EKG’s,  etc. 

The  S.  C.  Baptist  Hospital  Byerlv  Hospital,  Provi- 
dence Hospital  and  the  Moore  Clinic  have  already 
installed  this  versatile  office  copier. 


Arnar-Stone  Laboratories,  Inc. 

AMERICAINE  TOPICAL  ANESTHETIC  - 20% 
dissolved  benzocaine  in  a water-soluble  base  — oint- 
ment. liquid,  suppositories  and  aerosol  forms. 

MET  ALEX  — Anabolic,  respiratory  and  circulatory 
stimulant  — Vasodilator  combination  for  treatment  of 
symptoms  of  advancing  age  and  certain  auditory  and 
visual  defects. 

TETRASULE  — prolonged  protection  against  at- 
tacks of  angina  pectoris  — b.i.d.  dosage  of  PETN  with 
or  without  sedation. 


Ayerst  Laboratories 

Ayerst  Laboratories  invites  you  to  visit  its  exhibit 
(booth  #34)  where  “Premarin”  (a  brand  of  Con- 
jugated Estrogens  — Equine),  a drug  effective  in  re- 
lieving symptoms  of  the  menopause,  and  “Grisaetin” 
( an  improved  micro-sized  Griseofulvin ) in  our  new 
250  mg.  potency,  will  be  featured. 


Breon  Laboratories,  Inc. 

Breon  Laboratories,  Inc.  presents  a full  line  of 
products  for  the  care  of  patients  with  chronic 
obstructive  pulmonary  diseases.  Included  are 
ALEV  AIRE,  BRONKOMETER,  BRONKOSPRAY, 
BRONKOTABS,  BRONKOTAB  ELIXIR  and 
BRONKEPHRINE.  Supplying  a variety  of  formulas, 
dosage  forms  and  actions;  these  products  offer  both 
prophylaxis  and  therapy,  in  chronic  or  acute  condi- 
tions. to  all  ages.  Breon  personnel  will  gladly  discuss 
specific  products  and  therapies  with  you. 


Carnation  Company 

Carnation  Company  cordially  invites  you  to  visit 
Booth  #5,  where  Medical  Representatives  will  be 
pleased  to  welcome  members  and  guests  of  the  South 
Carolina  Medical  Association. 

Recent  literature  and  information  regarding  Car- 
nation Evaporated.  Carnation  Instant  Non-Fat  Milk, 
Carnation  Instant  Breakfast  and  New  Formula  Car- 
nalac  are  available. 

Any  question  pertaining  to  our  physician-researched 


material  for  use  in  your  practice  or  hospital  will  be 
cheerfully  discussed. 


Geigy  Pharmaceuticals 

C.eigy  Pharmaceuticals  cordially  invites  Members 
and  Guests  of  the  Association  to  visit  its  exhibit.  The 
exhibit  features  important  new  therapeutic  develop- 
ments in  the  management  of  cardiovascular  disease 
as  well  as  current  concepts  in  the  control  of  inflam- 
mation; hypertension  and  edema;  depression;  obesity, 
and  other  disorders,  which  may  be  discussed  with 
representatives  in  attendance. 


The  Macdonald  Company 

We  have  many  wonderful  surprises  awaiting  the 
members  of  the  S.  C.  Medical  Association.  We  are 
very  happy  to  have  the  opportunity  to  display  our 
products:  Background  Music  Systems,  Microfilm 

Products,  Copying  Products,  Billing  and  Statement 
Systems,  and  Overhead  Projectors. 


The  S.  E.  Massengill  Company 

Best  wishes  from  Massengill  to  the  South  Carolina 
Medical  Association  for  a most  successful  meeting. 
Our  representatives  will  welcome  the  opportunity  to 
discuss  products  of  interest  to  you.  On  display  will  be 
several  Massengill  specialty  preparations,  and  litera- 
ture will  be  available,  should  you  desire  it. 


Mead  Johnson  Laboratories 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service 
and  product  information.  To  make  your  visit  pro- 
ductive, specially  trained  representatives  will  be  on 
duty  to  tell  you  about  their  products. 


Ortho  Pharmaceutical  Corp. 

Welcome  to  booth  No.  42  where  ORTHO®  is  proud 
to  present  the  most  complete  line  of  medically  ac- 
cepted products  for  the  control  of  conception.  Also 
on  display  will  be  our  well-known  products  for  the 
treatment  of  various  forms  of  vaginitis.  Your  ques- 
tions will  be  welcomed. 


Palmedico,  Inc. 

Palmedico  welcomes  you  to  our  exhibit  which  will 
be  held  in  space  number  twenty-eight.  We  hope  that 
you  will  do  us  the  favor  to  drop  by;  and  in  return 
we  will  have  a favor  for  you.  At  this  meeting,  we 
will  feature  the  only  “different”  anti-obesity  product 
available— AMPHAPLEX.  In  addition  we  would  like 
to  introduce  our  family  of  anal-“G”-sics,  the  “G” 
family,  its  members  being  G-l,  G-2,  G-3  Caps  and 
Tablets  and  G-Lixir.  Also  AFLUHIST  FORTE,  our 
dual  purpose  URI  product. 
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Parke,  Davis  & Company- 

Medical  service  members  of  our  staff  will  be  in 
attendance  at  our  booth  to  discuss  important  Parke- 
Davis  specialties  which  will  be  on  display. 


Wm.  P.  Poythress  & Co.,  Inc. 

The  Poythress  exhibit  will  feature  Trocinate,  a 
unique,  direct-acting  (musculotropic)  antispasmodic 
drug,  and  the  Mudrane  combinations,  established 
Poythress  products  for  relief  of  bronchial  asthma. 
Solfoton.  Solfo-Serpine,  Panalgesic  and  Synirin  will 
be  featured.  Your  requests  for  literature  and  profes- 
sional trial  quantities  are  cordially  invited. 


A.  H.  Robins  Company,  Inc. 

You  are  cordially  invited  to  visit  the  Robins  display 
and  meet  our  representatives  who  will  be  happy  for 
the  opportunity  to  discuss  products  of  interest  to  you. 


G.  D.  Searle  & Co. 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Research. 

Featured  will  be  Enovid  for  ovulation  control  and 
pregnancy  and  menstrual  distrubances  and  Flagyl,  a 
potent,  new  triehomonacidal  agent  for  trichomonal 
vaginitis,  cervicitis,  urethritis  and  prostatitis. 


Smith  Kline  & French  Laboratories 

Representatives  will  be  on  hand  to  answer  your 
specific  questions  and  provide  information  on  their 
products  and  services. 


Warren-Teed  Pharmaceuticals,  Inc. 

You  are  cordially  invited  to  visit  the  Warren-Teed 
exhibit.  Booth  No.  15.  Featured  products  will  be 
MODANE®,  a nutritional  deconstipant  for  rehabilita- 
tion and  relief  of  the  atonic  bowel,  and  KAON®,  po- 
tassium therapy  well  tolerated  and  rapidly  absorbed  in 
Cl  tract  (potassium  gluconate  in  tablets  and  pala- 
table elixir).  Our  representatives  will  welcome  the 
opportunity  to  discuss  these  and  other  Warren-Teed 
specialty  items  with  you. 


Smith,  Miller  & Patch,  Inc. 

Smith.  Miller  & Patch.  Inc.  cordially  invites  you  to 
visit  their  exhibit.  Our  representatives  will  be  pleased 
to  discuss  the  latest  advances  in  therapy.  Featured  at 
our  exhibit  will  be:  Cephalgesic,  a new  product  for 
the  treatment  of  headache;  Lipoflavonoid,  Lipotriad, 
Vitron-C  and  Kondremul.  Also  featured  will  be  a 
range  of  topical  ophthalmic  preparations  including 
Vasocon-A,  an  antihistamine/  decongestant. 


Winchester  Surgical  Supply  Company 

“Carolinas’  House  of  Service” 

Serving  the  Medical  Profession  of  South  Carolina 
since  1919.  This  will  be  our  46th  consecutive  meet- 
ing to  attend  and  exhibit. 

We  invite  you  to  visit  our  booth.  No.  36,  where  you 


can  see  and  examine  the  latest  in  instruments  and 
scientific  apparatus.  Emory  Floyd,  Ray  Jackson  and 
R.  M.  Conder  will  be  there  to  greet  you. 


The  Stuart  Company 

A cordial  invitation  is  extended  to  all  members  and 
guests  attending  this  meeting  to  visit  the  Stuart  Com- 
pany booth.  Specially  trained  representatives  will  be 
in  attendance  to  answer  your  questions  on  new 
products,  developed  in  our  modern  laboratories,  which 
have  particular  interest  for  the  medical  profession. 
Products  featured  are  DIALOSE,  DIALOSE  PLUS, 
MYLICON,  MYLANTA,  STUART  PRENATAL, 
STUART  PRENATAL-F,  MULVIDREN-F  and 
MULVIDREN  JUNIOR. 


Syntex  Laboratories,  Inc. 

SYNALAR®  ( Fluocinolone  acetonide),  the  topical 
corticosteroid  designed  to  meet  specific  dermatologic 
needs,  will  be  featured  at  Booth  41.  SYNALAR  has 
set  a new  standard  of  success  in  the  treatment  of  a 
wide  range  of  inflammatory  dermatoses. 

Norinyl®  ( Norethindrone  2.0  mg  with  mestranol 
0.1  mg)  Tablets  an  original  steroid  from  Syntex 
Laboratories,  will  also  be  featured.  Norinyl  2 mg 
supersedes  barrier  methods  of  contraception. 

A warm  invitation  is  extended  to  all  physicians  at- 
tending this  meeting  to  visit  our  booth  and  discuss 
the  latest  developments  from  SYNTEX  research. 


General  Electric  Company 

General  Electric  X-Ray  Department  will  be  in 
Booth  22. 

Display  will  include  “Cardiac  Intensive  Care  Units” 
and  the  “Implantable  Cardiac  Pacemaker.” 


Westwood  Pharmaceuticals 

Westwood  invites  physicians  to  stop  by  their  booth 
to  discuss  their  unique  dermatological  products: 

Fostex  Cream  — Sebutone  — Sebulex  — Alpha-Keri 
Fostex  Cake  — Pernox  — Fostril  — Keri-Lotion 
These  products  are  particularly  suitable  for  per- 
sonal use  by  physicians  and  their  families  who  may 
be  plagued  with  dandruff,  acne,  dry  and  itchy  skin, 
and  sensitivities  to  soap.  Register,  so  that  we  may 
send  prescription  units  to  your  home. 


Endo  Laboratories  Inc. 

ENDO  LABORATORIES  will  present  the  latest 
clinical  information  relating  to  our  products,  COU- 
MADIN® (SODIUM  WARFARIN),  NUMORPIIAN® 
( OXYMORPI IONE ) HCL,  PERCODAN®,  PERCO- 
DAN®-DEMI,  IIYCOMINE®,  IIYCOMINE®-COM- 
POUND,  IIYCODAN®,  VALPIN®  (ANISOTRO- 
PINE  METHYLBROMIDE),  VALPIN®-PB  ( ANI- 
SOTROPINE  METHYLBROMIDE  WITH  PHENO- 
BARBITAL ). 


Eli  Lilly  and  Company 

Our  sales  representatives  in  attendance  welcome 
your  questions  about  Lilly  products.  You  may  be 
particularly  interested  in  discussing  KEFLIN®  Sodium 
Cephalothin,  or  C-QUENS  Sequential  folder  contain- 
ing fifteen  80-mcg  tablets  of  mestranol  plus  five  tab- 
lets each  combining  80  meg  mestranol  and  2 mg 
chlormadinone  acetate. 


Schering-  Corporation 

Schering  Corporation  invites  you  to  visit  their 
exhibit,  Booth  Space  No.  40  where  our  representa- 
tives will  be  available  to  discuss  with  you  any  ques- 
tions you  may  have  on  ETRAFON®,  AFRIN®, 
TINACTIN®,  CELESTONE®  SOLUSPAN(TM)  or 
any  other  Schering  product. 


Sealy  of  The  Carolinas,  Inc. 

We  are  going  to  display  Sealy  Posturepedic  inner- 
spring  and  foam  rubber  mattresses,  with  their  match- 
ing foundations  at  the  annual  meeting  which  will  be 
held  at  Myrtle  Beach. 

As  a matter  of  fact  I believe  that  we  have  displayed 
at  each  meeting  of  the  South  Carolina  Medical  Con- 
vention since  1954. 

Posturepedic  innerspring  is  the  original  of  the  so- 
called  “orthopedic”  types  of  innerspring  bedding.  The 
springs  for  this  remarkable  mattress  and  foundation 
are  manufactured  in  Sealys’  own  plant  in  Rensselaer, 
Indiana.  Posturepedic  was  developed  in  coordination 
with  prominent  members  of  the  medical  society. 
Posturepedic  is  advertised  in  various  journals  of  the 
American  Medical  Association.  Members  of  the  medi- 
cal profession  have,  since  1948,  been  authorized  to 
purchase  Posturepedic  at  special  medical  discount 
prices. 

Posturepedic  foam  rubber  is  unique  in  its  field, 
approaching  Posturepedic  innerspring  in  firmness,  yet 
being  particularly  attractive  in  view  of  the  fact  that 
it  is  non-allergenic,  does  not  need  to  be  turned,  and 
is  lighter  in  weight  than  its  innerspring  equivalent. 
Posturepedic  foam  rubber  includes  a 100%  latex  core 
with  Sealy  patented  “Dura-Edge”,  to  prevent  sagging 
at  edges. 

Sealy  of  the  Carolinas,  Inc.  will  be  represented  at 
the  meeting  in  Myrtle  Beach  by  Mr.  J.  S.  Watson, 
manager  of  our  Columbia,  S.  C.  warehouse. 
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.<ook,  Doctor, what  he  needs  is  a shot  of  penicillin. 


Itybe.  Maybe  not.  In  any  case,  he  needs  something  to  control  his  cough. 

I t's  the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
<3rgy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
<tion  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
ji  d the  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike, 
ben  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
bectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
ti  cough,  but  also  encourages  expectoration,  thus  easing  bronchial  obstruction, 
lie  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
( urinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 
( ntinuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
f y cause  addiction. 

bh  5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
ny  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
2'^g.;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
t /ahistine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 

Q iiacolate,  100  mg.  @ 


NOVAHISTINE  EXPECTORANT 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company.  Indianapolis 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 


MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 


S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 
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NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 

INCLUDES  OUT  PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling.  Medical  Director 
Staff  Members:  Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal  — Dr.  R.  B.  Thomas 


FOR  INFORMATION  CALL 
SUPERINTENDENT  252-4273 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 
AIR-CONDITIONING  THROUGHOUT 


superior  cleansing  action  H STOMASEPTINE  is 
“a  highly  effective  mucolytic  cleansing  agent”1 
that  removes  debris  and  flushes  out  secretions 
more  thoroughly  than  acid  douches.'  Alkaline 
STOMASEPTINE  "dissolves  and  removes  leukor- 
rheal  secretions”1- whereas  acid  douches  tend  to 
"coagulate  or  set  the  vaginal  contents.”2  Low  sur- 
face tension  and  release  of  nascent  oxygen  con- 
tribute to  deep  penetration  and  cleansingof  rugae. 

Contains:  sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— 

6 oz.  and  15  oz.  jars;  cartons  of  12  10-gm.  packets 

Literature  and  professional  supply  on  request. 

HARCLIFFE  LABORATORIES,  INC.  BROOKLYN,  New  Y 


enhances  specific  therapy  Thorough  cleansing 
of  the  vaginal  vault  with  STOMASEPTINE  en- 
hances the  effectiveness  of  specific  vaginitis 
therapy,  ensures  maximum  contact  of  topical 
medication  with  mucosa, 
excellent  patient  acceptance  Anti  pruritic  and 
soothing,  pleasantly  scented -patients  feel  “fresh 
and  clean.” 

1.  Weese,  H.:  Personal  Communication,  Sept.  25, 1964. 2.  Glynn, 
R.:  Obst.  & Gynec.  20:369,  1962. 
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HOW  IMPORTANT  IS  IS 

IN  YOUR  DIA6N0SES  OF  SMOOTH  MUSCLE  SPASM? 


^•J Philips  Roxane,  Inc 

— 


PERHAPS  VERY  IMPORTANT 


The  sphincter  of  Oddi  is  made  up  primarily  of  smooth  muscle 
fibers.  It  permits  the  gall  bladder  to  fill,  regulates  the  flow  of 
bile  and  pancreatic  enzymes  and  in  dysfunction  is  a primary 
cause  of  Biliary  Dyskinesia.  The  sphincter  of  Oddi  is  but  one  of 
five  major  foci  of  smooth  muscle  spasm  where  SPACOLIN® 
(Alverine  citrate)  acts  directly  with  rapid  onset  and  long  dura- 
tion. No  neurotropic  side  effects  because  Spacolin  is  a 
musculotropic  counter-spasmodic  unrelated  to  atropine  or 
atropine-like  drugs.  Spacolin  is  not  contraindicated  in  prostatic 
hypertrophy. 

SPACOLIN  ” (Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 

INDICATIONS:  Smooth  muscle  spasmolytic  for  use  in  spastic  colon,  spastic  conditions  of  the 
gastrointestinal  tract,  biliary  dyskinesia,  cholecystitis,  spasm  associated  with  peptic  ulcer,* 
achalasia,  pylorospasm,  spasm  attendant  to  diarrhea,  spastic  conditions  of  the  genitourinary 
tract  attributable  to  inflammation  and  calculi,  certain  primary  dysmenorrheas  and  as  an  aid 
in  cystoscopic,  esophagoscopic  and  gastroscopic  examinations.  DOSAGE:  One  tablet  after 
meals  1 to  3 times  daily  at  discretion  of  physician  When  treating  spasm  associated  with 
peptic  ulcer,  achalasia  or  pylorospasm,  administer  tablets  'h  hour  before  meals.  In  dys- 
menorrhea, one  tablet  3 times  daily  starting  at  onset  of  discomfort.  PRECAUTION:  Caution  is 
recommended  when  using  in  hypotensive  patients.  SIDE  EFFECTS:  In  common  with  other 
smooth  muscle  depressants,  Spacolin  temporarily  lowers  blood  pressure. 


smooth  muscle  sphincter  of  Oddi 


‘Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer  treatment  and  should 
not  be  neglected. 


PHILIPS  ROXANE  LABORATORIES  Division  of  Philips  Roxane,  Inc., 
Columbus,  Ohio 


smooth  muscle  of  urinary  bladder 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 


brand  of 

dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepe  suzette. 


Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  Vh  gr.  of  amobarbital  [Warning, 
may  be  habit  forming]. 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories 


now... introducing  a new  high-strength  dosage  fc 

SIGNED 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal1 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 


n\  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
1 tion  is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
orocesses  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice Adults  requiring  3 gm.  of  Signemycin  initially  should 
oave  liver  function  followed  carefully  and  the  dosage  should 
he  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B. 


ROERIG  AND  COMPANY 


Division,  Chas.  Pfizer  & 
Science  for  the  World’s 
New  York,  N.Y.  10017 


Co.,  Inc. 
Well-being® 


diet-rite  cola... 

America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Hoyal  Crown  Cola  Co. 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

. . . are  relieved  by  direct  musculotropic  action  with 


Trocinate 

BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar-coated  tablets. 


The  high  therapeutic  index  permits  dosage  sufficient  to  relieve 
spasm  promptly.  The  usual  initial  dose  is  4 tablets.  Maintenance  dosage 
is  usually  one  or  two  tablets  4 times  a day. 


Trocinate  BRAND  THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  DIPHENYLTHIOACETATE  HYDROCHLORIDE 

. . . directly  relaxes  smooth  muscle  spasm 
. . . combats  hypermotility 
. . . non-mydriatic  — may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found  in  three  clinical  studies,  (J.  Mo. 
Med.  Assoc.,  48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J.  Urol.,  73:487-93), 
to  be  effective  and  to  be  free  of  side-effects.  Fifteen  years  of  wide  clinical  usage  has 
affirmed  the  safety  and  effectiveness  of  Trocinate. 


WILLIAM  P.  POYTIIRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


First  aid  for  a button  popper 


Second  aid  for  a button  popper 
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, bamadex 

,N"  AMI*||J  [ *MINE  '>  •* 
**TH  HH’KOBAMATt 

SEQUELS 


y roviding  combined  anorexigenic-tranquilizing  action, 
A1ADEX  SEQUELS  Capsules  help  your  nonshrinking 
it  nts  to  establish  new  patterns  of  eating  less.  The  am- 
n unine  component  suppresses  the  appetite,  while  the 
e obamate  helps  allay  nervousness  and  tension.  And  for 
o patients,  the  sustained  release  of  the  active  ingredients 
rc  des  convenient  one-capsule-a-day  dosage. 

'le  Effects  commonly  associated  with  either  compo- 
ir  are  possible  but,  to  the  extent  these  are  dose-related, 
ic  should  normally  be  mild  and  infrequent,  since  the 
>t;  dosage  of  each  component  on  the  usual  one-capsule- 
ii  regimen  is  quite  low.  Also,  the  sedating  effect  of 
icjobamate  and  the  stimulating  effect  of  d-amphetamine 
life  tend,  to  some  extent,  to  cancel  each  other  out.  Ad- 
-r:  effects  not  peculiar  to  either  component  have  not 
;c reported.  Side  effects  associated  with  d-amphetamine 
line  include:  insomnia,  excitability,  increased  motor 
til ty,  confusion,  anxiety,  aggressiveness,  increased  li- 
d<  hallucinations,  rebound  fatigue,  depression,  dry 
oil,  anorexia,  nausea,  vomiting,  diarrhea  and  increased 
ripvascular  reactivity.  Effects  associated  with  meproba- 


mate include:  skin  rash,  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema,  fever  and 
transient  leukopenia;  also,  very  rarely,  fainting  spells,  angi- 
oneurotic edema,  bronchial  spasm,  hypotensive  crisis, 
anuria,  stomatitis,  proctitis  and  anaphylaxis.  Other  serious 
effects  have  occurred  after  concomitant  administration  of 
meprobamate  and  other  drugs.  Massive  overdosage  may 
produce  grave  effects. 

Precautions:  BAMADEX  SEQUELS  should  be  given 
only  under  close  supervision  to  patients  hypersensitive  to 
sympathomimetic  drugs,  with  cardiovascular  or  coronary 
disease  or  who  are  severely  hypertensive;  to  emotionally 
unstable  persons  and  to  epileptics.  Patients  should  be 
cautioned  not  to  drink  alcoholic  beverages  while  on  the 
drug,  and  not  to  drive  vehicles  if  they  become  drowsy.  In 
all  patients  kept  on  the  drug  for  long  periods,  the  drug 
should  be  withdrawn  gradually  to  avoid  possible  serious 
reactions. 

Contraindications:  Hyperexcitability,  agitated  prepsy- 
chotic  states  and  a history  of  previous  reactions  to  mepro- 
bamate. 


Bamadex  Sequels 

d-amphetamine  sulfate  ( 1 5 mg. ) Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


FDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


too  young 
to  be  so  tired 


revive  interest., .restore  activity 
Pron,Pa„  '"'#'AlertOnjC 


Each  45  cc.  (3  iablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
Bo),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholihet,  100  mg.;  inositolt, 
100  mg. ; calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  lor  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  knows  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Alertonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly. . .with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action. 

Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Cffccts:  Reports  ol  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoon ful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MF.R REEL  COMPANY 
Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio/Weston.  Ontario 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


gamut  of  home  remedies  without  success : 
pleasant-tasting  cremomycin  can  answe 
the  call  for  help.  It  can  be  counted  on  t 


consolidate  fluid  stools,  soothe  intestine 
inflammation,  inhibit  enteric  pathogen: 
and  detoxify  putrefactive  materials  — usi 
ally  within  a few  hours. 

cremomycin  combines  the  bacteriostati 
agents,  succiny Isu Ifath iazole  and  neom; 
cin,  with  the  adsorbent  and  protective  d< 
mulcents,  kaolin  and  pectin,  for  compn 
hensive  control  of  diarrhea. 

Indications:  Diarrhea.  Contraindications:  Kaoli 
Withhold  if  diverticulosis  is  present  or  suspecte 
Precautions:  Sulfonamide:  Continued  use  requir’ 
supplementary  administration  of  thiamine  and  vi', 


> 


i 


your  for 
Cremomycin 
can  provide  relief 


m K.  Neomycin:  Patient  should  be  observed  for 
4'  infections  due  to  bacteria  or  fungi.  Side  Effects: 
S'fonamide:  Sensitivity  reactions  may  occur  (e.g., 
*1  rashes,  anemia,  polyneuritis,  fever;  agranulo- 
fnsis  with  a fatal  outcome  has  been  reported). 
■Auction  of  thiamine  output  in  the  feces  and  of 
w min  K synthesis  has  been  observed.  Neomycin: 
■jsea,  loose  stools  possible, 
f ore  prescribing  or  administering,  read  product 
kiular  with  package  or  available  on  request. 


fomptly  relieves  diarrheal  distress 


Cremomycin 

^.TTTnT  a nnTTT?  a t 1/ 


NTIDIARRHEAL 


tnposition:  Each  30  cc.  contains  neomycin  sulfate 
p)  mg.  (equivalent  to  210  mg.  of  neomycin  base), 
fi  cinylsu Ifathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
B , pectin  0.27  Gm. 


C)MERCK  SHARP  &D0HME 


Division  of  Merck  L Co  . tuc  , West  Point.  Pa 


"ere  today’s  theory  is  tomorrow’s  therapy 


The  human  spine  is  not  engineers 
prolonged  sitting  at  desks,  pianos, 
writers  and  drafting  boards.  The  strt 
set  up  by  the  heavy,  forward-tilted 
and  trunk,  balanced  precariously  c 
insufficient  base,  result  in  strain  o 
dorsal  musculature,  particularly  a 
low  lumbar  level. 

The  unusual  muscle-relaxant  and  , 
gesic  properties  of  ‘Soma’  make  it  < 
dally  useful  in  the  treatment  of  low 
sprains  and  strains.  ‘Soma’  is  w 
prescribed  □ to  relieve  pain  □ to  i 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  managers 
muscle  spasm,  pain,  and  stiffness  in  a vari 
inflammatory,  traumatic,  and  degenerative  rr 
loskeletal  conditions.  It  also  may  act  to  non 
motor  activity  in  certain  neurologic  disturb, 

Contraindications:  Allergic  or  idiosyncratic 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central  mi 
system  depressants,  should  be  used  with  c, 
in  patients  with  known  propensity  for  taki , 
cessive  quantities  of  drugs  and  in  patient 
known  sensitivity  to  compounds  of  similar  r 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported  w 
frequency  is  sleepiness,  usually  on  highe 
recommended  doses.  An  occasional  patier 
not  tolerate  carisoprodol  because  of  an  ind 
reaction,  such  as  a sensation  of  weakness, 
rarely  observed  reactions  have  included  diz 
ataxia,  tremor,  agitation,  irritability,  headac 
crease  in  eosinophil  count,  flushing  of  fac 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  and 
penia,  occurring  when  carisoprodol  was 
istered  with  other  drugs,  has  been  reported, 
an  instance  of  fixed  drug  eruption  with  caris 
and  subsequent  cross  reaction  to  meprot 
Rare  allergic  reactions,  usually  mild,  haveir 
one  case  each  of  anaphylactoid  reaction  wi 
shock  and  angioneurotic  edema  with  resi 
difficulty,  both  reversed  with  appropriate  t 
In  cases  of  allergic  or  hypersensitivity  re, 
carisoprodol  should  be  discontinued  and  a\ 
ate  therapy  initiated.  Suicidal  attempts  rr 
duce  coma  and/or  mild  shock  and  res 
depression. 

Dosage:  Usual  adult  dose  is  one  350  mg 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  whiter 
and  250  mg.  orange,  two-piece  capsules. 
Before  prescribing,  consult  package  circuli 


for  the  relief 
of  low  back 
sprains  and  strai 

SOM/ 

(CARISOPROD 

Wallace  Laboratories,  Cranburj 


// 


All  Interns  are  Alike 


rr 


It  stands  to  reason.  They  all  go  through  the  same 
training;  thdy  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  sign 1 1 icant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 

eit^er-  TT.'.’.irwJ 

BAYER  . 

chil6ren 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  thi 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con- 
tinuous on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  (if  any)  of  “flushing.”  Also, 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res- 
piratory stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate, 
signs  of  senile  confusion.  Patients  become  more  alert, 
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less  confused  and  moody.  Personal  care,  memory, 
motional  stability,  social  attention  improve.  Fatigue, 
apathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 
permit  your  patients  to  enjoy  the  benefits  of  time- 
prolonged  nicotinic  acid/pentylenetetrazol  therapy, 
at  an  economical  price.  Dosage  is  only  one  tablet  every 
12  hours. 

Contraindications:  There  are  no  known  contraindica- 
• tions. 

J> recautions : Exercise  caution  when  treating  patients 
>vith  a low  convulsive  threshold. 


> ^ "First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  LABORATORIES 

L J Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
^ j A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol'  IT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol"  Time  Controlled  Tablet 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 
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Doctor, 


Here  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
cverweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


iXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet  helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can't  take  plain  amphetamine, 
put  her  on 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal1®  (pentobarbital)  to  calm  the  patient  and 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


it  all  long-release  vehicles  are 
ft*  same.  Here  is  why  the  Gradumet 
sdifferent  and  what  it  means 
c your  overweight  patients. 


i release  action  is  purely  physical  and  relies  on 
i one  factor  common  to  every  patient:  gastro- 
stinal  fluid.  There  is  no  dependence  on  enteric 
:o tings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
:etration  in  the  gastrointestinal  tract. 

)ur  patients  get  a measured  amount  of  medi- 
an, moment  by  moment,  throughout  the  day. 
ley  are  not  subjected  to  ups  and  downs  of 
lr  i release  ...  or  to  erratic  release  from  patient 
o atient  ...  or  to  erratic  release  in  the  same 
>aent  from  day  to  day. 


flat's  why  the  Gradumet  provides 

-(itrolled-release  as  well  as 
dg  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 


Front  Side 


DESBUTAL 15  Gradume 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


Front  Side 


samples  available 


: 

) 

ft 

L 

\ 

Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

At  an  anoreclic  m treatment  of 
obesity  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa- 
tients taking  a monoamine  oxidase  inhibitor  Nervousness 
oi  excessive  sedation  have  occasionally  been  observed, 
otlen  these  eltects  will  disappear  alter  a few  days  Use 
with  caution  in  patients  with  hypertension  cardiovascular 
disease,  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetic  drugs  Carelul  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all  day  appetite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  IS  contains  IS  mg  of  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  of  100  and  500 


SliCaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control— 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa 
tient  to  “watch  her  calories" 

A carefully  balanced  formula  ti 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

ol  low  and  non-caloric  sweeteners 


Press  out  tablets  from  this  side  lot  no  ?I4  1331 


CONTRAINDICATION:  Desoxyn  and  Desbutal 
contraindicated  in  patients  taking  a monoam- 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  v! 
hypertension,  cardiovascular  disease,  hyperL 
roidism,  old  age,  or  those  sensitive  to  sympab 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987l- 
Sucaryl  — Abbott  brand  of  low  and  non-caloric  sweeteners. 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTIL® 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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THE  DRUG  TO  LOWER  CHOLESTEROL... 

NICALEX 


(ALUMINUM  NICOTINATE) 


□ Reduces  cholesterol  by  15-30%  in  most  patients2 

□ Matches  nicotinic  acid  in  effective  reduction  of  elevated 
serum  lipids— but  with  minimized  tendency  to  cause  flushing3 

□ Simpler,  more  practical  than  diet1 


WALKE 


Division  of  Richardson-Merrell  Inc.,  Mount  Vernon,  New  York  10551 


NICALEX  Prescribing  Information:  COMPOSITION:  Each  tab- 
let contains:  Aluminum  Nicotinate  625  mg. -a  complex  con- 
sisting of  (approx.):  Aluminum  Hydroxydinicotinate  450  mg. 
and  Nicotinic  Acid  155  mg.  (Equivalent  in  activity  to  Nico- 
tinic Acid  500  mg.)  INDICATIONS:  The  primary  indications 
for  NICALEX  (Aluminum  Nicotinate)  are  to  reduce  the  serum 
cholesterol  and  total  lipid  levels  in  hypercholesteremia  and 
hyperlipemia.  It  may  also  be  useful  in  reducing  xanthomatous 
tissue  cholesterol  deposits.  PRECAUTIONS  AND  WARNINGS: 
Patients  with  peptic  ulcer,  liver,  or  gallbladder  disease 
should  be  observed  closely  while  taking  the  medication. 
Diabetic  patients  may  require  adjustment  of  diet  and  in- 
sulin dosage  in  the  event  of  decreased  tolerance.  Patients 
receiving  anti-hypertensive  drugs  of  the  adrenal-blocking 
type  should  be  watched  for  signs  of  postural  hypotension. 
Occasional  side  effects  of  Nicotinic  Acid  in  large  dosage 
are  decreased  glucose  tolerance  (resembling  diabetic-type 
curve)  sometimes  with  glycosuria,  temporary  activation  of 
peptic  ulcer,  transient  jaundice,  and  metabolic  disturbance 
of  liver  function  without  definite  hepatic  pathology.  These 
side  effects  were  found  to  be  reversible  upon  discontinuing 
nicotinic  acid  therapy.  Certain  transitory  skin  changes  have 
been  observed  with  nicotinic  acid  therapy.  These  include: 
dryness  of  the  skin  and  keratosis  nigricans,  particularly  in 
axillae.  SIDE  EFFECTS:  Administration  of  NICALEX  (Alumi- 
num Nicotinate)  may  produce  temporary  flushing  and  pruri- 
tus, also  mild  gastrointestinal  distress,  but  these  reactions 
are  transient  and  apparently  not  serious.  DOSAGE:  The  adult 
dose  is  2 to  4 tablets  t.i.d.  with  meals.  HOW  SUPPLIED:  In 
bottles  of  100  and  1000.  CAUTION:  Federal  law  prohibits 
dispensing  without  prescription.  REFERENCES:  1.  Parsons, 
W.B.,  Jr.,  Mayo  Clin.  Proc.,  40:822,  1965.  2.  Goldsmith, 
G.A. , Amer.  J Dig.  Dis.,  9:651,  1964.  3.  Boyle,  E.,  Jr..  J. 
Amer.  Geriat.  Soc.,  10:822,  1962.  U.S.  Patent  2,970,082 


DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg,; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg,; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactiiase,  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied : Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 

Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  me 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality  - the  Priceless  Ingredient 


For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE  MARK  ® 


things  go 

better,! 

^with 

Coke 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


Obstetrical  or  post— surgical  patients 
requiring  a dependable  increase  in 
hemoglobin  will  receive  as  much  iron 
(250  mg.  in  a 5 cc.  ampul)  as  in  one 
pint  of  blood.  Imferon  (iron  dextran 
injection)  is  less  expensive  and  it  avoids 
the  well-recognized  hazards  of  whole 
blood  transfusion.  When  patients 
cannot— or  cannot  be  relied  upon  to— 
take  oral  iron,  Imferon  (iron  dextran 
injection)  will  rapidly  supply  needed 
iron  for  reserve  stores, 


ONE  PINT  THAN  ONE  5 CC. 

OF  BLOOD  AMPUL  OF 

PROVIDES 

NO  MORE 

IRON 


IMFERON® 

(iron  dextran  injection) 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 

(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb./lOO  cc.  of  blood,  ranges  from  0,5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
The  total  iron  requirement  for  the  individual  patient  is  readily 
obtainable  from  the  dosage  chart  in  the  package  insert.  Deep 
intramuscular  injection  in  the  upper  outer  quadrant  of  the 
buttock,  using  a Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS;  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylactoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported.  Initial  test  doses  of 
0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses,  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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Blood-glucose 
screening  for  aM 
your  patients? 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions1 


DEXTROSTIX  is  not  intended  to  replace 

the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix?  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance-for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


Yes— aM  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRII\T 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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The  cpain  Is  Qone 


Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 

‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning-May  be  habit  forming).  Phenacetin  gr.  21/2, 

Aspirin  gr.  3V2,  Caffeine  gr.  V2. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y.^ 


60-A 


The  Journal  of  the  South  Carolina  Medical  Association 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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Westbrook  Psychiatric  Hospital,  Inc. 

FOUNDED  1911 

Richmond,  Virginia 


A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

J.  McDERMOTT  BARNES,  M.D. 
Associate 


R.  H.  CRYTZER 
Administrator 


BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 

WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  266-9671 


Thank  You  For  Your  Support  Of  The  New  Major  Medical  Plan 
Recommended  By  The  S.  C.  M.  A.  Insurance  Committee. 


Over  200  members  have  already  insured  themselves  and 
their  families  for  this  outstanding  health  program. 
CATASTROPHE  H.  E.  L.  P.  (Health  Expense  Loss  Pro- 
tection) is  not  only  new  — it  is  different  — an  entirely 
new  concept  in  protection  for  medical  expense  loss  — a 
broader  and  more  comprehensive  coverage  for  In-Hospital 
and  Out-of-Hospital  care. 

Members  are  being  contacted  on  a county  by  county 
basis.  Requests  for  information  from  any  member  in  the 
state  under  age  65  will  be  answered  promptly. 
Catastrophe  H.  E.  L.  P.  is  underwritten  by: 

AMERICAN  HEALTH  AND 
LIFE  INSURANCE  COMPANY 

and  is  administered  by: 

J.  BOYCE  TALBERT,  JR.,  Regional  Manager 
HENRY  H.  HATCHELL,  JR.,  Representative 
P.  O.  Box  469,  Florence,  S.  C. 


NORPRAMIN 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI DEPR  ESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


LAKESIDE 


Indications:  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  "bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg,,  in  bottles  of 
50,  500  and  1000. 
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In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (Thiamine Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  me 

Niacinamide  100  me 

Vitamin  C (Ascorbic  Acid)  300  me 

Vitamin  B6  (Pyridoxine  HCI)  2 m( 

Vitamin  B)2  Crystalline  4 megn 

Calcium  Pantothenate  20  me 


Recommended  intake:  Adults,  1 capsul 
daily,  for  the  treatment  of  vitamin  d« 
ficiencies.  Supplied  in  decorative  “rt 
minder”  jars  of  30  and  100;  bottles  of  501 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River, 


N. 


In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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from 

Tempest 


to 

Tranquility 


in  the  prolonged  control 
of  gastric  hyperacidity 

spasmasorb 

antacid— antispasmodic 


SPASMASORB  combats  gastric  discomfort  and  pain  by  forming  a protective 
coating  over  mucosa,  reducing  acidity  and  inhibiting  spasm.  Indicated  in  the 
treatment  of  peptic  ulcer,  gastritis,  cholecystitis,  biliary  dyskenesia,  spastic 
colitis  and  gastrointestinal  spasm.  Contains  ADIPHENINE  HYDROCHLORIDE,  a 
parasympatholytic  agent  and  highly  effective  antispasmodic  that  acts  directly 
on  the  smooth  muscle,  with  local  anesthetic  effect  on  gastric  mucosa;  PHARMA- 
SORB,  known  for  its  distinctively  high  adsorptive  and  marked  acid  neutralization 
properties;  and  PENTOBARBITAL  SODIUM,  an  efficient  mild  sedative  and  spasmo- 
lytic that  is  of  particular  value  in  the  relief  of  pain  due  to  smooth  muscle  spasm 
accompanied  by  "nervous  tension."  CAUTION:  Federal  law  prohibits  dispensing 
without  prescription. 


Now  Available  in  Both  Tablet  and  Liquid  Form! 

Average  Adult  Dose:  Orally,  two  to  four  tablets  or  two  to  four 
teaspoonfuls  before  each  meal,  or  as  directed  by  physician. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 
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or  psychic  tension? 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 
with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  ( diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  sucb  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


VallUm(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


heart  disease 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychon 
rotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurij 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d. ; alcoholism,  10  mg  t.i.d  I 
q.i.d.  in  first  24  hrs,  then  S mg  t.i.d.  or  q.i.d.  as  needed;  mul 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q| 
Geriatric  patients:  1 or  2 mg/day  initially,  increase  gradualljj 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsj 

disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patiei 
anil  should  not  be  employed  in  lieu  of  appropriate  treatment.! 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  eldJ 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  precl| 
ataxia  or  oversedation.  Advise  patients  against  possibly  haz 
ous  procedures  until  correct  maintenance  dosage  is  establish! 
driving  during  therapy  not  recommended.  In  general,  concurij 
use  with  other  psychotropic  agents  is  not  recommended, 
patients  of  possible  combined  effects  with  alcohol.  Safe  usil 
pregnancy  not  established.  Observe  usual  precautions  in  impal 
renal  or  hepatic  function  and  in  patients  who  may  be  suicil 
periodic  blood  counts  and  liver  function  tests  advisable  in  lcj 
term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatil 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzir| 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  spe 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,! 
pression,  stimulation,  sleep  disturbances  and  hallucinations)! 
changes  in  ELG  patterns.  Abrupt  cessation  after  prolonged  o| 
dosage  may  produce  withdrawal  symptoms  similar  to  those  ( 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  for 
venience  and  economy  in  prescribing. 
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Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 
TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perception 
and  also  reducing  mental  and  muscle  tension. 


TRANCO-GESIC' 

tablets 

chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


l/v/nfhrop 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 


TRANCO-GESIC  is  so  well  tolerated  it  can ! 
prescribed  for  anyone  who  can  take  aspirin 
is  non-narcotic,  and  free  from  dangers  of 
addiction,  habituation,  or  dependence. 
TRANCO-GESIC  is  effective  in  all  types  of  it 
and  moderate  pain.  Of  862  patients  who  we 
treated  with  chlormezanone  and  aspirin  for 
various  disorders,  88%  reported  excellent  c 
good  pain  relief.1 

Side  elfects  have  been  minor.  Occasionally  gastric  distres 
weakness,  sedation  or  dizziness  occur.  Reversible  choles : 
jaundice  has  been  reported  on  rare  occasions.  However, 
4,653  patients  treated  with  chlormezanone,  97.7%  had  no  £ 
effects.'  Contraindication:  just  one:  sensitivity  to  aspirin 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  daily 
Children  (from  5 to  12  years),  1 tablet  three  or  four  times  < > 
1.  Collective  studies,  Department  of  Medical  Research, 
Winthrop  Laboratories. 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 

IN  PLANT  SITE  SELECTION 


facts  count,  too,  in  selecting  health  care  coverage 


Companies  selecting  South  Carolina  sites  for  new  plants 
invested  over  half  a billion  dollars  on  new  manufactur- 
ing facilities  in  1965,  more  than  double  the  previous 
year's  record.  This  brings  the  new  industrial  investment 
figure  for  the  past  six  years  to  a high  of  nearly  two  bil- 
lion dollars.  During  this  period,  well  over  100,000  new 
job  opportunities  were  created  in  South  Carolina. 

Many  facts  count  for  companies  in  selecting  plant  sites. 
A ready  labor  market,  low  utility  costs,  favorable  tax 
rates,  and  the  total  cultural  environment  of  the  area 
are  some  of  the  facts  that  count  for  companies  coming 
to  the  Palmetto  State. 


Facts  about  health  care  coverage  count  for  companies 
when  they  review  employee  benefits.  Some  2,500  South 
Carolina  companies  have  already  made  the  facts  count. 
They  have  chosen  Blue  Cross  and  Blue  Shield.  It’s  the 
realistic  health  care  program  because  coverage  is  based 
on  the  actual  care  required  for  recovery.  Another  fact 
that  counts  for  new  as  well  as  long-time  South  Carolina 
industries  . . . dues  are  determined  by  the  health  care 
needs  of  South  Carolinians. 

Call  your  experienced  Blue  Cross  and  Blue  Shield  rep- 
resentative soon.  When  he  has  given  you  all  the  facts 
about  health  care  coverage,  you’ll  choose  Blue  Cross 
and  Blue  Shield. 


Blue  Cross -Blue  Shield, 


This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  77  — Before  treatment—  After  treatment  — with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT*  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 


measures  taken.  Use  on  infected  areas  should  be  att 
with  caution  and  observation,  bearing  in  mind  the  pc 
spreading  of  infection  and  the  advisability  of  disconl 
therapy  and/or  initiating  antibacterial  measures.  Gene 
dermatological  conditions  may  require  systemic  corti 
oid  therapy.  Steroid  therapy,  although  responsible  for 
sions  of  dermatoses,  especially  of  allergic  origin  cannol 
pected  to  prevent  recurrence.  The  use  over  extensiv 
areas,  with  or  without  occlusive  nonpermeable  dr< 
may  result  in  systemic  absorption.  Appropriate  prec1 
should  be  taken.  When  occlusive  nonpermeable  dii 
are  used,  miliaria,  folliculitis  and  pyodermas  will  son' 
develop.  Localized  atrophy  and  striae  have  been  r<  1 
with  the  use  of  steroids  by  the  occlusive  technique  ft 
occlusive  nonpermeable  dressings  are  used,  the  pi] 
should  be  aware  of  the  hazards  of  suffocation  and  f '1' 
bility.  The  safety  of  use  on  pregnant  patients  has  n<* 
firmly  established.  Thus, do  not  use  in  large  amount 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Gm.;  V2  lb.  jar. 


PHOTOGRAPHS  COURTESY  OF  M.  M.  Nl  *v  1 


Aristocort'  Topical  Ointment  0.1%  and  Cream  0.1%,  f 

-i-  • *i  a . • I Also  available  in  foam  form  and  with  ne 

Triamcinolone  Acetomde 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  Ne ' 


spring  1966 


DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


* *»x*< 


Duodenal  mucosa  with  ulcer  crater- 
Approx.  80X  Magnification. 


Loosening  epithelial  cells  of  nasal  mucosa  during 
early  stage  of  cold-Approx.  1800  X Magnification. 


this  issue:  partners  in  misery 


Partners  in  misery: 
common  cold  and  duodenal  ulcer’ 


1 century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.1 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.2  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


The  commonly  found  "clover-leaf”  roentgeno graphic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 
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Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 


pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti 
mation  was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 


t 


he  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved 
The  absence  of  curative  treatment  for  these  viral  infections  has 


spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.3  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 

Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 


I can  taste 9 
Doctor! 


On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 

decongestant  l 

Triaminic  tablvi*  j 


Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride 
Pheniramine  maleate 
Pyrilamine  maleate 


50  mg. 
25  mg. 
25  mg. 


One  tablet  on  arising,  in  midafternoon  and  at 
bedtime  assures  round  the-clock  relief.  You 
may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations, 
flushing,  dizziness,  nervousness  or  gastrointes- 
tinal upsets.  Precautions:  the  possibility  of 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy- 
pertension, heart  disease,  diabetes,  or  thyrotox- 
icosis. 

(Advertisement) 


substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
:nough  in  some  instances  to  cause  hematemesis  and 
nelena.4  It  has  been  suggested  that  interference 
vith  the  protective  mucous  layer  of  the  stomach 
tllows  this  to  happen.  There  is  no  evidence  that 
lypersecretion  occurs,  but  the  taking  of  aspirin  has 
>een  followed  by  exacerbation  of  ulcer  symptoms 
ind  occasionally  by  gastrointestinal  bleeding.0  The 
llcer  patient  with  a cold  should  take  salicylates  with 
in  antacid,  or  preferably  other  means  of  sympto- 
natic  relief  should  be  found. 


daffeine  has  two  actions  on  gastric  secretion.  One 
lirectly  stimulates  production  of  acid  and  the  other 
potentiates  the  out-pouring  of  gastric  juice  as  a 
esponse  to  other  stimuli.6  In  high  doses  to  animals, 
t has  produced  erosive  gastritis  and  peptic  ulcera- 
ion.  Caffeine-containing  beverages  are  discouraged 
or  the  ulcer  subject  and  forbidden  during  an  acute 
exacerbation.7  Many  cold  remedies  contain  caffeine. 

I To  sufferers  from  allergic  rhinitis  springtime  brings 
j jymptoms  of  nasal  obstruction,  loss  of  taste  and 
1 ;mell  and  malaise  similar  to  those  caused  by  viral 
nfection  but  due  instead  to  allergens  which  at  that 
ime  of  year  are  principally  tree  pollens.  Relief  from 
hese  symptoms  can  be  obtained,  though  not  wisely, 
j py  the  use  of  steroid  medication.  Unfortunately, 
| Tronic  sufferers  from  these  allergies  have  used  this 
ipproach  with  varying  degrees  of  success.  Steroid 
pormones  increase  gastric  secretion  and  delay  the 
pealing  of  experimental  ulcers.8,9  Clinically  their 
idministration  has  been  associated  with  reactivation 
pf  healed  duodenal  ulcers,  and  with  bleeding  and 
j perforation  which  were  not  always  preceded  by 
' jypical  ulcer  distress.  Because  of  these  harmful 
effects,  their  use  in  the  ulcer  patient  is  best  avoided 
for  other  than  serious  medical  problems  and  then 
3nly  with  adequate  antacid  coverage. 


lumming  up  it  is  immaterial  by  which  pathways 
the  malaise  and  lassitude,  depression  and  irritability 
activate,  an  ulcer,  but  it  is  the  physician’s  responsi- 
bility to  ensure  that  the  medications  he  selects  to 
relieve  the  symptoms  of  a cold  do  not  further  aggra- 
vate the  ulcer. 
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for  seasonal  colds 
and  nasal  allergies 

Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains:  ^ 12 .5  mg. 

Phenylpropanolamine  hydrochloride  g 25  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate 

Fnr  nasal  congestion  regardless  of  cause,  you  can  bring 
nuick  lasting  relief.  Magic?  Perhaps  so  to  your  little  patients. 
To  you  it’s  ^ound  therapy.  You  may  occasionally  encounter 
<;irle  effects:  drowsiness,  blurred  vision,  cardiac  palpi- 
tations flushing,  dizziness,  nervousness  or  gastrointesti 
nal  upsets  Precautions:  the  possibility  of  drowsiness  sh?n 
be  considered  by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with  hyper 
tension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

Over  185  million  doses  prescribed 
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The  human  spine  is  not  engin 
prolonged  sitting  at  desks,  piat 
writers  and  drafting  boards.  Thf 
set  up  by  the  heavy,  forward-ti 
and  trunk,  balanced  precariou 
insufficient  base,  result  in  stra 
dorsal  musculature,  particular 
low  lumbar  level. 


The  unusual  muscle-relaxant , 
gesic  properties  of  'Soma'  mak 
dally  useful  in  the  treatments 
sprains  and  strains.  ‘Soma’ 
prescribed  □ to  relieve  pain  C 
muscles  □ to  restore  mobility. 


Indications:  ‘Soma’  is  useful  for  mat 
muscle  spasm,  pain,  and  stiffness  in 
inflammatory,  traumatic,  and  degener; 
loskeletal  conditions.  It  also  may  act 
motor  activity  in  certain  neurologic  d 


Contraindications:  Allergic  or  idiosyr 
tions  to  carisoprodol. 


Precautions:  ‘Soma’,  like  other  cen 
system  depressants,  should  be  used 
in  patients  with  known  propensity  f( 
cessive  quantities  of  drugs  and  in  j 
known  sensitivity  to  compounds  of  si 
cal  structure,  e.g.,  meprobamate. 


Side  Effects:  The  only  side  effect  repo 
frequency  is  sleepiness,  usually  on 
recommended  doses.  An  occasional 
not  tolerate  carisoprodol  because  of 
reaction,  such  as  a sensation  of  we< 
rarely  observed  reactions  have  indue 
ataxia,  tremor,  agitation,  irritability, 
crease  in  eosinophil  count,  flushing 
gastrointestinal  symptoms. 


One  instance  each  of  pancytopeni 
penia,  occurring  when  carisoprodol* 
istered  with  other  drugs,  has  been  re  f 
an  instance  of  fixed  drug  eruption  wit  r 
and  subsequent  cross  reaction  to  1 1 
Rare  allergic  reactions,  usually  mild,  e 
one  case  each  of  anaphylactoid  reac 
shock  and  angioneurotic  edema  wi 
difficulty,  both  reversed  with  approf  I 
In  cases  of  allergic  or  hypersensiti' 
carisoprodol  should  be  discontinued 
ate  therapy  initiated.  Suicidal  attenk 
duce  coma  and/or  mild  shock  ar*1 
depression. 

Dosage:  Usual  adult  dose  is  one  3 ‘ 
three  times  daily  and  at  bedtime. 
Supplied:  Two  Strengths:  350  mg. 
and  250  mg.  orange,  two-piece  cat 
Before  prescribing,  consult  package 
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for  the  relief 


of  low  back 
sprains  and  sf 


(CARISOPRC. 


# Wallace  Laboratories,  Cr  t 


Ruth  Augustine 
is  a secretary. 

She  likes  to  swim  and  skate 
and  ski.  On  Monday  nights 
she  studies  modern  dance. 

At  night  she  sleeps  like  a baby. 

(On  a too-soft  mattress) 

Maybe  that's  why  her  back  hurts. 


Sealy  Posturepedic  Mattress 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional 
discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you  of  the  Posture- 
pedic’s  distinctive  benefits  and,  we  would  hope,  merit  your  valued 
recommendation. 

The  professional  discount  represents  a minimum  saving  of  $39 
per  set  over  the  regular  retail  price  for  mattress  and  foundation. 
To  receive  you r professional  discount  certificate,  mail  this  coupon 
to  Sealy,  Inc.,  666  North  Lake  Shore  Drive,  Chicago,  Illinois  60611. 


Please  send  me  complete  information  on  your  professional  discount. 

E-5 

Dr 

Residence 

City State Zip  Code 


You  probably  have  patients  who  are  fit  as  a fiddle-who  have  no  postural  defects 
or  spinal  deformities-yet  still  complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies-on  nice,  softy,  feathery 

mattresses  that  can  do  more  harm  than  good.  And  this  too-soft  mattress 
can  lead  to  morning  backaches. 

That’s  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

Posturepedic  is  designed  in  cooperation  with  leading  orthopedic 
surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pain, 
why  not  recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 


single-dose  vials 
for  convenient  and 


ORIMUM  TMVALENT 

POLIOVIRUS  VACCINE,  LIVE,  ORAL  SKSt 

conditions  which  may  adversely  affect  immune 
response,  and  advanced  debilitated  states.  In 
these,  vaccination  should  be  postponed  until 
after  recovery. 

In  infants  vaccination  should  not  be  com- 
menced before  the  sixth  week  of  life.  Do  not 
give  to  patients  with  viral  disease,  or  if  there  is 
persistent  diarrhea  or  vomiting.  ORIMUNE  and 
live  virus  measles  vaccine  should  be  given 
separately. 

Dosage—  initial  immunization:  two  doses  each 
given  orally  at  least  8 weeks  apart.  (Give  a third 
dose  to  infants  at  10-12  months.)  Booster  im- 
munization: one  dose,  given  orally.  See  package 
literature  for  full  directions. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


Fast,  simple  administration— and  economy  for 
the  patient— make  the  new  0.5  cc  single-dose 
vial  of  ORIMUNE  Trivalent  ideal  for  private 
practice.  (Packaged  5 to  a box  with  5 sterilized 
disposable  droppers  for  your  convenience.) 
(Also  available  in  2 cc  and  2 drop  dosage 
forms.) 

Only  2 doses  required  for  complete,  initial  im- 
munization for  patients  more  than  a year  old. 
Effectiveness  — may  be  expected  to  confer  ac- 
tive immunity  against  all  three  types  of  polio- 
virus infection  in  at  least  ninety  percent  of 
susceptibles  only  if  given  at  full  dosage,  as 
directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  con- 
traindications. These  are,  broadly:  acute  illness, 


economical  polio 
immunization 


ECONOMY 


'hen  you  prescribe  or  recommend  Allbee  with  C,  you  can  be  sure 
iur  patient  is  getting  a rational,  specific  multivitamin  formulation  at 
; economical  price.  The  potent  formula  is  sensible  and  simple.  It 
< ntains  therapeutic  amounts  of  the  water-soluble  B and  C vitamins. 
'iese  vitamins  are  expended  rapidly  in  the  body  and  need  to  be 
lolenished  frequently.  There  are  no  extraneous  factors,  no  frills  in 
'Ibee  with  C.  It's  the  no-nonsense  vitamin  in  the  yellow  and  green 
cpsule  that  always  gives  your  patient  his  money’s  worth. 


Each  capsule  contains:  Thiamine  mon- 
onitrate (B,),  15  mg.;  Riboflavin  (B2), 
10  mg.;  Pyridoxine  hydrochloride  (B6), 
5 mg.;  Nicotinamide,  50  mg.;  Calcium 
pantothenate,  10  mg.;  Ascorbic  acid 
(vitamin  C),  300  mg. 

A.  H.  ROBINS  COMPANY.  INC.,  /»  II  nHClMQ 
RICHMOND,  VIRGINIA  23220  /UD  I l\  J 
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NOTHING,  THAT  IS, 

EXCEPT  THE  SEDATIVE-ANTISPASMODIC 
BENEFITS  OF 


DONNA  TA  L 


pre's  nothing  quite  like  a vacation  to  ease  the  pressures  of 
I modern,  “workingday”  world.  And  for  the  patient  who  can’t 
■ away  from  it  all,  there’s  nothing  quite  like  Donnatal  to  relax 
less-induced  smooth  muscle  spasm.  For  31  years  it  has  been 
I antispasmodic-sedative  most  often  prescribed  for  relieving 
li'ctional  disturbances  of  tone  and  motility  of  the  gastrointes- 
ti  il  tract. 


b ladonna  alkaloids  in  optimally  balanced  ratio 

lr  Donnatal,  natural  belladonna  alkaloids  are  rationally  balanced 
In  specific,  fixed  ratio  that  provides  “the  greatest  efficacy  with 
fti  smallest  possible  dose.”1  They  avoid  the  clinical  uncertain- 
ti1;  of  the  variable  tincture  and  extract  of  belladonna,  and  are 
cisidered  superior  in  range  of  action  to  atropine  alone.2 
F thermore,  they  are  generally  recognized  as  being  more  effec- 
ts than  the  synthetics  for  relieving  visceral  spasm. 

?nobarbital  for  sedation 

|f|irs  of  clinical  use  have  established  phenobarbital  as  one  of 
most  efficient  and  highly  regarded  sedatives.  In  fact,  for 
eral  sedation  it  is  the  drug  of  choice.'1  In  Donnatal,  pheno- 
bital  potentiates  the  spasmolytic  effects  of  the  belladonna 
laloids,  lessening  emotional  tensions  and  checking  the  neuro- 


ne impulses  that  trigger  Gl  disorders. 


re  than  24  indications  in  PDR 

nnatal  has  withstood  the  test  of  time  to  become  the  classic 
ative-antispasmodic  because  of  its  unsurpassed  effective- 
s,  safety,  economy,  uniformity  of  composition,  and  dosage 
llvenience.  Its  widespread  acceptance  and  usage  by  the  pro- 
|E;ion  can  also  be  attributed  to  its  versatility  in  treating  dis- 
ers  characterized  by  smooth  muscle  spasm.  There  are  more 
fn  two  dozen  distinct  and  separate  indications  for  Donnatal 
llJd  in  the  current  PDR. 


IN  EACH  TABLET,  CAPSULE,  OR 
(5  cc.)  OF  ELIXIR 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  . . . 0.0065  mg. 

phenobarbital  (’A  gr.)  16.2  mg. 

(warning:  may  be  habit  forming) 


IN  EACH  EXTENTAB 

hyoscyamine  sulfate 0.3111  mg. 

atropine  sulfate 0.0582  mg. 

hyoscine  hydrobromide  . . . 0.0195  mg. 

phenobarbital  (3A  gr.)  48.6  mg. 

(warning:  may  be  habit  forming) 


BRIEF  SUMMARY:  Blurring  of  vision, 
dry  mouth,  difficult  urination,  and  flush- 
ing or  dryness  of  the  skin  may  occur 
on  higher  dosage  levels,  rarely  on 
usual  dosage.  Administer  with  caution 
to  patients  with  incipient  glaucoma, 
or  urinary  bladder  neck  obstruction. 
Contraindicated  in  acute  glaucoma, 
advanced  renal  or  hepatic  disease,  or 
a hypersensitivity  to  any  of  the  ingre- 
dients. 

REFERENCES:  1.  Vollmer,  H.:  Arch.  Neurol, 
and  Psychiat.,  43:1057,  1940.  2.  Morrissey, 
J.H.:  J.  Urology,  57:635,  1947.  3.  Krantz,  J.C., 
Jr.,  and  Carr,  C.J.:  Pharmacological  Prin- 
ciples of  Medical  Practice,  2nd  ed.,  Balti- 
more (1954),  552. 


'This  one  at  Westover,  elegant  Colonial  Vir- 
ginia plantation,  located  on  the  James  River 
near  Richmond.  Built  in  the  early  1730’s  by 
William  Byrd  II,  founder  of  Richmond,  it  is 
now  the  home  of  Mrs.  Bruce  Crane  Fisher. 
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A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure M1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
“...a  reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 
a logical 

Blood  Pressure 
Regulator 


V.CAUSE 
' ENHANCES 
IE  BODY’S  OWN 
MECHANISMS 
)R  REDUCING 
1,00 D PRESSURE 


i In  mild 

I to  moderate  hypertension: 

I Salutensin  enhances  the  body’s  own 
I mechanisms  for  lowering  blood 
I pressure.  The  veratrum  component 
I of  Salutensin  acts  on  the  carotid 
1 sinus  and  myocardial  receptors, 
ft  initiating  “...a  reflex  fall  in  blood 
ft  pressure  through  a generalized 
I vasodilation  and  fall  in  heart  rate.”2 
I To  achieve  this  reflex  modification 
I of  hypertension,  Salutensin 
I utilizes  protoveratrine  A. 

I In  addition,  to  facilitate  and 
I maintain  blood  pressure  reduction, 
I Salutensin  incorporates  reserpine 
I and  a highly  effective  thiazide. 

■ In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy : Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 
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Protoveratrine  A in  Salutensin 
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carotid  sinus  is  regulation  of 
the  blood  pressure nl 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
. . a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 
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[n  mild 

„o  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
J "nechanisms  for  lowering  blood 
I pressure.  The  veratrum  component 
jf  Salutensin  acts  on  the  carotid 
iinus  and  myocardial  receptors, 
nitiating  “...a  reflex  fall  in  blood 
pressure  through  a generalized 
/asodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
)f  hypertension,  Salutensin 
itilizes  protoveratrine  A. 
n addition,  to  facilitate  and 
naintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
ind  a highly  effective  thiazide, 
n general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy : Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 
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at  Merck  Sharp  & Dohme... 


understanding . . . precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

• Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledge  thus  acquired  might  come  clues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems- 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  Inc  . West  Point.  Pa.  j 

where  today’s  theory  is  tomorrow’s  therapy 
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PIL.  DIGITALIS  (Davies,  Rose®) 

. . . "the  one  and  only  pill" 
of  whole  leaf  digitalis. 

0.1  Gm.  (IV2  gr.)(  60  mg.  (1  gr.), 

50  mg.  (%  gr.),  and  30  mg.  (V2  gr.) 
in  bottles  of  100. 


whole  leaf 
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rmroDiGirfs  digitoxin 


TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digitoxin  U.S.P.  (Davies,  Rose®) 
0.1  mg.  (pink)  scored  tablets 
and  0.2  mg.  (white)  scored  tablets 
in  bottles  of  100. 
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TEGRA-TABS© 


(rapidly-disintegrating  tablets) 
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in  bottles  of  100. 
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IJ  Doctor  Cunningham , I was  just  telling  Herbert  I should 
i y you  about  my  cough.  It  comes  from  down  here  and. . . 

c are  the  symptom  recital  may  prove  to  be  as  difficult  to  control  as  the  cough, 
tl  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
iy|/ou  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
r|;>ntrols  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
thjrresh,  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 

1 ; ur  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
3t'iant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
oi  h,  but  also  encourages  expectoration,  thus  easing  bronchial  obstruction, 
vi  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
nly  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result, 
m us  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
:a,e  addiction. 

5 l.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
be|iabit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
l.; | hloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
hiine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 

NOVAHISTINfDH 
NOVAHISTINE  EXPECTORANT 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone 


Occasionally,  therapeutic  failure  is 
due  to  the  patient’s  inability  to 
mobilize  his  defenses  sufficiently  to 
overcome  infection.  Typical  of  this 
is  the  debilitated  patient,  the 
premature  infant,  or  the  diabetic. 

It  is  in  these  patients  that  the  high 
levels  of  antimicrobial  activity  of 
Ilosone  are  especially  useful.  Ilosone 
has  demonstrated  antibacterial  levels 
two  to  four  times  those  of  erythro- 
mycin base  or  stearate.  Furthermore, 
it  attains  them  earlier  and  maintains 
them  longer.  Even  the  presence  of 
food  does  not  appear  to  affect  the 
activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated  in 
patients  with  a known  history  of  sensitivity  to  this 
drug  and  in  those  with  preexisting  liver  disease 
or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associ- 
ated with  hepatic  effects  are  observed  in  a small 
proportion  of  patients  as  a result  of  a local  stimu- 
lating action  of  Ilosone  on  the  alimentary  tract.  Al- 
though allergic  manifestations  are  uncommon  with 
the  use  of  erythromycin,  there  have  been  occasion- 
al reports  of  urticaria,  skin  eruptions,  and,  on  rare 
occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians  (-/) 
upon  request.  Eli  Lilly  and  Company , afitiCy 

Indianapolis,  Indiana.  soi2so  
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This  is  the  second  consecutive  five  year 
study  of  perinatal  mortality  in  Charles- 
ton hospitals.  The  first  study  included 
the  years  January  1,  1954  through  December 
31,  1958.'  This  period  of  analysis  extends 
through  the  next  five  years,  January  1,  1959 
to  December  31,  1963. 

The  same  definition  of  perinatal  mortality 
is  used  as  before."  This  is  mortality  among 
fetuses  or  infants  that  weigh  1,000  gm  or 
more  at  birth,  who  die  before  delivery  or  be- 
fore the  end  of  the  first  week  postpartum. 
This  strict  definition  does  not  depend  either 
on  gestational  age  in  weeks  or  infant  length. 

In  the  period  covered,  there  occurred 
26,1.56  deliveries  which  produced  170  infants 
weighing  less  than  1,000  gm.  In  the  remaining 
group  of  25,986  deliveries,  there  occurred 
689  perinatal  deaths. 

Again  in  this  five  year  study,  the  patients 
are  divided  as  to  white  (chiefly  private)  and 


This  study  was  sponsored  by  the  Division  of 
Maternal  and  Child  Health,  South  Carolina  State 
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colored  (chiefly  indigent)  groups.3  The  only 
new  grouping  of  patients  in  this  study  will  be 
the  colored  private  patient.  A private  hospital 
( McClennan-Banks ) for  colored  patients 
opened  in  1959. 

There  were  15,027  deliveries  of  infants 
over  1,000  gm  with  283  deaths  in  the  white 
patient  group.  There  occurred  10,959  de- 
liveries with  406  deaths  in  the  colored  group. 

The  perinatal  mortality  rate  is  computed  as 
follows: 

Fetal  and  neonatal  deaths 
over  1.000  gm  x 1,000 

Perinatal  mortality  rate  = 

Live  births  and  fetal  deaths 
over  1,000  gm 

These  rates  for  the  various  hospitals’ 
studies  are  given  in  table  I.  Again  in  this  five 
year  period,  the  difference  in  the  perinatal 
mortality  rates  for  the  white  private  hospitals 
is  not  statistically  significant.  However,  the 
difference  between  the  white  and  colored 
groups  is  highly  significant'  (table  II). 

The  percentage  of  premature  deaths  (in- 
fants less  than  2500  gm)  varied  little  between 
colored  and  white  (table  III ). 
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NUMBER  OF  DELIVERIES  WITH  NUMBER  OF  PERINATAL  DEATHS 
OVER  IQOOGMS 
(WHITE  ) 


ROPER  ST.  FRANCIS  BAKER  MQH 

TABLE  I 


A larger  number  of  ante  partum  deaths  in 
the  colored  group  was  found  again  in  this 
study  (table  IV).  This  higher  figure  is  in 
keeping  with  the  larger  number  of  colored 
mothers  admitted  with  unattended  complica- 
tions of  late  pregnancy. 

The  same  classification  of  deaths  was  used 
as  previously  (Nesbitt,5  Potter9). 

1.  Anoxia 

a.  Abruption  of  placenta 

b.  Placenta  previa 

c.  Cord  complications 

d.  Prolonged  labor 

2.  Malformations 

3.  Blood  dyscrasias 

4.  Traumatic  hemorrhage 

5.  No  abnormal  state 

a.  With  toxemia 

b.  with  diabetes 

c.  With  other  disease 

d.  Without  maternal  disease 

6.  Infection 

7.  Hyaline  membrane  disease 

1.  Anoxia 

There  continue  to  be  many  causes  of  anoxia 
during  pregnancy,  labor  and  delivery  but 
premature  separation  of  the  placenta  is  the 
most  common  (table  V).  There  occurred  25 
deaths  ( 8.5% ) in  the  white  group  and  68 
deaths  (16.7%)  in  the  colored  group  due  to 
abruption  of  the  placenta.  This  larger  figure 
in  the  colored  group  is  no  doubt  due  to  the 
large  number  of  toxemia  patients  admitted  to 
the  colored  service. 

Placenta  previa  caused  the  death  of  5 white 
infants  (1.7%)  and  6 colored  (1.4%)  infants. 


Prematurity  was  an  important  factor  in  this 
placenta  previa  group  of  deaths  as  nine  of  the 
total  of  eleven  patients  were  under  2500  gm 
(table  VI). 

NUMBER  OF  DELIVERIES  WITH  NUMBER  OF  PERINATAL  DEATHS 


Number  of  Deaths  331  76  236  94 

Perinatal  Death  Rate  40/1000  53/iOOO  34-000  45/1000 

'.INDIGENT' 

OLD  ROPER  MCH  McClENNAN - BANKS 

TABLE  II 


MATURE  vs  PREMATURE 

WHITE  INFANTS  COLORED  INFANTS 

109  (38%)  more  than  2500gms  181  (44%) 

174  (62%)  less  than  2500gms  225  (56%) 

TABLE  III 


ANTEPARTUM  DEATHS  NEONATAL  DEATHS 

107  (37%)  WHITE  176  (63  %) 

239  (58%)  COLORED  167  (42  %) 

TABLE  IV 
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PLACENTA  PREVIA 

1954-58 


Cord  complications  caused  the  deaths  of  8 
infants  (2.8%)  in  the  white  group  and  20 
infants  (4.9%)  in  the  colored  group.  Nine- 
teen of  these  28  infants  (white  and  colored) 
represent  fetal  deaths,  which  means  either 
that  the  mother  was  admitted  late  or  the  diag- 
nosis of  this  cord  complication  was  made  late 
(table  VII). 


CORD  COMPLICATIONS 


WHITE 


COLORED 


1954-58 


9 14  II  9 


TABLE  VII 


Prolonged  labor  or  its  complications  was 
the  cause  of  death  in  8 white  infants  (2.8%) 
but  was  the  etiology  of  33  colored  losses 
(8.1%).  Most  of  these  colored  patients  were 
admitted  late,  having  been  in  labor  for  many 
hours  (table  VIII). 

2.  Malformations 

This  group  included  only  malformations 
which  are  considered  incompatible  with 
extrauterine  life  (table  IX).  There  were  53 
white  infants  ( 18%  ) in  this  category.  Only 
26  colored  infants  (6.4%)  were  found  with 


these  major  malformations.  This  increased 
rate  of  anomalies  in  the  white  group  has  been 
reported  by  others.7 

Much  experimental  work  is  being  done  in 
laboratory  animals  but  little  progress  has  been 
noted  when  actually  applied  to  humans.  We 
are  all  familiar  with  viruses,  especially  that  of 
rubella,  as  etiological  agents  for  some  mal- 
formations. 


PROLONGED  LABOR  OR  COMPLICATIONS  OF  LABOR 


COLORED 

59-63 


*4  V *4  A 


13  6 27  6 


TABLE  VIII 


There  are  many  possible  causes  of  con- 
genital anomalies  such  as  certain  drugs 
(thalidomide,  etc.),  genetic  defects  inherited 
from  parents,  as  well  as  environmental  factors 
in  the  genital  tract  of  the  mother. 


MALFORMATIONS 


3.  Blood  Dyscrasias 

By  far  the  most  important  group  of  infants 
in  this  category  were  those  with  erythro- 
blastotic  deaths.  There  were  12  white  infants 
lost  (4.2%)  and  8 colored  losses  (1.9%).  This 
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is  in  keeping  with  higher  incidence  of  Rh 
negative  mothers,  in  the  white  race.  ( table  X ) . 


WHITE 


ERYTHRQBLASTQSIS 

COLORED 


1^54-58 


TABLE  X 


The  frequency  of  fetal  deaths  from  erythro- 
blastosis among  immunized  women  has  shown 

little  reduction  and  there  is  only  the  remote 
possibility  of  intrauterine  fetal  transfusion  at 
present  combatting  this  process.* * * 4 5 * * 8 

The  frequency  of  a fatal  outcome  in  a live 
born  non-hydropic  infant  has  been  reduced 
recently  by  close  attention  to  sphectrophoto- 
metric  studies  after  amniocentesis. 

4.  Traumatic  Hemorrhage 

This  grouping  of  patients  included  spon- 
taneous deliveries  as  well  as  difficult  opera- 
tive deliveries.  In  the  white  group  there  were 
9 losses  (3.1%)  while  in  the  colored  there 
were  7 neonatal  deaths  (1.7%).  In  going 
through  the  data,  one  gets  the  impression  that 
more  difficult  forceps  deliveries  occurred  in 
the  white  group.  The  patient  with  a compro- 
mised pelvic  diameter  or  a large  infant  can  be 
allowed  an  intelligent  test  of  labor,  and  if 
adequate  progress  fails  to  occur,  abdominal 
delivery  can  be  carried  out  safely.  There  is 
no  place  in  modern  obstetrics  for  the  applica- 
tion of  forceps  to  the  unengaged  head.  Like- 
wise, version  and  extraction  of  a single  infant 
should  be  relegated  to  “the  historical  junk 
heap.” 

5.  No  Abnormal  State 

This  broad  group  was  the  largest  in  both 

white  and  colored,  made  up  by  123  white  in- 

fants (43.3%)  and  180  colored  (43.6%). 


The  “with  toxemia”  group  was  much  larger 
in  the  colored  patients,  63  (or  15.5%)  to  12 
( or  4.2% ) in  the  white,  as  one  would  expect. 
There  is  a much  higher  percentage  of  toxemia 
in  the  colored  patients.  Eleven  of  the  twelve 
white  infants  and  56  of  the  colored  all 
suffered  fetal  deaths.  This  clearly  demon- 
strates the  importance  of  timing  the  induction 
of  labor  in  severely  toxic  patients.  One  has  to 
decide  which  is  safer  for  the  infant,  intra- 
uterine or  extrauterine  existence  (table  XI). 


NO  ABNORMAL  STATE  WITH  TOXEMIA 


WHITE  COLORED 


The  “with  diabetes”  group  again  showed 
little  difference  between  the  races.  Ten  white 
fetal  deaths  ( 3.5% ) and  eleven  colored  fetal 
deaths  with  tw  o colored  neonatal  deaths  (3%  ) 
were  in  this  group.  The  trend  continues  to 
induce  labor  if  the  cervix  is  at  all  favorable  at 
38  w'eeks  gestation.  If  the  cervix  is  not  favor- 
able or  induction  fails,  abdominal  delivery  is 
advised"  (table  XII). 


NO  ABNORMAL  STATE  WITH  DIABETES 


COLORED 

59-63 


i 


*4  v j/ 
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The  “with  other  disease”  group  was  made 
up  chiefly  of  infants  whose  mothers  had 
renal  disease.  Pyelonephritis  was  the  most 
common  type.  There  were  8 white  (2.8%) 
and  15  colored  (3.  2%)  losses  in  this  group 
(table  XIII). 


NO  ABNORMAL  STATE  WITH  OTHER  DISEASE 


t£  jJt  JfJt  jtJL 


S'A  si  si 

114  4 14  6 9 


The  fourth  and  most  important  group  of 
infants  without  abnormal  state  were  the  in- 
fants bom  of  mothers  without  maternal  dis- 
ease. This  ag?;*  is  the  largest  group  in  the 
series.  There  were  93  white  (32.8%)  and  89 
colored  (21.9%)  losses  here.  Seventy  of  the 
93  white  were  under  2500  gm  as  were  60  of  the 
89  colored  infants  (table  XIV). 


NO  ABNORMAL  STATE  WITHOUT  MATERNAL  DISEASE 
WHITE  COLORED 


A$  si  <9$  si  *4  A *4  sJt 

20  55  23  70  16  53  29  60 

TABLE  XIV 


These  are  the  patients  who  experienced 
onset  of  early  labor  with  resultant  loss  of  a 
premature  infant.  The  cause  of  premature 
labor  is  obscure,  as  is  the  cause  of  term  labor. 


In  many  instances,  efforts  were  made  to  stop 
premature  labor  with  large  doses  of  opiates. 
Here  the  difficulty  was  compounded  by  de- 
livery of  a narcotized  premature  infant.  It  has 
been  repeatedly  emphasized  that  more  pre- 
matures could  be  salvaged  by  the  avoidance  of 
analgesia  than  by  any  one  pediatric  meas- 
ure.10 

6.  Infection 

Intrauterine  infection  of  the  fetus  most 
commonly  takes  the  form  of  pneumonia  and 
is  almost  always  caused  by  bacteria  in  the 
amniotic  fluid  which  is  aspirated  by  the  fetus. 
Fourteen  white  infants  (4.9%)  and  thirty- 
three  ( 8.1%)  colored  infants  died  because  of 
pulmonary  infections.  Prolonged  or  desultory 
labor  may  produce  hypoxia  in  the  fetus  and 
increase  the  likelihood  of  aspiration  of 
amniotic  fluid.  After  premature  rupture  of 
membranes,  antibiotic  therapy  throughout  the 
latent  period  does  not  prevent  intrapartum 
infection,  nor  does  it  have  a beneficial  effect 
upon  reducing  perinatal  mortality.  It  is  the 
usual  policy  to  give  antibiotics  intensively 
during  labor  and  the  puerperium.  Infective 
lesions  which  cause  death  within  the  first  3 
or  4 days  after  birth  have  usually  been  con- 
tracted intrapartum.  An  infection  relatively 
mild  in  a mature  infant  may  be  fatal  to  one 
which  is  premature  (table  XV). 


WHITE 


INFECTION 


COLORED 


59-63 


3 3 5 9 10  10  II  22 


TABLE  XV 


7.  Hyaline  Membrane 

This  diagnosis  was  made  in  twenty-five 
(8.4%)  white  infants  and  eighteen  (4.2%) 
colored  infants.  This  diagnosis  was  made 
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much  more  frequently  in  this  second  five  year 
period.  In  the  earlier  study,  it  was  made  only 
eight  (3%)  times  in  white  infants  and  eleven 
times  (3%)  in  the  colored  group  (table 
XVI). 


HYALINE  MEMBRANE 


59-63 


17  5 9 0 II  2 16 


TABLE  XVI 


Autopsies  are  tabulated  for  each  hospital. 
Only  43%  of  the  689  perinatal  deaths  were 
studied  post  mortem.  This  is  a decrease  from 
56'  / of  the  591  deaths  in  the  first  five  year 
study.  This  poor  trend  must  be  corrected. 
Autopsies  must  continue  to  be  energetically 
sought  to  expose  the  ultimate  condition  re- 
sponsible for  death  (table  XVII). 


AUTOPSY  PERCENTAGE 


Colored  Colored  While  While  White  While 

TABLE  XVII 


In  1958  a coordinated  program  with  the 
Charleston  County  Health  Department  was 
begun  in  an  effort  to  encourage  earlier 
registration  at  prenatal  clinics.  It  has  been  dis- 
appointing to  discover  that  this  program 
has  had  very  little  success.  The  indigent  pa- 


tient still  registers  late  in  pregnancy  and  still 
attends  very  irregularly  and  poorly.  During 
the  last  year,  of  6677  initial  visits,  2651  were 
delinquent  in  follow-up  visits.  This  is  not  a 
local  problem,  it  apparently  extends  from  New 
York"  to  Texas.12  Many  authorities13  are  con- 
cerned with  the  poor  and  worsening  prenatal 
attendance  of  indigent  patients.  Many  theories 
are  expounded  and  many  possible  solutions 
such  as  satellite  or  neighborhood  clinics  are 
being  tried  in  an  effort  to  solve  the  problem. 
The  solution  seems  to  revolve  around  lack  of 
motivation  of  the  patient  which  in  turn  is 
most  probably  due  to  lack  of  education.  The 
facilities  (sometimes  with  inconveniences) 
are  there  for  the  patient  but  are  not  being 
utiliized. 

During  this  five  year  interval,  there  occur- 
red ten  maternal  deaths  compared  to  fifteen 
in  the  first  five  year  study.  The  improvement 
has  been  in  the  colored  group,  from  thirteen 
to  seven  deaths.  There  was  an  increase  in 
white  patient  deaths  from  two  to  three  (table 
XVIII). 


MATERNAL  MORTALITY 


COLORED 


WHITE 


K 

7 


1959-1963 
10  MOTHERS  DIED 


f 


f 1954-1958 

15  MOTHERS  DIED  f 

13  2 


TABLE  XVIII 


Progress  or  reduction  of  perinatal  mortality 
has  been  very  slow.  In  fact,  very  little  progress 
can  be  seen.  Maybe  the  consecutive  five  year 
periods  are  too  close  to  compare.  The  answer 
to  the  problem  appears  to  be  more  and  more 
one  of  a socioeconomic  nature  rather  than 
one  of  obstetrics  or  pediatrics.14  (table  XIX). 
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Summary  and  Conclusions 

1.  The  perinatal  deaths  for  a second  con- 
secutive five  year  period  have  been  studied 
in  the  Charleston  hospitals  (table  XX). 

2.  The  causes  of  perinatal  mortality  need  to 
be  identified  because  they  must  also  be  the 
causes  of  congenital  handicaps  in  infants 
who  do  not  die. 

3.  The  perinatal  mortality  rate  is  much  higher 
in  the  indigent  patient,  as  is  maternal 
mortality. 

4.  It  is  believed  that  a reduction  in  perinatal 
mortality  can  occur  with  increased  dis- 
semination of  knowledge  of  perinatal  care 
to  the  indigent  group. 

5.  Autopsies  should  be  performed  wherever 
possible  in  causes  of  perinatal  death. 


INFANT  MORTALITY 


COLORED 

WHITE 

10,959  DELIVERIES  15, 

027  DELIVERIES 

406  DEATHS 

283  DEATHS 

4 

1959-1963 

37  / 1000 

18  / 1000 

8,020  DELIVERIES  12, 

353  DELIVERIES 

331  DEATHS 

260  DEATHS 

1954-1958 

40  / 1000 

21  / 1000 

TABLE  XX 


WWY  THE  DIFFERENCE  ? 


• • 

IGNORANCE  (less  than  5% 


REGISTER  EOR  CLINIC  8Y  4”  MONTH) 

TABLE  XIX 
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ince  hospital  coronary  care  units  have 
been  established,  their  effectiveness  in 
significantly  improving  therapy  and  re- 
ducing the  mortality  in  acute  myocardial  in- 
farctions has  been  well  documented  by  a num- 
ber of  investigators.’-3  Approximately  70%  of 
coronary  patients  have  major  arrhythmias  that 
are  often  undetected  unless  they  are  being 
continuously  monitored  electronically,  since 
at  present  there  is  no  method  of  predicting 
which  patient  will  have  such  episodes.  It 
would  appear  possible,  since  approximately 
47'  < of  deaths  in  acute  myocardial  infarction 
are  due  to  arrhythmias,  that  if  these  poten- 
tially fatal  arrhythmias  are  immediately  de- 
tected and  for  the  most  part  successfully  ter- 
minated with  proper  medication  and  resuscita- 
tive  facilities  by  expert  personnel,  the  mortal- 
ity would  be  significantly  reduced.  One 
author1  has  reported  a 30%  lower  death  rate 
in  patients  in  coronary  care  units  than  in  those 
in  the  same  hospital  with  the  same  routine 
therapy,  who  are  not  being  continuously 
monitored.  In  addition  such  units  can  be  used 
to  monitor  other  cardiovascular  problems 
where  arrhythmias  may  be  suspected  of  being 
a major  factor. 

Such  specialized  units  for  intensive  coronary 
care  require  adequate  space,  specialized 
nurses  in  constant  attendance  and  monitoring 
equipment.  Basic  monitoring  equipment  con- 
sists of  an  oscilloscope  and  a rate  meter  with 
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integrated  alarm  systems.  However,  we  feel 
that  a memory  module  which  continuously 
records  and  stores  records  on  a magnetic  tape 
loop  is  essential.  In  case  of  an  arrhythmia,  the 
stored  information  is  recorded  on  an  electro- 
cardiograph and  enables  the  physician  to  have 
a permanent  record  before  and  after  an  alarm. 
Often  it  is  very  difficult  for  one  to  interpret 
an  arrhythmia  on  the  oscilloscope,  whereas  the 
permanent  electrocardiographic  record  is 
rather  clear.  In  addition,  there  should  be  avail- 
able an  external  pacemaker  and  an  external 
defibrillator. 

The  following  case  reports  illustrate  some 
of  the  uses  of  the  coronary  care  unit. 

Case  1.  A 60  year  old  white  male  with  no  past 
record  of  heart  disease  was  seen  on  August  6,  1965 
with  a history  of  squeezing,  substernal  chest  pain  and 
associated  dyspnea.  He  was  thought  clinically  to  have 
had  an  acute  myocardial  infarction,  although  his 
electrocardiogram  at  that  time  was  within  normal 
limits.  Immediately  upon  admission  to  the  coronary 
care  unit  he  had  cardiac  arrest  with  absent  vital 
signs,  and  ventricular  fibrillation  was  demonstrated 
on  the  electrocardiographic  tape  monitoring  device. 
Defibrillation  was  immediately  instituted  and  pro- 
duced asystole  (Figure  1).  The  rhythm  reverted  to 


AFTER  DC  SHOCK 


AFTER  DC  SHOCK 


Figure  1 

Ventricular  fibrillation  secondary  to  acute  myo- 
cardial infarction.  After  DC  shock  asystole  occurred 
followed  by  a return  of  ventricular  fibrillation.  A 
second  shock  produced  a regular  sinus  rhythm. 
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ventricular  fibrillation  when  his  myocardium  was 
pricked  with  a needle.  A second  D.C.  shock  then  pro- 
duced a regular  sinus  rhythm  and  adjunctive  meas- 
ures including  oxygen  and  vasopressors  restored  his 
vital  signs.  The  electrocardiogram  then  revealed  an 
acute  anteroseptal  myocardial  infarction  with  right 
bundle  branch  block.  The  patient  was  digitalized 
rapidly  because  of  left  ventricular  failure  and  later 
developed  atrial  flutter  with  a Wenckebach  AV 
block  which  responded  to  appropriate  measures.  On 
August  9 he  first  developed  episodes  of  ventricular 
tachycardia  in  long  runs  which  were  successfully 
abolished  by  quinidine  and  pronestyl  (procaine 
amide).  An  August  10  he  reverted  to  a regular  sinus 
rhythm  and  had  a subsequent  uneventful  course.  Five 
months  later  he  is  living  and  well. 

Comment:  This  case  illustrates  the  three 
most  important  facets  of  treating  acute  myo- 
cardial infarctions  in  the  coronary  care  unit: 
first,  the  immediate  resuscitation  available  in 
this  type  facility;  second,  the  prompt  detection 
of  the  arrhythmias;  and  third,  the  ability  to 
titrate  more  accurately  the  specific  anti- 
arrhythmic  drugs  with  continuous  monitoring. 

Case  2.  A 62  year  old  mentally  defective  white 
female  sustained  a myocardial  infarction  in  1961 
followed  by  atrial  fibrillation  which  reverted  to  regu- 
lar sinus  rhythm  on  quinidine.  She  was  asymptomatic 
until  December  of  1964  when  she  began  having  syn- 
copal episodes  and  her  electrocardiogram  revealed 
complete  heart  block.  She  was  started  on  oral  Isuprel 
and  was  completely  asymptomatic  during  the  next 
year  until  December  1965.  when  she  began  to  have 
recurring  and  transient  weak  spells  but  no  syncope 
or  seizures  corresponding  to  typical  Adams-Stokes 
attacks.  Numerous  electrocardiograms  again  showed 
complete  heart  block  with  adequate  ventricular  re- 
sponse but  failed  to  document  any  other  abnormality 
as  a cause  of  her  weak  episodes.  Clinically  there  was 
no  cardiomegaly  and  the  apical  rate  was  45  per 
minute. 

The  patient  was  monitored  continuously  overnight 
in  the  coronary  care  unit  and  had  two  episodes  of 
weakness  without  syncope  or  seizure  activity.  The 
monitoring  tape,  however,  showed  on  two  occasions 
15  second  periods  of  ventricular  standstill  ( Figure 
2A).  She  later  had  an  artificial  internal  cardiac  pace- 
maker implanted  and  has  been  asymptomatic  since 
then. 


Comment:  Even  though  complete  AV7  heart 
block  was  known  to  he  present,  it  was  not  cer- 
tain whether  this  patient  had  the  Adams- 
Stokes  syndrome  as  a basis  for  her  symptoms. 
Documentation  confirmed  the  etiology  and 
hence  a pacemaker  was  not  unnecessarily 
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Figure  2 

Tracing  A shows  a 15  second  period  of  ventricular 
standstill.  Tracing  B shows  regular  sinus  rhythm 
followed  by  atrial  fibrillation. 


implanted.  This  course  has  been  emphasized 
by  others.4 

Case  3.  A 68  year  old  white  female  with  known 
hypertensive  cardiovascular  disease  was  admitted  to 
the  Medical  College  Hospital  with  a one  year  history 
of  numerous  episodes  of  tachycardia,  deep  breathing, 
and  subsequent  soreness  over  the  left  anterior  chest 
wall.  No  arrhythmia  could  be  demonstrated,  clini- 
cally or  electrocardiographic-ally.  Cardiomegaly  was 
present.  She  was  digitalized  with  no  relief  of  her 
symptomatology.  Even  though  this  patient  had  or- 
ganic heart  disease  her  symptoms  were  thought  to  be 
due  to  hyperventilation  attacks.  Overnight  monitoring 
in  the  coronary  care  unit  revealed  frequent  episodes 
of  atrial  fibrillation  in  short  runs  (Figure  2B)  and 
concomitantly  the  patient  had  the  above  mentioned 
symptoms.  The  initiation  of  quinidine  therapy  af- 
forded her  prompt  and  complete  relief  which  has 
continued  to  this  date. 

Comment:  This  case  clearly  illustrates  how 
continuous  monitoring  can  detect  transient 
and  obscure  arrhythmias,  documenting  or- 
ganic basis  for  symptoms  thought  to  be  due 
to  a psychosomatic  process. 

Summary 

This  is  a brief  presentation  of  three  cases 
illustrating  the  versatility  and  value  of  the 
coronary  care  unit  and  a continuous  monitor- 
ing electrocardiographic  tape  device  in  clinical 
medicine.  The  first  case  illustrates  the 
effectiveness  of  such  a unit  in  acute  myo- 
cardial infarction.  The  importance  of  immedi- 
ate resuscitation,  detection  of  arrhythmias,  and 
titration  of  anti-arrhythmic  drugs  is  empha- 
sized. The  second  case  documents  an  atypical 
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Adams-Stokes  type  disease  and  gives  an  abso- 
lute indication  for  the  implantation  of  a 
cardiac  pacemaker.  The  third  case  demon- 
strates how  obscure  and  transient  arrhythmias 


can  be  detected.  No  attempt  is  made  here  to 
detail  the  organization  and  equipment  in  such 
a unit. 
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Combined  radiation  and  surgical  treatment  of  car- 
cinoma of  the  esophagus.  Edward  F.  Parker,  M.  D., 
and  Henry  B.  Cregory.  Jr.,  M.  D.  (Charleston)  Ann 
Surg  1965.  161:710. 

A total  of  135  consecutive  cases  of  primary  car- 
cinoma of  the  esophagus  seen  in  the  five  year  period 
ending  in  1962  were  reviewed  and  the  findings  com- 
pared with  336  cases  studied  previously.  More  than 
75%  of  the  lesions  were  situated  in  the  upper  and 
middle  thoracic  esophagus.  Advanced  disease  pre- 
cluding cure  at  the  time  of  diagnosis  was  a dominant 
factor  adversely  influencing  the  results  of  treatment. 

When  circumstances  prevented  combining  radiation 
and  surgical  therapy,  as  it  did  in  93  patients,  the 
result  of  x-ray  as  the  principal  mode  of  therapy  was 
discouraging.  The  average  survival  time  in  77  pa- 
tients having  x-ray  therapy  alone  was  5.2  months. 
The  average  survival  time  in  10  patients  having  x-ray 
therapy  and  gastrostomy  was  3.5  months.  The  average 
survival  time  in  6 patients  having  x-ray  therapy  and 
an  esophageal  by-pass  operation  was  6.5  months.  Only 
4 patients  have  survived  for  long  periods  after  x-ray 
therapy  alone. 

Thirty  patients  had  x-ray  therapy  followed  by 
operation  for  intended  resection.  Of  the  30.  15  had 
single  stage  resection  and  restoration  of  continuity 
of  the  alimentary  tract  by  esophagogastrostomy;  6 had 
single  stage  resection  and  esophagocoloplasty,  and  9 
were  non-resectable.  Of  the  21  cases  having  resection, 
there  have  been  7 long  term  survivors.  The  mortality 
rate  for  esophagectomy  was  14%,  which  represented 
a significant  reduction  from  previous  series,  believed 
to  be  due  to  the  beneficial  influence  of  preoperative 
x-ray  therapy. 

The  rationale  of  therapy  for  carcinoma  of  the 
esophagus  has  become  one  of  primary  radiation  for 
all  in  whom  it  can  be  tolerated,  followed  by  resection 
in  all  operable  cases,  regardless  of  how  effective  the 
result  of  initial  x-ray  therapy  appears  to  have  been, 
in  view  of  the  high  incidence  of  residual  and  recur- 
rent carcinoma  following  x-ray  therapy  alone. 

There  have  been  11  (9%)  long  term  survivors  in 


the  last  series  of  135  cases.  However,  only  30  lesions 
(22%  of  135)  were  amenable  to  treatment  by  radia- 
tion and  resection.  An  improvement  in  the  results  of 
the  treatment  of  carcinoma  of  the  esophagus  by  pre- 
liminary x-ray  therapy  followed  by  resection  appears 
to  be  significant  and  the  plan  justified  by  the  dis- 
covery of  residual  esophageal  carcinoma  in  the  re- 
sected specimens  in  20  of  the  21  patients  so  treated. 

Edward  F.  Parker,  M.  D. 


Amphetamine  usage  by  medical  students— S.  N. 
Smith  and  P.  II.  Blachy  (University  of  Oregon  Medi- 
cal School,  Portland)  J Med  Educ  41:167-170  (Feb) 
1966. 

Completed  questionnaires  were  returned  by  208  of 
297  students  polled;  116  denied  ever  having  used  an 
amphetamine  drug.  The  remaining  92  respondents 
were  divided  between  19  who  had  used  the  drug  only 
once  and  73  who  had  used  the  drug  more  than  once. 
Ninety-two  students  responded  to  the  inquiry  about 
dosage  per  day.  Fifty-two  students  used  the  drug 
within  the  therapeutic  range  of  5 to  20  mg  per  day, 
ten  were  between  30  and  100  mg  per  day,  and  only 
one  student  admitted  taking  over  100  mg  per  day.  his 
range  being  125  to  200  mg.  This  last  student  was  the 
only  one  who  indicated  he  had  taken  the  drug  paren- 
terally.  The  dosage  was  not  known  by  29  students. 
Seventeen  described  detrimental  effects  in  terms  of 
the  drug’s  side  effects.  Three  students  felt  an 
amphetamine  was  responsible  for  their  failing  an 
examination,  one  student  felt  that  the  profound  degree 
of  post-drug  fatigue  was  responsible  for  his  falling 
asleep  at  the  wheel  of  his  car  and  running  into  a 
lamp  post,  and  41  indicated  the  drug  had  not  been 
detrimental.  Only  2%  of  students  indicated  that  their 
usage  had  increased  and  90%  felt  that  the  drug  had 
beneficial  effects  for  the  purpose  for  which  it  was 
taken.  Most  persons  took  the  drug  only  during  periods 
of  increased  stress,  discontinuing  it  later.  Greater  stress 
on  the  importance  of  healthful  study  and  living  habits 
should  Ire  encouraged. 
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The  problems  of  venous  thrombosis  are 
as  real  today  as  they  were  in  the  times 
of  Virchow  when  he  established  the 
relationship  of  venous  thrombosis  of  the 
lower  extremity  to  pulmonary  embolism.  The 
modem  physician  with  his  many  aids  and 
tremendous  medical  acumen  still  finds  him- 
self puzzled  concerning  the  prevention, 
recognition,  etiology,  and  therapy  of  venous 
thrombosis. 

Case  Report:  A retired  Lt.  Colonel,  white  male  age 
58,  was  admitted  to  the  U.  S.  Army  Hospital,  Fort 
Jackson.  South  Carolina.  March  30.  1963,  with  the 
chief  complaint  of  swelling  in  the  left  leg.  The  pa- 
tient’s illness  began  approximately  18  hours  prior  to 
admission  when  he  noticed  a strange  sensation  in  his 
left  leg.  When  the  patient  examined  his  leg,  it  was 
swollen  and  discolored  from  the  left  inguinal  liga- 
ment down  to  and  including  the  foot.  He  had  some 
associated  pain  in  the  left  femoral  area.  He  treated 
himself  with  bed  rest  until  the  hospital  visit. 

His  past  history  was  significant  in  that  he  was 
medically  retired  with  a diagnosis  of  hypertensive 
cardiovascular  disease.  About  one  month  prior  to 
admission,  he  had  a sudden  episode  of  left  anterior 
chest  pain  followed  by  coughing  with  suggestion  of 
blood  streaking  in  his  sputum.  He  was  seen  for  this 
in  the  Outpatient  Department  and  treated  for  what 
was  diagnosed  as  pleurisy.  For  about  3 to  4 days  prior 
to  admission  the  patient  had  been  bothered  with 
epigastric  cramping  pain  with  associated  diarrhea. 
Physical  examination  was  not  remarkable  except  as 
related  to  the  present  illness.  His  left  leg  was 
obviously  swollen  and  was  twice  the  size  of  the 
right.  The  left  leg  was  discolored  blue  from  the 
inguinal  ligament  to  the  toes.  There  was  tenderness 
in  the  left  femoral  area.  The  arterial  pulses  were 
strong  and  equal  in  both  feet.  There  was  evidence  of 
increased  venous  collateral  circulation  as  noted  by 
small  dilated  veins  about  the  left  hip. 

The  patient  was  admitted  with  a diagnosis  of  left 

“Present  address:  Dept  of  Surgery.  Medical  College 
Hospital,  Charleston,  S.  C. 

““Commander  U.S.A.H..  Fort  Jackson,  South  Caro- 
lina. 


deep  femoral  vein  thrombosis.  He  was  kept  in  bed 
until  anticoagulation  procedures  were  adequate. 
Within  48  hours  the  patient’s  pain,  discoloration,  and 
swelling  had  disappeared  and  he  was  slowly 
ambulated.  The  patient’s  admission  x-ray  films  were 
compared  with  his  films  taken  when  he  had  chest 
pain,  and  it  was  felt  that  the  so-called  pleurisy  was 
actually  a pulmonary  embolus  with  infarction.  Be- 
cause of  his  abdominal  complaints,  a barium  enema 
was  administered  and  revealed  a three  cm  polypoid 
cecal  defect.  With  the  finding  of  the  cecal  lesion, 
and  evidence  that  the  venous  thrombosis  was  old,  it 
was  decided  not  to  attack  the  thrombosed  vein 
directly.  A procedure  was  needed  to  allow  for  pro- 
tection from  further  pulmonary  embolization  during 
a planned  abdominal  exploration.  Use  of  Moretz 
3.5  mm  teflon  vena  cava  clip  was  chosen. 

On  24  April  1963,  under  Flurothane  (halothane), 
nitrous  oxide  and  oxygen  anesthesia,  the  patient’s 
abdomen  was  explored  through  a right  paramedian 
incision.  The  cecal  lesion  was  confirmed.  A right 
hemicolectomy  with  a wide  mesenteric  cuff  was  de- 
cided upon.  The  bowel  had  been  prepared  pre- 
operatively  by  the  usual  means  and  using  kanamycin 
as  the  antibacterial  agent.  The  right  colon  was  sepa- 
rated from  its  lateral  peritoneal  attachments  and  re- 
flected medially.  The  inferior  vena  cava  was  identified 
and  a Moretz  clip  was  angled  in  place  just  cephalad 
to  the  bifurcation  and  caudal  to  a lumbar  vein.  The 
colon  resection  was  completed  and  bowel  continuity 
was  re-established  by  an  end-to-end  ileo-colostomy. 
The  pathological  diagnosis  was  moderately  well  differ- 
entiated adenocarcinoma  of  the  cecum.  There  was 
also  noted  a 0.4  cm  node  positive  for  carcinoma 
located  2 cm  from  the  primary  tumor.  The  post- 
operative course  was  essentially  benign  except  for 
moderate  left  femoral  discomfort  on  the  seventh  day. 
Heparin,  which  had  been  stopped  preoperatively,  was 
begun  and  continued  for  10  days  with  complete  relief 
of  symptoms.  The  patient  was  discharged  on  the  38th 
postoperative  day  fully  ambulatory  without  lower 
extremity  swelling  and  with  all  wounds  healed. 

Etiology 

Over  a hundred  years  ago  Virchow1  pro- 
posed that  thrombosis  be  related  to: 

1.  Trauma  to  the  vessel  wall 

2.  Changes  in  the  rate  of  blood  flow 
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3.  Changes  in  the  coagulability  of  the 
blood 

In  many  instances,  the  exact  cause  of 
venous  thrombosis  is  not  understood.  Hyper- 
coagulability"'1 of  the  blood  seems  to  be  the 
most  prominent  factor  precipitating  thrombo- 
sis. In  about  three  percent  of  patients  under- 
going major  surgical  operations,  an  increased 
tendency  to  clot  develops  in  excess  of  the  need 
of  the  organism  to  prevent  bleeding."  Systemic- 
stress  from  major  operative  procedures  may 
produce  a more  optimal  environment  for 
blood  hypercoagulability.6  Thrombosis  is  often 
associated  with  malignant  disease  such  as 
carcinoma  of  the  pancreas."  This  accident  is 
thought  to  be  due  to  hypercoagulability  of 
the  blood.1 

Circulatory  stasis  is  another  prime  factor  in 
the  etiology  of  venous  thrombosis.  Changes  in 
the  rate  of  blood  flow3  are  due  to  increased 
viscosity  of  the  blood  by: 

1.  Dehydration  from  excessive  sweating, 
vomiting,  and  diarrhea. 

2.  Hyperfibrinogenemia,  commonly  found 
with  high  fever. 

3.  Polycythemia  vera. 

A slowed  venous  circulation  is  certainly 
found  in  the  prolonged  or  chronically  bed- 
ridden patient,  which  may  be  due  to  the  im- 
proper use  of  the  Fowler’s  position  or  the  lack 
of  physical  exercise. 

The  mechanism  of  thrombus  formation 
secondary  to  direct  trauma  of  the  vessel  wall 
is  well  documented. 

Incidence 

There  has  been  marked  disagreement  on 
the  incidence  of  venous  thrombosis.  From  a 
collective  review  DeBakey”  reported  an  in- 
cidence of  spontaneous  venous  thrombosis 
from  4 to  27  percent,  with  a similar  incidence 
of  pulmonary  emboli  in  both  medical  and 
surgical  patients.  Mahorne’s7  experience  shows 
an  incidence  of  venous  thrombosis  occurring 
with  major  surgical  procedures  of  less  than 

0.5  percent  and  accounting  for  less  than  one 
postoperative  death  in  20.  Laufman12  states 
that  there  has  been  no  real  change  in  the  in- 
cidence of  postoperative  venous  thrombosis. 


This  observation  would  indicate  improvement 
as  the  frequency  of  surgery  has  increased. 

Signs  and  Symptoms 

The  majority  of  deep  venous  thromboses  in 
the  legs  or  pelvis  are  associated  with  no 
clinical  signs  or  symptoms.  The  first  mani- 
festation is  frequently  pulmonary  embolism. 

Swelling,  pain  and  fever  are  the  more  com- 
mon signs  of  venous  thrombosis  that  may  be 
relied  upon.  The  most  common  clinical  sign 
perhaps  is  swelling.’  If  the  swelling  involves 
the  foot  then  the  thrombosis  is  most  assuredly 
in  the  deep  system. 

Diagnosis 

The  frequency  of  the  diagnosis  of  deep 
venous  thrombosis  is  made  in  direct  propor- 
tion to  how  hard  it  is  sought.  Coon1  found  that 
only  10  percent  of  the  patients  at  the  Univer- 
sity of  Michigan  Hospital  with  proved  pul- 
monary emboli  had  a clinical  diagnosis  of 
venous  thrombosis.  Careful  evaluation  and 
re-evaluation  of  the  patient  is  most  rewarding. 
The  patients  should  be  questioned  directly 
about  soreness  or  discomfort  of  the  legs.  Most 
patients  will  fail  to  discuss  any  changes  that 
may  have  occurred  in  their  extremities  be- 
cause their  interest  is  localized  in  the  areas 
of  recent  surgical  or  medical  attention.  The 
legs  should  be  inspected  for  any  discoloration 
and  measurements  should  be  made  at  given 
points.  Palpation  for  tenderness  in  the  calf, 
thigh  and  foot  should  be  a part  of  the  con- 
tinued evaluation.  Homan’s  sign,  though  not 
reliable,  should  be  sought  (discomfort  behind 
the  knee  in  forced  dorsiflexion  of  the  foot). 

The  difficulty  in  diagnosing  deep  venous 
thrombosis  is  due  solely  to  the  protean  nature 
of  its  clinical  and  pathological  manifestations. 

T rcatment 

Prophylactic  measures  are  by  far  more  re- 
warding in  the  treatment  of  this  malady.  Such 
things  as: 

1.  Prevention  of  shock. 

2.  Maintaining  an  effective  blood  volume. 

3.  Proper  positioning  of  the  patient. 

4.  Adequate  hydration. 

5.  The  use  of  ACE  bandages  or  Elasto- 
plast  boots. 

6.  Prevention  of  abdominal  distention. 
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7.  Avoidance  of  tight  binders  about  the 
abdomen. 

8.  Early  ambulation  of  the  postoperative 
patient  with  care  to  avoid  the  sitting 
position. 

These  with  other  aids  are  helpful  in  main- 
taining a normal  circulatory  system  in  the  sur- 
gical patient. 

Routine  prophylactic  anticoagulation  has 
not  found  widespread  favor  because  of  the 
cost  and  the  danger  of  occult  or  uncontrolled 
bleeding.'3  Some  feel  that  the  danger  of 
complications  with  prophylactic  anticoagula- 
tion might  equalize  the  actual  hazards  of 
venous  thrombosis.11 

In  deep  venous  thrombosis,  the  treatment 
must  be  immediate  and  vigorous.  The 
thrombus  once  produced  will  propagate  to 
several  times  its  original  size  in  the  space  of 
48  hours.14,15  Anticoagulation  plays  a very 
definite  and  prominent  role  in  the  treatment. 
The  most  generally  accepted  indication  for 
anticoagulation  therapy  is  in  the  treatment  of 
venous  thrombosis.1"  Heparin  is  the  agent  of 
choice,  for  it  produces  an  immediate  effect  on 
a number  of  blood  proteins  and  is  effective 
in  preventing  propagation  of  a thrombus.16'17 
After  a stable  level  of  anticoagulation  has 
been  reached  and  the  patient  is  improving 
symptomatically,  he  may  be  slowly  and  pro- 
gressively ambulated.  Continued  inactivity  en- 
hances propagation  of  the  thrombus. 

Fibrinolytic  drugs  such  as  streptokinase, 
trypsin  and  fibrinolysin  have  been  advocated 
by  some  for  the  treatment  of  the  already 
formed  thrombus.  Moser18  has  stated  that 
streptokinase  is  not  effective  because  a signifi- 
cant portion  of  the  population  already  has 
inhibitors  to  this  agent.  These  anti-strepto- 
kinase  factors  may  also  increase  the  risk  of 
allergic  reactions.  Moser  also  feels  that  trypsin 
has  not  produced  a consistent  dissolution  of 
the  thrombus.  Bradham’"  reported  disappoint- 
ing results  with  fibrinolysin,  which  he  used 
in  a series  of  controlled  experiments  on  the 
laboratory  animal. 

Indirect  surgical  attack  of  the  problem  of 
venous  thrombosis  by  ligation  has  remained  a 
line  of  last  resort  for  most  surgeons.  Moretz20 


has  devised  a teflon  vena  cava  clip  which 
can  be  used  to  narrow  the  lumen  of  the  in- 
ferior vena  cava  permanently  thus  preventing 
harmful  embolization.  This  clip  was  used  in 
our  case  to  prevent  further  embolization  dur- 
ing a radical  abdominal  operation  for  another 
potentially  lethal  disease.  Absorbable  catgut 
suture  has  been  used  by  Dale21  and  associates 
to  give  an  immediate  occlusion  and  prevent 
embolization.  When  the  suture  absorbs,  it 
allows  the  lumen  to  reopen.  This  is  certainly 
an  uncontrollable  factor  and,  indeed,  the 
lumen  may  reopen  too  early,  thus,  no  practical 
benefit  would  be  gained.  Other  methods  for 
vena  cava  occlusion  such  as  suture  plication 
and  serrated  plastic  clips  have  been  advo- 
cated. 

Recently,  there  has  been  a revival  of  the 
direct  operative  attack  upon  the  thrombus  be- 
cause of  the  increasing  interest  of  the  sur- 
geons and  better  operative  techniques. 

The  operative  technique  for  direct  approach 
to  a thrombosed  vein  has  been  well  outlined.7 
The  addition  of  the  Fogarty  catheter  for  ex- 
tracting clots  has  greatly  improved  this  pro- 
cedure. 

In  some  instances,  surgical  intervention  is 
mandatory.  In  septic  thrombosis  ligation  of 
the  inferior  vena  cava  with  non-absorbable 
suture  is  axiomatic.7’ 22  When  symptoms  are 
progressive  under  adequate  medical  man- 
agement, including  heparin,  operative  in- 
vention is  required.22  Decompression  in 
phlegmasia  cerulea  dolens  by  fasciotomies  is 
recommended  to  relieve  the  tension  within  the 
fascial  compartments  and  restore  circulation.23 

The  objectives  of  surgical  treatment  then 
are:  ( 1)  The  preservation  of  life  (2)  The  pro- 
tection against  pulmonary  embolism  (3)  The 
avoidance  of  post-phlebitie  edema  (4)  Main- 
tenance of  an  effective  circulatory  system  to 
and  from  the  involved  part. 

Summary 

A case  of  deep  venous  thrombosis  com- 
pounded by  adenocarcinoma  of  the  cecum 
and  pulmonary  embolism  is  presented. 

A satisfactory  method  for  handling  deep 
venous  thrombosis  in  the  face  of  a need  for 
a major  operation  is  documented. 
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Treatment  of  intractable  asthma  with  diethylearba- 
mazine  citrate— M.  S.  Mallen  (General  Hospital, 
Mexico  City,  Mexico)  Ann  Allergy  23:534-537  (Nov) 
1965. 

The  administration  of  diethylcarbamazine  citrate  in 
daily  doses  of  10  mg/kg  is  effective  in  the  sympto- 
matic treatment  of  intractable  asthma.  The  drug 
is  well  tolerated  and.  according  to  test  experience,  can 
advantageously  substitute  the  use  of  corticoids  in 
some  cases.  It  is  expected  that  further  studies  will 
serve  to  impart  knowledge  upon  the  mode  of  action 
and  the  place  of  this  substance  in  the  management  of 
bronchial  asthma. 


Clinical  appraisal  of  nalidixic  acid  in  urinary  tract 
infection  in  childhood— G.  M.  Kneehone  (Adelaide 
Children’s  Hospital.  Adelaide,  Australia)  Med  J Aust 
2:947-949  (Dec  4)  1965. 

Nalidixic  acid  has  proved  to  be  an  effective,  safe 


addition  to  urinary  chemotherapy  agents  in  childhood 
urinary  diseases.  Two  groups  of  children  were 
studied;  one  of  six  female  children  with  an  isolated 
episode  of  acute  pyelonephritis  unassociated  with 
renal  tract  anomaly,  and  another  group  of  17  children 
(12  female  and  five  male)  who  had  pyelonephritis 
associated  with  underlying  renal  tract  anomalies.  All 
patients  were  given  nalidixic  acid  as  a liquid  sus- 
pension in  a dose  of  60  mg/kg  of  body  weight  per 
day  in  divided  oral  doses.  Escherichia  coli  was  the 
infecting  organism  in  the  majority  of  cases,  while 
Proteus  vulgaris  was  the  next  most  common.  In  both 
types,  in  vitro  sensitivity  to  nalilixic  acid  was  of  the 
same  order  as  that  of  commonly  used  agents  in  coli- 
form  infection.  When  both  organisms  coexisted,  in 
vitro  sensitivity  to  nalidixic  acid  was  shown  by  the 
mixed  culture  in  each  case.  When  less  common  bac- 
teria were  present,  insensitivity  in  in  vitro  was  pres- 
ent to  nalidixic  acid  as  well  as  to  most  other  anti- 
bacterial agents. 
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CYCLE  OF  HISTORY 

KENNETH  M.  LYNCH,  M.D.,  D.Sc.,  LL.D. 


The  Medical  College  of  South  Carolina 
has  experienced  in  its  143  years  of 
existence  a cycle  generally  parallel  with 
that  of  the  community  of  its  location  and  of 
the  area  of  medical  education,  in  both  of 
which  territories  it  is  a subservient  part.  That 
sort  of  evolution  applies  in  general;  medicine 
and  health  progress  with  the  advances  of 
civilization  and  stall  with  its  reverses,  although 
each  succeeding  cycle  tends  to  be  on  a higher 
level.  The  story  of  the  ups  and  downs  of  the 
Medical  College  is  much  the  same  as  that  of 
South  Carolina  and  the  “Deep  South,”  when 
fitted  with  the  evolution  of  science  and  medi- 
cal education  in  general.  In  both  the  ups  and 
the  downs  of  this  uneven  course,  war  and  its 
effects  have  at  times  been  major  controlling 
factors. 

In  the  period  of  its  beginning,  the  second 
decade  of  the  nineteenth  century,  South 
Carolina  was  one  of  the  most  prosperous  states 
of  the  country  that  was  just  beginning  to 
stretch  its  swaddling  clothes  as  a new  nation. 
The  wars  by  which  it  gained  its  freedom  were 
still  fresh,  and  the  prospects  were  a part  of  the 
stimulus  that  instigated  the  establishment  of 
medical  schools  along  with  other  develop- 
ments. 

The  success  of  the  venture  involved  in 
securing  the  charter  of  1823  and  in  launching 
the  school  took  most  of  the  members  of  the 
Medical  Society  of  South  Carolina  (Charles- 
ton ) by  surprise.  When  that  quickly  became 
a reality,  it  caused  two  opposing  reactions. 
The  faculty  who  had  borne  the  entire  burdens 
of  the  venture  sought  freedom  from  control, 
and  undertook  to  hold  possession  of  the 


properties  which  they  had  acquired  by  their 
activities  and  from  their  own  resources  with- 
out contribution  by  the  other  Medical  Society 
members. 

The  events  of  1829  to  1838  were  of  course 
the  interplay  between  the  faculty  and  other 
members  of  the  Society  in  the  effort  of  the 
former  to  escape  dominance  and  the  jealous 
determination  of  the  latter  to  secure  for  them- 
selves a part  in  the  benefits  of  a venture  that 
had  “flourished  beyond  the  most  sanguine 
expectations.” 

Although  there  is  evidence  warranting  the 
assumption  that  jealousy  on  the  part  of  some 
members  of  the  Society  had  already  de- 
veloped—and  that  the  progenitor  of  the 
“Town  and  Gown”  division  between  medical 
school  faculties  and  other  medical  practi- 
tioners of  communities  where  medical  schools 
are  located  had  raised  its  ugly  head  even  that 
long  ago,  it  took  the  refusal  of  the  Society  to 
follow  the  recommendations  of  the  Faculty  to 
bring  it  into  focus  here.  The  precipitating 
events  were:  (1)  the  refusal  of  the  Society  to 
remove  James  Ramsay  from  the  professorship 
of  surgery,  (2)  the  failure  of  the  Society  to 
elect  the  candidate  backed  by  the  faculty 
when  Ramsay  subsequently  resigned,  and  (3) 
the  refusal  of  the  Society  to  cooperate  with 
the  Faculty  in  securing  an  amendment  to  the 
charter  changing  the  composition  of  the 
Board  of  Trustees  to  “a  body  of  gentlemen 
not  medical.” 

It  seems  apparent  that  the  Faculty  already 
believed  that  this  third  request  would  not  be 
accepted  when  it  was  presented.  Just  three 
weeks  later  ( December  5,  1831 ) a copy  of  a 
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Memorial  addressed  by  the  Faculty  to  the 
Legislature,  then  in  session,  was  read  to  a 
meeting  of  the  Society  by  its  president.  That 
Memorial  proposed  a separation  of  the  College 
from  the  Society  and  incorporation  under  a 
Board  of  Trustees  as  proposed  by  the  Faculty. 

It  is  also  apparent  that  opposing  members 
of  the  Society  were  already  prepared  for  a 
counter  move.  Upon  an  adopted  motion,  made 
by  Dr.  Thomas  Y.  Simons,  a committee  was 
appointed,  with  Dr.  Simons  as  chairman, 
to  draft  a “counter  memorial.  That  committee 
immediately  retired,  but  returned  to  the  same 
meeting  and  presented  its  report.  That  report 
was  unanimously  adopted,  after  certain 
alterations— not  specified  in  the  minutes.  It 
goes  without  saying  that  if  any  members  of  the 
Faculty  were  present,  they  did  not  vote. 

The  “Counter  Memorial  of  the  Medical 
Society  was  carried  before  a committee  of  the 
Legislature,  presumably  the  Judiciary  Com- 
mittee of  the  House  of  Representatives,  by 
T.  Y.  Simons,  w ho  urged  the  unconstitutional- 
ity of  any  legislation  depriving  the  Society  of 
its  chartered  rights. 

The  Act  that  was  passed  at  that  session  of 
the  Legislature  ( on  December  17,  1831 ) was 
generally  considered  a compromise.  Its  major 
effect  was  to  change  the  composition  of  the 
Board  of  Trustees  of  the  College  so  that  the 
incumbent  president  of  the  Society  would  be 
an  ex  officio  member  and  president  of  the 
Board,  while  six  members  would  be  elected 
by  the  Society  and  six  appointed  by  the  Gov- 
ernor of  the  State.  This  composition  sounds 
like  retention  of  control  by  the  Society  but 
the  amendment  provided  that  “all  regulations 
regarding  the  College  were  made  subject  to 
concurrent  vote  of  the  trustees  and  the  fac- 
ulty." The  Society  chose  to  stand  its  ground, 
and  went  to  Court  to  test  the  constitutionality 
of  the  Act.  A lower  court  upheld  it,  but  the 
Court  of  Appeals  reversed  that  decision  in  a 
lengthy  opinion  and  declared  the  Act  un- 
constitutional. Samuel  Henry  Dickson  im- 
mediately resigned  from  the  Faculty  (July 
2,  1832)  and,  following  the  1833  publication 
from  the  Society  of  “An  Exposition  of  the 
Affairs  of  the  Medical  Society  of  South 


Carolina  so  far  as  they  appertain  to  the 
establishment  of  a Medical  College  in 
Charleston  and  the  subsequent  division  of 
the  latter  into  two  Schools  of  Medicine,”  he 
published  ( 1834 ) a pamphlet  of  his  own  titled 
“Statements  in  reply  to  Certain  Publications 
from  the  Medical  Society  of  South  Carolina.” 

These  two  pamphlets  are  included  in  a 
small  volume  located  in  the  Medical  College 
Library  under  the  label  of  “Bound  Pamphlets, 
No.  1,  Medical  College  of  S.  C.”  The  “Exposi- 
tion” from  the  Medical  Society  bears  its  offi- 
cial authorization  and  gives  a chronological 
outline  of  the  pertinent  events  from  1821  to 
1833  as  recorded  by  the  Society  and  as  viewed 
by  them.  The  “Statements”  from  Dickson  are 
also  chronological  and  state  the  position  of  the 
Faculty  as  he  viewed  it.  The  former  is  of 
course  in  the  temperate  mood  of  the  winner  of 
a battle,  the  latter  rather  vitriolic,  as  expected 
of  the  loser.  As  an  example,  Dickson  says,  “We 
may  mistake,  and  if  Judge  O’Neal  is  right, 
have  mistaken  the  law  of  the  land  here,  but 
we  cannot  be  wrong  in  the  opinion  that  no 
such  right  could  be  maintained  by  the  law  of 
honor,  or  the  rules  of  moral  equity.”  How 
often  he  might  be  right! 

Apparently  the  Faculty  continued  to  occupy 
the  Medical  College  building  at  Queen  and 
Franklin  Streets®  for  the  session  of  1832- 
1833,  but  the  Society’s  publication,  “The  Ex- 
position,” etc.,  referred  to  above,  states  that 
Dr.  T.  Y.  Simons,  whom  the  Society  had 
elected  to  the  professorship  of  the  Institutes 
and  Practice  of  Medicine  vacated  by  Dr.  Dick- 
son’s resignation,  was  excluded  from  the  build- 


°In  a previous  article  of  this  series  an  illustration  of 
this  building  as  constructed  in  1827  was  shown,  and 
also  a photograph  taken  after  a third  story  was  added. 
The  latter  was  labeled  “circa  1860”  but  from  a state- 
ment in  the  minutes  of  the  Society  of  May  11,  1854, 
that  the  Roper  Hospital  granted  the  use  of  a room  in 
the  Hospital  while  repairs  were  being  done  to  the 
Medical  College,  after  which  their  room  in  the  Col- 
lege building  would  be  reoccupied,  it  seems  likely  that 
1854  was  the  time  when  that  building  was  enlarged. 
It  also  seems  likely  that  the  original  building  con- 
structed by  the  Faculty  in  1824  was  the  “wooden 
building”  mentioned  in  the  “Exposition”  pamphlet, 
and  that  it  was  still  in  existence  in  1913  when  the 
present  narrator  arrived  here. 

( Medical  Schooling  in  South  Carolina.  V.  J S Carolina 
Med  Ass  61:274  (Sept.,  1965) 
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ing.  Where  Dr.  Simons  and  the  Board  of 
Trustees  from  the  Society  held  forth  is  not 
clear,  since  the  “Exposition”  publication  says 
that  the  “Professors  kept  forcible  possession 
of  the  College  building”  even  after  conclusion 
of  the  1832-33  session  and  “that  a man  was 
placed  there  with  orders  to  shoot  the  first  per- 
son who  attempted  to  enter.” 

Tempers  must  have  become  very  hot  by 
then,  and  the  battle  something  more  than  just 
wordy— verbal  and  published  in  newspapers 
and  circulars  as  well  as  court  and  political 
proceedings.  The  Faculty,  of  course,  lost 
again.  The  Society  appealed  to  the  courts  of 
the  County  and  by  order  of  the  Law  the 
Faculty  was  evicted  from  the  building  they 
called  theirs.  On  July  24,  1833,  a committee 
of  seven  Society  members  was  appointed  to 
“receive  possession  of  the  Medical  College 
Building  from  the  Sheriff,  and  to  report  its 
condition  and  inventory”  to  the  Society. 

Before  the  time  of  the  next  session  ( Novem- 
ber) the  Faculty  had  purchased  the  Charles- 
ton Theatre  building  at  Broad  and  New 
Streets.  According  to  James  Moultrie,  Jr.,  in 
his  address  of  December  5,  1835,  before  the 
South  Carolina  Society  for  the  Advancement 
of  Learning— published  December  1836,  and 
usually  cited  under  that  date— that  building 
was  not  only  adequate  for  their  needs  of  the 
time,  but  for  any  expansion  required.  It  was 
renovated  and  rearranged,  not  only  for  the 
accommodation  of  classrooms  and  laboratories 
but  to  include  an  “infirmary”  for  clinical  teach- 
ing. That  establishment  of  a complete  medical 
school,  including  all  phases  of  medical  teach- 
ing in  one  plant  and  under  one  operation, 
might  well  stand  as  the  first  accomplishment 
of  an  objective  now  current  in  the  great 
medical  school  complexes  of  today— the  same 
principles  and  philosophy,  merely  a differ- 
ence in  proportions  in  accordance  with  the 
stage  of  developments  in  science,  medicine 
and  health— in  civilization. 

Moultrie  had  now  joined  the  faculty  of  their 
newly  chartered  ( Dec.  20,  1832 ) second  medi- 
cal school,  the  Medical  College  of  the  State 
of  South  Carolina.  Fie  became  the  first  profes- 
sor of  physiology,  a chair  that  he  occupied 


until  his  retirement  in  1866.  All  of  the  history 
of  these  early  and  significant  years  of  medical 
schooling  in  South  Carolina  emphasize  two 
outstanding  but  different  personalities,  Samuel 
Henry  Dickson  and  James  Moultrie,  Jr.  Each 
complemented  the  other,  Dickson,  the  aggres- 
sive, outstanding,  determined  man  who  set 
forth  to  an  objective  “by  whatever  means”  and 
at  all  costs,  and  Moultrie,  the  conservative 
estimator  who  believed  that  the  wise  and 
sound  course  was  the  only  way  to  reach  a 
worthy  objective.  Both  men  became  prominent 
nationally.  Dickson’s  expression  of  his  devoted 
regard  for  Moultrie  may  be  assumed  to  have 
been  mutual  sentiment  between  the  two.  In 
his  “Statements”  of  1834,  he  acknowledged 
“their  [the  Faculty]  ancient  friend  and  co- 
adjutor, Dr.  Moultrie  . . .”  He  also  recorded 
in  the  same  publication  that  Moultrie  had 
been  offered  “the  chair  of  anatomy  in  the 
first  contemplated  enterprise,  but  thought 
proper  to  decline,  although  he  continued  to 
lend  us  the  powerful  support  of  his  talent  and 
influence.  . .” 

Following  the  Supreme  Court  decision  that 
the  Act  of  the  Legislature  of  December  17, 
1831,  was  unconstitutional,  the  Faculty  of  the 
Medical  College,  recognizing  the  “hand- 
writing on  the  wall,”  made  another  move  that 
was  said  in  the  Medical  Society  transactions 
to  have  been  so  unexpected  as  not  to  allow 
time  for  them  to  take  any  measure  of  opposi- 
tion before  the  Legislature.  They  secured  the 
passage  on  December  20,  1832,  of  an  Act  to 
incorporate  a second  medical  school,  the 
Medical  College  of  the  State  of  South  Caro- 
lina. From  a knowledge  of  the  procedure  and 
processes  in  the  course  of  passage  of  any  law, 
as  well  as  the  watchfulness  of  members  of  the 
Medical  Society  for  just  such  a move  by  the 
Faculty,  it  does  not  appear  reasonable  that 
this  was  such  a surprise  as  to  prevent  any 
effort  against  it.  That  excuse  must  at  least  be 
taken  “with  a grain  of  salt.”  Most  likely,  the 
leaders  in  the  Society,  feeling  that  it  had  the 
upper  hand,  decided  to  let  the  rebellious 
Faculty  go  its  way,  in  the  belief  that  it  would 
fail. 

The  Faculty,  on  the  contrary,  felt  that  it 
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might  succeed  in  holding  possession  of  the 
Medical  College  properties,  and  thus  obstruct 
the  Society  from  continuing  the  operation  of 
its  school.  The  fact,  however,  that  the  Faculty 
quickly  acquired  another  building  when  they 
were  evicted,  and  fitted  it  for  their  use  before 
the  time  of  opening  a fall  session,  indicates 
that  they  had  taken  safeguarding  measures 
and  were  prepared  in  any  event. 

Following  the  incorporation  of  the  Medical 
College  of  the  State  of  South  Carolina  and 
its  organization  for  operation  in  the  newly 
purchased  building  of  its  own,  the  Medical 
Society  on  July  5,  1833,  gave  notification  to 
Drs.  Frost,  Ravenel,  Prioleau  and  Wagner,  of 
the  Faculty,  that,  under  a by-law  (passed 
February  21,  1833)  their  respective  chairs 
would  be  declared  vacant  on  the  following 
Monday  unless  the  Society  received  accept- 
able information  from  these  professors  that 
they  had  not  accepted  professorships  in  the 
newly  chartered  college.  This  produced 
letters  from  Frost,  Prioleau  and  Wagner  on 
July  5,  1833,  simply  stating  that  they  con- 
sidered themselves  professors  in  the  Medical 
College  established  the  previous  December 
( 1832 ) . Ravenel’s  letter  of  response,  dated 
July  8,  1833  (the  deadline  date),  stated  that 
he  stood  on  his  pledge  of  1824  to  the  Medical 
College  of  South  Carolina,  but  that  it  did  not 
bind  him  not  to  lecture  to  any  other.  Where- 
upon the  Society  promptly  declared  (July  17) 
the  professorships  all  vacated. 

The  professorships  of  the  Society’s  school 
(the  Medical  College  of  South  Carolina) 
having  been  declared  vacant,  country-wide  as 
well  as  local  advertisements  were  published 
and  circulated  seeking  applicants,  and  a time 
was  set  for  elections.  At  the  meeting  of  the 
Society  on  October  16,  1833,  the  president 
announced  the  successful  candidates  as  fol- 
lows: “Drs.  John  R.  Rhinelander  of  New  York, 
Professor  of  Anatomy;  G.  S.  Bedford  of  New 
York,  Professor  of  Obstetrics,  etc.,  etc.; 
Andrew  Hasell  of  Charleston,  Professor  of 
Materia  Medica;  Henry  Alexander  of  Charles- 
ton, Professor  of  the  Institutes  of  Medicine; 
William  Anderson  of  Philadelphia,  Professor 
of  Surgery;  Charles  Davis  of  Philadelphia, 


Professor  of  Chemistry.”  Dr.  T.  Y.  Simons  had 
already  been  elected  Professor  of  Theory  and 
Practice  of  Physic  when  Dickson  resigned  in 
1832.  At  that  time  the  Board  of  Trustees  had 
already  been  changed  again  and  was  com- 
posed of  12  members,  all  new,  elected  by  and 
from  the  Medical  Society,  in  addition  to  the 
incumbent  president  as  an  ex-officio  member 
and  chairman  of  the  Board. 

The  troubles  of  the  new  faculty  of  the  So- 
ciety’s school  began  immediately.  On  Febru- 
ary 5,  1834,  the  minutes  record  that  at  the 
regular  monthly  meeting  just  previous,  the 
applications  of  Drs.  Rhinelander,  Bedford  and 
Davis  for  honorary  membership  had  been  re- 
jected. Resolutions  were  passed  stating  that 
a “portion  of  the  members”  felt  aggrieved 
over  the  gossip  regarding  the  event,  as  de- 
signed to  “sully  the  reputation  of  the  Society” 
as  well  as  “destroy  the  character  and  reputa- 
tion of  the  individuals  referred  to.”  The 
resolutions  condemned  the  unnamed  per- 
petrators of  the  rumors  as  designing  to  dis- 
credit professional  rivals.  At  the  meeting  on 
March  1,  1834,  Dr.  T.  Y.  Simons,  who  had 
been  elected  dean  of  the  Society’s  school,  re- 
ported on  the  episode.  He  stated  that  the 
college  was  organized  only  a few  weeks 
previous  to  the  opening,  that  the  professor  of 
anatomy  ( Rhinelander ) had  not  arrived  and 
“above  all  that  popular  excitement  had  been 
awakened  against  our  Institution  because 
some  of  its  professors  were  not  natives.” 

How  different  from  the  later  time  (1913) 
when  the  present  narrator,  as  the  first  non- 
native, was  most  cordially  welcomed  into  the 
then  newly  composed  faculty  and  the  Medical 
Society!  And  how  different  from  the  present, 
when  nearly  all  of  the  major  professors,  as 
well  as  many  of  the  lower  ranks,  have  been 
recruited  from  outside  the  State— and  when 
the  president  of  the  College,  as  well  as  four 
of  the  five  deans  and  the  Hospital  super- 
intendent are  not  natives!  And  yet  the  Medical 
Society  of  South  Carolina  now  has  a rule 
barring  any  doctor  from  election  to  member- 
ship until  he  has  practiced  here  for  three  years. 
That  ride  does  not  apply,  however,  to  the 
Charleston  County  Medical  Society. 
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The  bickering  between  the  two  factions 
took  on  many  angles;  at  the  Society  meeting 
of  April  1,  1834,  Dr.  William  Hume  exhibited 
a bill  to  a patient  of  the  staff  of  the  Infirmary 
of  the  Medical  College  of  the  State  of  South 
Carolina  “by  which  no  specific  charge  was 
made  for  medical  attendance,”  charging  that  it 
was  in  violation  of  the  Fee  Bill,  whereupon 
the  Society  resolved  that  “rate  of  charging  in 
surgery  of  the  Medical  College  of  the  State 
of  South  Carolina  is  a departure  from  the 
rules  of  the  Society.”  This  charge  of  violation 
of  the  Fee  Bill  at  the  Medical  College  of  the 
State  of  South  Carolina  continued  to  crop  up, 
the  last  related  ruling  being  a compromise 
“dodge”  of  the  question,  that  either  or  both 
schools  might  establish  an  infirmary  “during 
the  term  of  Lecturing”  without  violation  of 
rules.  Various  questions  continue  controversies 
to  this  day  about  professional  fee  charges  by 
members  of  “full  time”  medical  staffs  of  medi- 
cal schools  generally.  Recognizing  the  prickly 
nature  of  the  subject,  the  Medical  College 
asked  for,  and  secured,  approval  of  the  South 
Carolina  Medical  Association  in  setting  up  its 
system  of  “referral”  practice  by  its  full-time 
staff  when  the  Medical  College  Hospital  was 
opened  in  1955. 

Another  recorded  episode  of  controversy 
occurred  when  nine  applicants  for  member- 
ship in  the  Society  were  rejected  on  the 
grounds  that  they  were  proteges  of  the  “Broad 
Street  College  faculty  and  would  act  from 
“partizan  animosities.”  Members  who  voted 
against  these  applicants  freely  acknowledged 
that  they  acted  “purely  on  the  principle  of 
self-defense"  and  not  from  any  question  of  the 
candi  dates’  quali  fications . 

The  dean  of  the  Faculty  of  the  Society’s 
school  (M.C.S.C.),  Dr.  T.  Y.  Simons,  empha- 
sized some  of  the  related  handicaps  in  his 
Annual  Report  on  March  2,  1835,  in  explain- 
ing the  small  number  of  students  in  compari- 
son with  those  of  the  rival  institution  (7  the 
first  year,  12  the  second,  as  compared  with 
105  and  127).  He  cited  that  some  members  of 
his  faculty  were  “entire  strangers”  and  the 
others  “not  known  beyond  the  precincts  of 
Charleston”  and  had  “never  before  delivered 


lectures,”  and  that  the  acquaintance  of  all  of 
them  throughout  the  country  was  “very  cir- 
cumscribed,” so  “diminishing  their  influence.” 
By  comparison  he  admitted  that  their  “op- 
ponents had  been  organized  for  years,”  and 
were  well  known  and  influential.  He  empha- 
sized other  advantages  of  the  rival  College  in 
having  the  word  “State”  added  to  its  title 
and  “the  circumstance  that  some  of  their 
Trustees  were  leading  members  of  the  ‘States 
Rights’  party,”  while  “some  of  our  Professors 
were  from  the  North  . . . leading  to  the  infer- 
ence that  the  rival  school  was  the  College  of 
the  State,  while  the  other  must  necessarily  . . . 
be  opposed  to  this  State.” 

Premonitions  of  the  struggle  that  residted 
in  the  War  Between  the  States  were  thus  re- 
vealed as  already  evident,  even  in  medical 
school  circles.  How  hot  this  became  in  the  next 
twenty-five  years,  how  obstructive  to  the 
progress  of  the  Medical  College  for  a century 
more,  and  how  hazardous  it  is  to  the  institu- 
tion and  to  South  Carolina  today— ( 1966! ) 

Although  Dean  T.  Y.  Simons  strove  man- 
fully for  success  of  the  Society’s  medical  school 
and  continued  his  optimistic  reports,  the  de- 
votion of  his  colleagues  was  waning;  harmony 
was  wanting,  even  in  the  Society’s  persistent 
efforts  against  the  rival  faculty.  Their  own 
faculty  was  discouraged  and  without  power, 
offended  by  such  actions  of  the  Society  as 
that  of  July  1,  1835,  that  “no  individual  con- 
nected with  the  Medical  College,  a Professor 
or  Lecturer,  shall  be  eligible  to  the  office  of 
President,  Vice  President  of  the  Society,  or 
Trustee  of  the  Medical  College  of  South  Caro- 
lina. Not  that  this  rule  is  wholly  bad  in  prin- 
ciple, but  it  was  too  pointed  at  that  time  and 
under  the  circumstances— it  was  an  affront. 

Even  though  Dean  Simons  stated  to  the  So- 
ciety on  December  14,  1835,  that  their  medical 
school  was  in  a very  prosperous  condition,  and 
that  “the  Professors  . . . were  now  willing  to 
pay  the  expenses  of  the  Janitor,”  and  although 
he  announced  on  March  11,  1835,  that  the 
class  had  increased  to  27,  it  was  noted  at  the 
same  time  that  “vacancies  had  occurred  in  tin' 
faculty.”  It  seems  obvious  that  dissolution  of 
the  Society’s  school  was  imminent.  As  a final 
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gesture  of  optimism  the  faculty  reported  on 
March  7,  1837,  that  “the  prospects  are  more 
encouraging  than  ever,”  and  that  “ultimate 
success  cannot  be  questioned  . . .” 

Sensing  victory  by  the  Broad  Street  faculty, 
that  astute  and  always  dependable  leader, 
Dean  James  Moultrie,  Jr.,  made  his  celebrated 
address  of  December  5,  1835,  before  the  South 
Carolina  Society  for  the  Advancement  of 
Learning  on  the  subject  of  “The  State  of  Medi- 
cal Education  in  South  Carolina.” 

That  address,  published  as  a “Memorial”  in 
1S36,  drew  an  action  of  the  Medical  Society 
on  March  10,  1837,  by  motion  of  Dr.  B.  B. 
Simons  this  time,  “that  the  obnoxious  parts  of 
the  address  be  noticed  by  the  President  in  his 
charge  to  the  graduating  class  on  Commence- 
ment day.” 

On  December  10,  1838,  the  Society  reached 
the  end  of  its  rope.  “A  letter  of  resignation 
from  all  of  the  Professors  of  the  Medical  Col- 


lege of  South  Carolina  was  presented  by  their 
dean,  Dr.  T.  Y.  Simons,”  and  a Committee  of 
five  was  elected  by  ballot  “to  report  upon  the 
resignations,  to  ascertain  what  expenses  had 
been  incurred  by  the  faculty,”  and  “to  inquire 
on  what  terms  the  Faculty  of  the  Medical 
College  of  the  State  of  South  Carolina  will 
agree  to  treat  with  the  Society  for  the  pos- 
session and  use  of  the  Endowments  of  the  Col- 
lege in  case  the  Society  determine  to  discon- 
tinue the  operation  of  its  Medical  School.” 
The  first  medical  faculty  in  the  Southland 
had  experienced  a complete  cycle,  from  dis- 
couragement but  not  defeat  in  securing  a start, 
to  success  and  prosperity  beyond  expectations, 
to  defeat  but  not  discouragement,  all  in  a 
period  of  some  ten  years.  At  this  point  in  the 
history  of  the  Medical  College,  it  was  in  the 
beginning  of  a second  cycle  from  success  to 
defeat  in  an  oncoming  period  of  some  twenty- 
nine  years. 


Pancreatitis:  Progress  in  Management— K.  Grozinger 
(Surgical  Clinic,  Heidelberg  University,  Heidelberg, 
Germany)  Surgery  59:319-324  (Feb)  1966. 

Reports  from  Europe  have  emphasized  the  bene- 
ficial effect  of  commercially  available  trypsin  in- 
hibitors in  the  management  of  acute  pancreatitis. 
Using  the  technique  of  organ  perfusion,  the  effect  of 
Trasylol  (kallikrein  and  trypsin  inhibitor  made  from 
bovine  parotid  glands— Germany ) in  the  treatment  of 
experimental  pancreatitis  in  dogs  was  investigated. 
Since  the  local  effect  of  Trasylol  on  pancreatitis  was 
impressive  in  the  animals,  the  procedure  was  applied 
only  in  cases  of  pancreatitis  with  a poor  prognosis  in 
humans  because  of  possible  unexpected  complications. 
In  a 63-year-old  woman  with  a two-day  history  of 
upper  abdominal  pain,  the  concentration  of  a-amylase 
in  the  serum  was  extremely  high.  Twelve  hours  after 
regional  Trasylol  perfusion  of  the  pancreas,  the  con- 
centration of  a-amylase  in  the  serum  was  extremely 
high.  Twelve  hours  after  regional  Trasylol  perfusion 
of  the  pancreas,  the  concentration  of  a-amylase  had 
fallen  to  normal  values.  Perfusion  of  the  pancreas  may 
be  the  latest  step  in  encouraging  the  use  of  trypsin 
inhibitors  for  acute  pancreatitis.  Since  Trasylol  has 


been  introduced  into  clinical  therapy,  the  mortality 
of  acute  pancreatitis  could  be  diminished. 

Current  attitudes  on  diverticulitis  with  particular 
reference  to  colonic  bleeding— B.  M.  Rigg  (Nuffield 
College,  Lincolns  Inn  Fields,  London)  and  M.  R. 
Ewing.  Arch  Surg  92:321-332  (March)  1966. 

After  reviewing  the  literature  on  colonic  bleeding 
associated  with  diverticulitis,  there  seems  to  be  good 
evidence  to  support  the  statement  that  diverticulitis 
of  the  colon  may  be  the  cause  of  massive  colonic 
bleeding.  Mild  colonic  bleeding  may  be  the  result  of 
diverticulitis,  but  a diligent  search  must  be  made  for 
other  possible  causes  such  as  polyps  or  carcinoma.  It 
is  believed  that  diverticulitis  is  responsible  for  mild 
colonic  bleeding  in  no  more  than  half  of  the  com- 
monly reported  incidence  of  15%.  The  management 
of  massive  hemorrhage  from  diverticulitis  should  be 
conservative,  whereas  a more  energetic  diagnostic 
approach  should  be  undertaken  particularly  in  the 
group  with  mild  bleeding.  Exploratory  laparotomy 
may  often  be  advocated  in  the  teratment  of  this 
group. 
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S.  E.  PUCKETTE,  M.  D. 

Medical  College  Hospital 
Charleston,  S.  C. 


Beginning  at  age  thirteen,  this  young 
colored  female  had  recurrent  episodes 
of  mild  cough,  productive  of  blood 
tinged  sputum,  varying  degrees  of  hypo- 
chromic anemia  and  areas  of  consolidation  in 
the  lungs  which  would  clear  fairly  rapidly,  as 
shown  by  these  four  chest  films  taken  over  a 
nine  day  period  during  one  of  these  episodes. 
With  these  episodes,  there  was  usually  a de- 
crease in  appetite,  malaise  and  a low  grade 
temperature.  The  lesions  would  appear  to 
clear  as  rapidly  without  antibiotic  therapy  as 
with  it.  The  hypochromic  anemia  responded 
on  several  occasions  to  oral  iron  therapy.  At 
age  16,  however,  the  patient  was  seen  with 
cyanosis,  dyspnea,  blood  tinged  sputum  and 
died  shortly  after  being  admitted  to  the  hos- 
pital. 

This  triad  of  hemoptysis,  hypochromic 
anemia  and  diffuse  pulmonary  parenchymal 
infiltrate  noted  on  chest  x-ray  films,  coupled 
with  the  patient’s  age  and  clinical  course  are 
fairly  typical  of  idiopathic  pulmonary  hemosi- 
derosis, which  was  diagnosed  at  necropsy. 
One  of  the  more  informative  papers  on  the 
subject  is  that  of  Soergel  and  Sommers,1  from 
which  most  of  the  following  information  is 
taken. 

This  is  a relative  rare  disease  of  unknown 
etiology  characterized  pathologically  by  the 
occurrence  of  intra-alveolar  pulmonary  hemor- 


rhages. Four  out  of  every  five  patients  are 
children.  Most  of  the  rest  are  young  adults. 
The  incidence  is  sporadic  and  there  is  no 
predilection  for  either  sex,  particular  season  or 
geographic  area.  The  clinical  course  and  all 
abnormal  laboratory  tests  results  can  be  ex- 
plained by  the  repeated  episodes  of  multifocal 
hemorrhages  originating  from  the  alveolar 
capillaries.  The  areas  of  consolidation  seen  on 
the  chest  films  are  due  to  blood  in  the  alveolar 
spaces. 

These  patients  also  exhibit  dyspnea, 
fatigueability  and  malaise.  The  average  dura- 
tion of  symptoms  until  death  is  approximately 
two  and  one-half  years  but  there  are  some 
long-term  survivors.  Massive  pulmonary 
hemorrhage  may  occur  at  any  time,  showing 
itself  by  extreme  dyspnea  and  cyanosis,  indi- 
cating that  the  patient  is  literally  drowning 
in  his  own  blood  as  occurred  in  this  case. 
Another  cause  of  death  is  chronic  cor  pul- 
monale with  the  pulmonary  hypertension 
secondary  to  pulmonary  fibrosis.  The  demon- 
stration of  hemosiderin-laden  macrophages 
either  in  the  sputum  or  in  the  fasting  gastric 
aspirate  is  a very  strong  point  in  favor  of  the 
disease  although  it  is  usually  held  that  positive 
diagnosis  depends  on  lung  biopsy.2  In  addi- 
tion to  the  iron  therapy  for  anemia,  eorti- 
costeriods  have  been  used.  The  corticosteroids 
apparent  major  value  is  in  short-term  use  dur- 
ing bleeding  episodes.  They  appear  to  speed 
recovery  and  perhaps  improve  the  patient’s 
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Flagyl  eliminates  the  difficulties  and  frus- 
trations that  have  long  attended  the  treat- 
ment of  trichomonal  infection. 

These  difficulties  arose  mainly  from: 

1)  the  failure  of  any  previously  known 
agent  to  destroy  the  protozoan  in  para- 
vaginal crypts  and  glands; 

2)  the  failure  of  any  previously  known 
agent  to  prevent  reinfection  by  eradicat- 
ing the  disease  in  male  consorts. 

The  introduction  of  Flagyl  removed  both 
of  these  long-standing  deficiencies.  Hun- 
dreds of  published  investigations  in  thou- 
sands of  patients  have  confirmed  the  ability 
of  Flagyl  to  cure  trichomoniasis. 

Correctly  used,  with  due  attention  to  re- 
peat courses  of  treatment  for  resistant, 
deep-seated  invasion  and  to  the  presump- 
tion of  reinfection  from  male  consorts, 
Flagyl  has  repeatedly  produced  a cure  rate 
of  up  to  100  per  cent  in  large  series  of 
patients. 

Nothing  cures  trichomoniasis  like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tablet  t.i.d.  for 
ten  days.  A vaginal  insert  of  500  mg.  is  avail- 
able for  local  therapy  when  desired.  When  the 
inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for 
ten  days,  and  concurrently  two  oral  tablets 
should  he  taken  daily. 

In  men : in  whom  trichomonads  have  been 
demonstrated,  one  250-mg.  oral  tablet  b.i.d. 
for  ten  days. 

Contraindications 

Pregnancy;  disease  of  the  central  nervous  sys- 
tem; evidence  or  history  of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should  be  made 
before  and  after  therapy,  especially  if  a sec- 
ond course  is  necessary. 

Infrequent  and  minor  side  effects  include; 
nausea,  unpleasant  taste,  furry  tongue,  head- 
ache, darkened  urine,  diarrhea,  dizziness,  dry- 
ness of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of 
trichomonads  may  aggravate  moniliasis. 

Dosage  Forms 

Oral-250-mg.  tablets/ Vaginal-500-mg.  inserts 
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immediate  prognosis.  The  use  of  intermittent 
positive  pressure  breathing  has  had  limited 
trial  but  may  be  of  value,  especially  in  the 
patient  seen  terminally,  as  was  this  patient.3 

It  should  be  pointed  out  that  the  relation- 


ship between  idiopathic  pulmonary  hemo- 
siderosis and  pulmonary  hemorrhage  in  asso- 
ciation with  glomerular  disease,  i.  e.  “Good- 
pasture’s Syndrome”  is  still  unsettled. 
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Evaluation  of  Treatment  of  Hydrocephalus— J.  E. 
Scarff.  Arch  Neurol  14:382-391  (April)  1966. 

The  results  reported  in  the  literature  of  624  cases 
of  hydrocephalus  treated  by  third  ventriculostomy 
and  endoscopic  cauterization  of  the  choroid  plexuses 
( “physiological”  operations ) were  compared  with  the 
results  reported  in  1.087  cases  treated  by  one  or  the 
other  of  the  mechanical  “shunts.”  The  operative 
mortality  (10%  to  15%)  was  essentially  equal  for 
the  two  groups.  Late  complications,  however,  occurred 
in  over  50%  of  the  shunts  but  in  only  2%%  of  the 
physiological  operations.  The  average  survival  period 
for  the  shunts  was  only  two  years,  but  6V2  years 
for  the  physiological  operations.  Five-year  survivals 
were  reported  in  only  2%  of  the  shunts  but  in  30% 
of  the  physiological  operations. 


Long-Term  Results  of  BCG  Vaccination  in  the 
Southern  United  States— G.  W.  Comstock  and  C.  E. 
Palmer  (Training  Center  for  Public  Health  Research, 
Rox  2067,  Hagerstown,  Md)  Amer  Rev  Resp  Dis 
93:171-183  (Feb)  1966. 

In  1950  a controlled  trial  of  BCG  vaccination  was 
done  in  Muscogee  County,  Ga.,  and  Russell  County, 
Ala.  The  study  population  comprised  64,136  per- 
sons, almost  all  over  5 years  of  age.  All  had  satis- 
factory tuberculin  tests  and  negative  chest  photo- 
fluorograms.  Although  29.369  were  initially  classified 
as  tuberculin  reactors,  only  11%  of  the  study  popula- 
tion is  now  estimated  to  have  had  tuberculous  in- 
fections. Approximately  half  of  the  initial  nonreactors 
to  tuberculin  were  vaccinated.  Throughout  14  years 
of  observation,  almost  three  fourths  of  the  tuberculosis 
problem  arose  among  the  initial  tuberculin  reactors. 
Among  the  nonreactors,  tuberculosis  was  reduced 
only  14%  by  vaccination.  The  net  reduction  in  the 
entire  study  population  was  thus  less  than  5%.  The 
slight  contribution  of  vaccination  was  manifested 
almost  entirely  during  the  first  four  years  of  the 
trial.  It  was  least  effective  among  subgroups  with 
high  case  rates.  Although  tuberculosis  was  most  com- 


mon among  persons  with  little  subcutaneous  fat  and 
with  poor  housing  conditions,  neither  of  these  factors 
could  account  for  the  lack  of  effectiveness  of  BCG 
vaccination. 


Complications  of  Angiography  in  the  Stroke  Patient 
— J.  G.  Blain  and  J.  A.  Resch  (University  of  Minnesota 
Medical  School,  Minneapolis)  Geriatrics  21:149-154 
(March)  1966. 

Twenty-three  complications  were  encountered  in 
99  angiograms  performed  on  74  patients.  In  the  pres- 
ent series  there  were  no  permanent  neurological  com- 
plications. There  were  11  severe  transient  complica- 
tions, one  half  of  which  occurred  in  patients  over  the 
age  of  75.  Confusional  states,  not  ascribable  to  pre- 
medication. were  present  in  6 of  these  11  patients  and 
persisted  for  periods  up  to  72  hours.  One  patient  had 
a left  homonymous  hemianopsia  and  two  patients  had 
blindness.  These  complications  persisted  for  48  hours 
in  all  patients.  Persistent  hemiparesis  was  present  in 
the  only  fatality  of  the  series.  Mild  transient  com- 
plications occurred  on  seven  occasions.  These  con- 
sisted of  focal  adversive  seizures  on  two  occasions  and 
generalized  seizure  in  another  instance.  Cranial  nerve 
palsies  were  likewise  transient  in  the  three  patients  in 
whom  they  were  present.  The  nonneurological  com- 
plications were  classified  as  local  or  general.  Nine 
patients  were  so  affected.  Hematoma  at  the  site  of 
the  needle  puncture  was  not  considered  a complica- 
tion unless  there  were  associated  clinical  symptoms. 
One  patient  developed  respiratory  stridor  due  to  a 
mediastinal  hematoma.  Asymptomatic  absence  of  the 
radial  pulse  occurred  following  subclavian  artery 
catheterization  on  one  occasion.  General  nonneuro- 
logical deficit  occurred  six  times.  Hypotension  was  the 
most  frequent  and  the  most  persistent  of  this  type  of 
complication.  The  overall  neurological  complication 
rate  was  17.1%.  When  all  four  vessels  were  studied 
via  a single  puncture,  this  rate  rose  to  21.2%  in  that 
group  of  patients  who  underwent  four  vessel  angio- 
graphy. 
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Ex-President’s  Page 


On  a recent  cool  and  windy  April  afternoon  a large 
crowd  gathered  on  the  football  field  in  Bamberg  to  cele- 
brate Doctors  Appreciation  Day  and  to  honor  three  of 
Bamberg  county’s  older  citizens:  Dr.  Robert  Black  of 
Bamberg,  Dr.  Leighton  A.  Hartzog  of  Olar,  and  Dr. 

Henry  J.  Stuckey  of  Bamberg.  It  was  a heterogeneous 
group— the  president  of  the  American  Medical  Associa- 
tion, teachers  and  school  children,  a United  States  Sena- 
tor, members  of  the  local  Jaycees,  truck  drivers  and 
mechanics,  state  and  county  office  holders,  the  president 
and  the  dean  of  the  Medical  College,  mothers  and  grand- 
mothers, farmers  and  business  men,  physicians  and 
nurses,  and  above  all,  old  friends  and  former  patients.  Their  common  goal  was  to  express  ap- 
preciation and  devotion  to  these  three  men  for  what  they  had  done  and  for  what  they  were. 

These  men  had  served  the  people  of  Bamberg  county  as  physicians  long  and  well:  Dr. 
Black  (61  years).  Dr.  Hartzog  (56  years)  and  Dr.  Stuckey  (54  years).  They  had  lived  and 
practiced  during  the  era  of  medical  change  ( from  horse  and  buggy  and  dirt  roads  to  auto- 
mobiles and  pavement,  from  the  medical  bag  in  the  home  to  the  delivery  suite  and  laboratory 
in  the  hospital,  from  quinine  and  calomel  to  the  steroids  and  antibiotics,  from  the  treatment  of 
diphtheria  and  pertussis  to  the  widespread  use  of  immunizations),  and  had  made  every  effort 
to  adapt  their  thinking  and  their  work  to  that  which  was  new.  They  had  cared  for  those  who 
came  for  help  and  no  one  was  denied  their  services  because  of  creed,  color,  or  lack  of  money. 

They  had  been  community  leaders,  contributing  liberally  of  their  time  and  means  to  the 
educational,  business,  cultural,  political  and  religious  needs  of  the  county.  Above  all,  they  had 
been  men  of  character.  They  had  their  faults,  they  made  their  mistakes,  but  each  in  his  own 
way  had  striven  to  be  an  ethical  doctor  of  medicine  and  to  serve  the  Great  Physician. 

As  I joined  with  others  in  honoring  these  men,  I felt  anew  a pride  in  my  profession.  The 
greatest  contribution  which  we  physicians  can  make  is  the  dedicated  life  of  a doctor  of  medi- 
cine. And  this  we  did  in  the  lives  and  devoted  service  of  Drs.  Black,  Hartzog,  and  Stuckey. 
Those  of  us  who  are  younger  would  do  well  to  follow  the  example  of  these  three  outstanding 
gentlemen. 

(The  day  after  the  ceremony.  Dr.  Black  died  in  a hospital  in  Charleston  and  Dr.  Hartzog’s 
son,  Senator  Franklin  R.  Hartzog  of  Bamberg  county,  died  in  a local  hospital.  Our  heartfelt 
sympathies  are  extended  to  the  members  of  both  families.) 


This  is  the  last  President’s  Page  which  it  will  be  my  privilege  to  write.  The  next  will  come 
from  the  pen  of  my  honored  colleague  and  long-time  friend.  Dr.  George  D.  Johnson. 

The  past  year  has  been  interesting  and  stimulating.  The  South  Carolina  Medical  Associa- 
tion has  been  most  gracious  to  me  and  I am  truly  grateful  for  all  these  favors.  I can  but  hope 
that  through  what  I have  done  I have,  in  small  part,  expressed  my  sincere  thanks  and  ap- 
preciation. 


Julian  P.  Price,  M.  D. 
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ing,  fishing,  hunting,  or  poker  club. 


President’s  Page 

Doctors  are  human  but  their  patients  expect  them 
to  be  superhuman.  Aside  from  working  all  hours  of  the 
day  and  night,  the  doctor  is  supposed  to  be  a leader  in 
his  community. 

He  is  apt  to  be  a pillar  in  his  church  whatever  the 
denomination.  He  is  usually  a leader  among  the  laymen 
and,  if  not,  is  usually  one  of  the  most  generous  givers. 

He  is  sure  to  be  a member  of  the  school  board  and 
to  look  wise  even  if  the  educational  ideas  involved  are 
entirely  new  to  him. 

He  is  certain  to  be  a member  of  the  important  clubs 
of  the  community  whether  country  club,  civic  club,  eat- 


He  is  expected  to  take  an  active  part  in  the  Chamber  of  Commerce  or  its  counterpart  in 
his  town  or  village.  He  is  sure  to  be  on  a committee  in  a small  town  to  entice  industry  to  his 
area. 


More  recently,  in  politics,  he  is  supposed  to  take  a more  active  part  than  ever  before.  He 
may  not  be  as  experienced  as  the  Amos  Johnsons  in  North  Carolina.  Mrs.  Johnson  wrorks  with 
her  doctor  husband  in  his  office.  She  has  been  the  Democratic  chairman  of  their  county  since 
she  inherited  the  job  from  her  father-in-law.  Frank  Ow  ens  of  Columbia  and  Charles  May  of 
Bennettsville  are  excellent  examples  in  this  state  of  the  part  physicians  can  play  as  leaders  in 
politics. 

The  time  spent  in  hobbies,  vocations,  and  leisure  are  as  important  as  keeping  up  with  the 
doctor’s  special  interest  in  his  particular  concern  in  medicine.  He  is  expected  to  know  and  prac- 
tice the  latest  advances  in  medicine.  He  must  keep  abreast  of  w'hat  his  patients  read  in  lay 
periodicals.  He  must  travel  and  study  and  work  to  prevent  and  cure  disease  where  possible 
and  alleviate  suffering  at  all  times. 

It  looks  from  here  as  though  he  is  a busy,  busy  man  with  many  interests.  He  must  reconcile 
his  high  ideals  to  the  actual  facts  of  ignorance,  indifference,  and  apathy  that  he  has  to  con- 
tend with.  In  addition  his  conduct  should  be  exemplary,  his  judgment  cool,  and  his  work  as  a 
physician  ethical  and  up  to  date.  A leader  in  his  community,  he  must  justify  the  faith  of  his 
patients.  There  are  many  such  physicians  in  South  Carolina  and  they  are  a credit  to  the  pro- 
fession. 


George  Dean  Johnson,  M.  D. 
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Editorials 


Old  Roper 

A Charleston  landmark  in  patient  care  and 
a once  valuable  source  of  clinical  teaching  for 
the  Medical  College  is  going  the  way  of 
obsolete  buildings.  Opened  in  1906  by  the  use 
of  funds  of  the  Medical  Society  of  South  Caro- 
lina augmented  by  public  subscription  to  a 
total  of  $125,000,  no  mean  sum  in  those  days, 
this  familiar  building  was  abandoned  in  1959 
and  was  supplanted  as  a teaching  hospital  by 
the  new  service  of  the  Medical  College. 

Its  roomy  but  crowded  wards  were  familiar 
scenes  to  many  former  students  of  the  College. 
There  a great  number  of  the  physicians  of  the 
state  received  their  clinical  instruction  and 
experience.  Now  the  shell  echoes  to  the  blows 
of  the  demolition  crews,  and  its  once  con- 
gested halls,  strewn  with  debris,  are  empty  of 
the  traffic  which  indicated  a busy,  functional 
institution. 

May  the  memory  of  its  accomplishment 
ever  be  green. 


AMA  Convention 

The  Annual  Convention  of  the  AMA  will  be 
held  in  Chicago  on  June  26-30.  Undoubtedly 
there  will  be  a great  deal  of  discussion  of  the 
various  recent  problems  which  now  beset  the 
medical  profession  so  acutely.  The  activities 
of  the  House  of  Delegates  should  be  intensely 
interesting. 

The  general  scientific  meetings  will  cover 
a variety  of  subjects  such  as  emphysema, 
burns,  mysterious  fevers,  community  hospitals, 
coronary  care  units  and  headache,  and  as 
usual  the  program  w ill  offer  wide  selection  of 
matters  which  every  physician  should  find 
interesting.  Besides  the  general  sessions  there 
w ill  be  23  separate  scientific  sessions  present- 
ing material  related  to  their  special  designa- 
tions. A number  of  specialty  societies  will  join 
the  Sections  of  the  AMA. 

The  usual  elaborate  scientific  and  com- 
mercial exhibits  will  be  available  and  medical 
motion  pictures  will  be  shown  in  quantity. 
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The  Individual  Responsibility  Program 

Preparing  for  the  problems  which  the 
implementation  of  Medicare  will  bring  on 
July  1,  the  Harris  County  Medical  Society  in 
Houston,  Texas,  has  proposed  a plan  for  con- 
sideration by  its  members.  The  sole  purpose  of 
the  plan  is  admittedly  to  prevent  govern- 
mental efforts  to  establish  fee  schedules,  with 
such  undesirable  results  as  might  follow. 

Basically  the  procedures  proposed  are  aimed 
at  accomplishing  the  following:  that  the  phy- 
sician bill  the  patient  for  services,  and  not  the 
government,  that  the  physician  will  fill  out  a 
very  much  simplified  form  for  insurance 
claims,  that  the  patient  is  individually  respon- 
sible to  the  physician,  that  the  physician 
should  refuse  payments  from  any  insurance 
company  or  governmental  agency. 

According  to  a statement  of  the  Society 
‘The  Individual  Responsibility  Program  pro- 
vides mechanism  for  direct  billing,  keeps  the 
responsibility  where  it  belongs,  and  frees  the 
physician  to  practice  quality  medicine.”  In 
order  to  clarify  the  system  to  the  patient,  a 
“Policy  Pamphlet”  is  provided  and  covers  the 
essential  workings  of  the  plan.  Participation 
in  the  program  is  entirely  voluntary  for  the 
members  of  the  Medical  Society. 

Information  on  this  program  is  available 
from  the  Harris  County  Medical  Society,  400 
Jesse  H.  Jones  Library  Building,  Texas  Medi- 
cal Center,  Houston,  Texas,  77025. 


LETTER  TO  THE  EDITOR 


To  The  Editor: 

May  I request  the  privilege  of  your  pages  to  com- 
ment upon  the  first  part  of  Dr.  Norman  O.  Eaddy’s 
letter  to  the  editor,  published  on  page  106  of  your 
March  1966  issue,  relative  to  Senator  Hart’s  bill. 

The  purpose  of  Senator  Hart’s  hill  is  to  enact  into 
law  that  portion  of  the  A.M.A.  Principles  of  Medical 
Ethics  which  states  that  a physician  should  limit  the 
source  of  his  professional  income  to  medical  services 
actually  rendered  by  him,  or  under  his  supervision,  to 
his  patients. 

This  bill  does  not  restrict  in  any  manner  whatever 
any  physician’s  practice;  he  can  continue  to  dispense 
anything  he  wishes  but,  as  our  ethical  principles 


indicate  he  cannot  dispense  or  sell  drugs  or  ap- 
pliances at  a profit,  with  the  intention  of  augmenting 
his  income.  Therefore,  there  would  be  no  effect  on 
the  practice  of  medicine  at  any  level  other  than  to 
eliminate  these  business  profits. 

Dr.  Eaddy’s  statement,  “If  one  dispenses  anything 
at  all.  in  reality,  he  does  so  at  a profit  or  goes  broke,” 
is  obviously  true  of  any  business,  but  equally  obviously 
it  is  not  true  of  the  practice  of  medicine.  Physicians 
who  refuse  to  dispense  or  sell  any  drug  or  appliance 
at  a profit  are  not  in  any  sense  going  broke,  they 
simply  are  content  with  their  incomes  derived  from 
medical  services.  The  argument,  constantly  advanced, 
of  the  lack  of  ancillary  facilities  in  small  towns  and 
small  rural  areas  does  not  of  course  encompass  the 
overall  problem,  since  there  is  as  much  or  more  dis- 
pensing, for  the  going  profit,  in  large  cities  where 
facilities  of  all  kinds  are  plentiful,  and  easily  available 
to  all  patients.  Regardless  of  where  we  practice,  we 
should  all  adhere  to  the  same  ethical  principles. 
Equating  druggist,  opticians,  and  optometrists,  “who 
entered  their  business  with  the  primary  motive  of 
making  money,”  with  physicians  and  the  practice  of 
medicine,  indicates  to  me  how  far  down  the  com- 
mercial road  we  have  traveled.  The  prominent 
imprinting  of  a physician’s  name  and  address  on 
spectacle  cases  is  further  evidence  of  this  commercial 
trend  and  surely  does  not  uphold  the  honor  and 
dignity  of  our  profession  and  its  traditions.  Can  one 
lull  oneself  into  the  belief  that  the  selling  of  eye-glass 
frames  with  the  attendant  profit  is  a part  of  the 
practice  of  medicine? 

To  suggest  that  druggists  and  others  in  business, 
be  included  in  Senator  Hart’s  bill  and  thereby  sell  at 
wholesale  prices,  is,  I hope,  a facetious  remark,  the 
implication  of  which  should  be  clear  to  everyone.  If 
we  have  reached  the  point  where  we  are  critical  of 
and  dislike  the  profits  and  incomes  of  pharmacists  and 
opticians,  then  we  should  realize  many  people  are 
casting  a baleful  look  at  our  incomes  also. 

It  should  be  noted  that  those  of  us  who  favor 
Senator  Hart’s  bill  — not  as  the  best  solution  but  as 
one  solution  of  the  problem  of  ethics  — are  struggling 
for  a principle  and  nothing  else;  whereas  those  who 
insist  they  have  a right  to  dispense  at  a profit,  any- 
thing they  wish,  have  each  at  stake  thousands  of  dol- 
lars yearly,  which  is  in  addition  to  their  incomes  de- 
rived from  medical  services.  Human  nature  being 
what  it  is,  any  threat  to  the  continuance  of  this  addi- 
tional income  will  be  resented  greatly  and  fought 
vigorously. 

Finally,  if  the  majority  of  physicians  approves  dis- 
pensing at  a profit,  and  if  we  are  to  be  honest  with 
ourselves,  our  patients,  and  the  public,  we  should 
omit,  in  Section  7 of  our  principles  of  ethics,  any 
further  reference  to  professional  income.  Since  each 
physician  dispensing  glasses  is  now,  by  edict  of  the 
Federal  Trade  Commission,  a tradesman  member  of 
the  optical  products  industry  and  must  obey  the  fair 
trade  rules  of  this  industry,  we  should  all  think  long 
and  carefully  whether  or  not  we  want  this  tradesman 
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designation  continued,  and  thus  be  placed  in  the 
same  business  category  as  every  other  member  or 
worker  in  the  industry. 

Christopher  Wood,  M.  D. 

P.  O.  Box  467 

Myrtle  Beach,  S.  C.  29577 


“SECTION  7.  In  the  practice  of  medicine  a physi- 
cian should  limit  the  source  of  his  professional  income 
to  medical  services  actually  rendered  by  him,  or 
under  his  supervision,  to  his  patients.  His  fee  should 
be  commensurate  with  the  services  rendered  and 
the  patient’s  ability  to  pay.  He  should  neither  pay  nor 
receive  a commission  for  referral  of  patients.  Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied 
by  the  physician  provided  it  is  in  the  best  interests 
of  the  patient.” 


Second  Look  at  New  Drug  Laws? 

Many  economists  are  convinced  that  the  American 
system  of  patents  and  trademarks  and  brand  names 
has  been  a vital  factor  in  the  great  progress  of  the 
United  States  and  its  leadership  in  establishing  a 
standard  of  living  superior  to  that  anywhere  else  in 
the  world.  The  factors  involved  include  not  only  this 
system  but  also  the  right  to  advertise,  the  right  to 
disseminate  information,  and  the  right  to  legitimate 
pride  in  distributing  as  widely  as  possible  the  benefits 
of  new  inventions  and  discoveries.  How  much  time 
must  pass  before  the  ultimate  effects  of  the  new 
(drug)  legislation  become  apparent  is  difficult  to 
predict.  The  effects  are  only  beginning  to  be  felt.  Per- 
haps the  time  is  near  when  the  legislators  will  have 
to  take  a second  look.  —Morris  Fishbein,  M.  D.,  in 
Postgraduate  Medicine,  (39:205-206),  February 
1966. 


QUIDNUNC 


A survey  of  business  firms  in  South  Carolina  indi- 
cates that  91  r/<  of  them  feel  that  welfare  programs 
should  be  held  in  check  until  the  war  in  Vietnam  is 
controlled. 


A correspondent  shares  our  feeling  of  revulsion  for 
two  “words”— “Finalize”  repels  him  and  “Hosted” 
leaves  him  feeling  unwelcomed.  Now  is  the  time  for 
all  good  men  to  come  to  the  aid  of  their  language. 


Primitive  Find:  St.  Louis  dentist  says  tribal  tooth- 
cleaning with  twigs  is  as  effective  as  brushing  with 
dentifrice. 


Owed  To  the  Detail  Man 

Detail  men  can  be  a pleasure  or  a nuisance.  It 
depends  on  the  circumstances  ...  A quicky  descrip- 
tion of  the  product,  a great  deal  of  personal  charm, 
and  in  and  out  in  five  minutes  or  less  would  make 
more  detail  men  welcome.  And  let’s  take  them  one 
at  a time.  Neither  the  physician  nor  the  detail  man 
wants  his  district  manager  along  to  listen  in.  —Edi- 
torial in  Massachusetts  Physician,  (25:130).  February 
1966. 


“A  mental  hospital  engineer  said  these  tran- 


quillizers have  reduced  damage  to  furnishings  by 
patients  from  $9,000  a year  to  $300.  But  the  hospital 
was  now  paying  $200,000  a year  for  tranquillizers.” 


A physician  in  West  Virginia  has  an  8%”  x 11” 
placard  which  reads  in  part: 

“TO  ALL  MY  PATIENTS 

“I  did  not  write  the  Medicare  bill. 

“I  am  not  sure  I understand  it. 

"I  am  not  a government  official. 

“I  was  not  trained  in  political  economy  . . . 

“There  isn’t  much  use  in  discussing  with  me  the 
problems  you  have  as  a result  of  getting  a whole  new 
system  of  laws  (regarding  your  medical  care)  to  live 
by.  because  I don’t  understand  what  it  is  all  about 
either. 

“May  I humbly  suggest,  if  you  have  a problem 
(and  I sincerely  hope  you  do  not)  that  you  write 
your  representative  or  senator  in  the  United  States 
Congress.  Most  of  them  knew  enough  about  the  law 
to  vote  for  it,  and  perhaps  since  they  knew  so  much 
about  it  when  it  was  voted  on,  they  can  give  you 
answers  to  all  your  questions.  I can’t  . . . 

“I  believe  poverty  should  be  conquered  the  Ameri- 
can way.  —Go  Back  to  Work!” 

Challenge  to  Socialism 
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Notes  On  A Pediatric  Symposium  At  The  Medical  College 


The  Department  of  Pediatrics  at  the  Medical  Col- 
lege of  South  Carolina  held  its  first  symposium  March 
9 and  10,  1966,  in  Baruch  Auditorium.  The  general 
topic,  “Two  Days  of  Pediatrics”  was  devoted  to  re- 
cent development  in  pediatrics.  It  would  be  impossible 
to  summarize  all  of  the  recent  advances  in  pediatrics 
which  were  brought  out  by  the  speakers.  The  follow- 
ing are  considered  to  be  particularly  worthy  of  com- 
ment and  adoption  by  pediatricians  in  practice. 

Dr.  Floyd  Denny  made  a very  strong  case  for  the 
use  by  physicians  in  practice  of  incubators  and  blood 
agar  plates  for  the  diagnosis  of  strep  throat  in  their 
patients.  He  showed  how  with  very  inexpensive  equip- 
ment  any  physician  can  learn  to  use  such  materials 
with  minimum  effort,  and  how  it  is  possible  to  differ- 
entiate accurately  between  respiratory  infection  due 
to  beta  hemolytic  streptococcus  (only  2 or  3%  of  all 
respiratory  infections  in  children,  and  occurring  on 
the  average  of  2 to  5 years  in  any  individual  child) 
from  the  host  of  viral  infections.  He  pointed  out  that 
the  only  bacterial  pathogen  that  we  have  any  need 
to  identify  in  a throat  culture  is  the  beta  hemolytic 
streptococcus.  Treatment  of  infections  with  this  or- 
ganism by  penicillin  or  other  more  expensive  and 
possibly  less  effective  antibiotics  in  those  individuals 
sensitive  to  penicillin  may  only  reduce  the  duration 
of  the  local  infection  by  20  to  40%.  Such  treatment 
would  probably  not  be  worth  the  risk  and  effort 
except  for  the  fact  that  the  non-infeetious  inflam- 
matory complications  of  strep  infections  carry  a very 
serious  threat  to  life  and  health.  These  can  and  should 
be  prevented  by  treatment. 

Dr.  Denny  said  that  many  patients  of  doctors  who 
use  such  up-to-date  techniques  make  it  a practice  to 
come  in  to  the  physician’s  office  and  ask  the  nurse  to 
take  a throat  culture  in  a similar  way  that  many 
patients  send  in  urine  specimens  or  stool  specimens. 
A charge  of  a dollar  is  adequate  to  repay  the  physi- 
cian for  the  cost  of  this  diagnostic  test.  If  the  physi- 
cian finds  strep,  the  patient  is  requested  to  come  in 
for  treatment,  but  if  there  is  no  beta  hemolytic 
streptococcus,  the  physician  will  suggest  ordinary 
symptomatic  treatment. 

Dr.  Weston  Kelsey  stressed  the  unreliability  of 
PBIs  in  either  establishing  or  excluding  the  presence 
of  thyroid  disease.  A battery  of  tests  must  be  used, 
but  only  against  a background  of  careful  clinical 
evaluation.  He  feels  that  many  patients  with  hypo- 
thyroidism are  missed,  particularly  those  without 
athyrotic  cretinism  but  a relative  insufficiency  of 
thyroxin. 

Perhaps  the  most  important  contribution  of  Dr. 
Warren  Wheeler  was  presented  in  the  M.  W.  Beach 
Honorary  Lecture  entitled  “What’s  New  in  Ery- 
throblastosis?” He  pointed  out  that  the  new  technique 
of  amniocentesis  with  assay  of  the  amniotic  fluid  for 
bile  pigments  ( provided  the  amniotic  fluid  is  kept 


shielded  from  light  before  it  is  placed  in  the  spectro- 
photometer) can  give  very  accurate  predictions  of  the 
presence  of  hemolytic  anemia  in  the  fetus.  Further- 
more, the  degree  of  anemia  is  accurately  correlated 
with  the  survival  to  term  and  the  severity  of  the 
erythroblastosis  which  will  be  present  at  delivery.  He 
made  a plea  for  the  much  greater  utilization  of  this 
technique  in  patients  at  risk. 

Pediatricians  and  obstetricians  working  together  and 
using  careful  diagnostic  techniques  and  prenatal  intra- 
peritoneal  transfusions  of  infants  severely  affected 
before  birth  have  enabled  many  women  who  had 
delivered  one  stillborn  or  hydropic  infant  after  another 
to  have  viable,  healthy  children.  The  use  of  amino- 
centesis  is  not  primarily  to  salvage  these  rare  Rh 
positive  babies  with  highly  sensitized  mothers,  but  to 
evaluate  the  problem  in  all  women  who  appear  to  be 
at  risk  of  delivering  an  erythroblastotic  infant.  Dr. 
Wheeler  pointed  out  that  antibody  titers  will  tell 
whether  a woman  is  sensitized  or  not,  but  they  have 
no  value  in  predicting  the  severity  of  the  ery- 
throblastosis. 

Dr.  Wheeler  mentioned  a very  new  technique  for 
prevention  of  sensitization  of  Rh  negative  women  by 
injecting  them  with  concentrated  Rh  antibody  gamma 
globulin  immediately  after  delivery  of  an  Rh  positive 
baby.  This  antibody  attaches  itself  to  the  Rh  positive 
cells  which  crossed  the  placenta  during  labor  before 
this  antigen  can  react  with  the  maternal  reticuloendo- 
thelial cells  to  cause  isoimmunization.  Dr.  Wheeler 
reported  that  this  technique  has  not  yet  become 
available  but  that  the  few  cases  in  which  it  has  been 
used  in  a double  blind  study  have  revealed  in- 
significant degrees  of  sensitization  in  the  treated 
women  in  contrast  to  a high  percentage  of  sensitized 
mothers  in  the  untreated  group. 

Dr.  Wheeler  discussed  the  addition  of  buffer  to  acid 
citrate  D blood  just  before  exchange  transfusion  of 
this  blood  to  prevent  the  production  of  or  increase  of 
acidemia  in  very  sick  infants,  chiefly  prematures.  He 
also  discussed  the  use  of  albumin  as  an  additive  in 
the  second  portion  of  the  unit  of  blood  being  used 
for  exchange  transfusion  to  provide  additional  sites  for 
protein  binding  of  bilirubin  for  the  purpose  of  tying 
this  bilirubin  up  so  that  it  cannot  damage  vital 
parenchymal  cells  of  the  infant.  He  referred  to  these 
transfusions  as  bilirubin  increasing  transfusions  rather 
than  bilirubin  lowering  transfusions  because  this 
albumin  does  permit  the  infant’s  blood  stream  to  earn’ 
a higher  content  of  bilirubin  than  would  have  been 
possible  with  just  the  normal  albumin  concentration. 

Finally.  Dr.  Wheeler  mentioned  some  fascinating 
work  from  South  America  in  which  hyperbilirubinemic 
infants  are  exposed  to  fluorescent  lights.  It  has  been 
shown  that  fluorescent  light  has  the  ability  to  denature 
bilirubin  and  render  it  non-toxic. 

J.  R.  Paul,  Jr.,  M.  D. 
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THE  MONTH  IN  WASHINGTON 


Washington,  D.  C.— The  Johnson  administration 
wants  to  prohibit  manufacturers  from  mailing  physi- 
cians free  prescription  drug  samples  except  when 
specifically  requested.  The  administration  also  has 
proposed  that  door-to-door  distribution  of  samples  of 
over-the-counter  drugs  also  would  be  banned. 

The  proposals  are  included  in  new  drug  legislation 
that  would  expand  the  authority  and  responsibilities 
of  the  Food  and  Drug  Administration  in  policing 
drugs. 

The  legislation  would  have  Congress  find  that: 

“(1)  the  mass  of  unsolicited  samples  of  prescrip- 
tion drugs  supplied  to  licensed  practitioners  by  manu- 
facturers and  distributors  through  the  mails  and  other- 
wise has  led  to  large-scale  discarding  and  other  dis- 
posal of  unwanted  samples  which  are  finding  their 
way  into  the  hands  of  persons  who  scavenge  and 
repack  such  drugs  and  sell  them  to  pharmacists  for 
dispensing  on  prescription  in  the  same  manner  as 
regular  stock  of  drugs; 

(2)  children  have  obtained  carelessly  discarded 
samples; 

(3)  the  dispensing  or  sale  of  a prescription  drug 
sample  to  a patient  for  a fee  without  identification  of 
the  drug  as  a sample  is  a deceptive  practice;  and 

( 4 ) the  unsolicited  distribution  of  nonprescription 
sample  drugs  directly  to  householders  lacks  minimum 
safeguards  which  would  be  involved  in  the  sale  of  the 
drug  in  a pharmacy  or  other  place  of  business. 

Labels  would  have  to  read:  SAMPLE  DRUG. 
FEDERAL  LAW  PROHIBITS  ANY  CHARGE  OR 
FEE  FOR  THIS  DRUG.” 

Under  the  legislation,  the  FDA  would  be  author- 
ized to  require  records  and  reports  of  adverse  re- 
actions and  efficacy  on  all  drugs  now  being  marketed. 
Dr.  James  L.  Goddard,  Food  and  Drug  Administra- 
tion commissioner,  already  had  ordered  a review  of 
drugs  cleared  before  1962. 

Another  provision  of  the  legislation  would  “re- 
quire certification  of  all  drugs  whose  potency  and 
purity  can  mean  life  or  death  to  a patient,”  thus 
extending  the  law  which  now  applies  to  insulin  and 
antibiotics. 

The  Pharmaceutical  Manufacturers  Association  ex- 
pressed doubt  that  the  FDA  could  carry  out  such  an 
additional  responsibility.  PMA  president  C.  Joseph 
Stetler  said  it  seems  “unwise  to  propose  new  areas  of 
responsibility  for  an  agency  which  has  not  yet  proven 
its  ability  to  administer”  its  present  programs.  Stetler 
added: 

“The  industry  has  said  before  that  no  amount  of 
labeling  can  protect  an  individual  who  refuses  to  pro- 
tect himself  by  ignoring  his  doctor’s  orders  or  the 
directions  on  the  label  of  his  medicine.  Even  when 
manufacturer  and  patient  do  everything  right,  an 
adverse  reaction  still  is  possible  and  medical  science 
probably  never  will  find  a way  to  make  it  otherwise. 


“There  is  no  such  thing  as  ‘miracle  legislation’ 
which  automatically  produces  a drug  utopia.” 

In  a speech  highly  critical  of  the  ethical  drug 
industry  at  the  annual  meeting  of  the  PMA,  Goddard 
talked  of  irresponsibility.  He  said  “too  many  drug 
manufacturers  may  well  have  obscured  the  prime 
mission  of  their  industry:  to  help  people  get  well.” 
He  said  he  had  been  shocked  by  the  quality  of  some 
of  the  data  on  new  drugs  submitted  to  the  FDA. 
There  also  “is  the  problem  of  dishonesty  in  the 
investigational  drug  stage,”  he  said. 

Goddard  further  charged  that  some  drug  advertise- 
ments “have  trumpeted  results  of  favorable  research 
and  have  not  mentioned  unfavorable  research;  they 
have  puffed  up  what  was  insignificant  clinical  evi- 
dence; they  have  substituted  emotional  appeals  for 
scientific  ones.” 

Stetler  said  after  the  speech  that  he  and  his  col- 
leagues feared  the  talk  “might,  unfortunately,  be 
interpreted  as  an  indictment  of  the  entire  drug 
industry,  because  of  its  overemphasis  on  isolated 
instances  without  acknowledging  the  integrity  and  re- 
sponsibility which  our  industry  has  consistently 
demonstrated.” 

It  is  an  unassailable  fact,”  Stetler  said,  “that  the 
scientific  attainments  and  standards  of  performance  of 
the  American  prescription  drug  industry  have  pro- 
vided an  immeasurable  benefit  to  the  improvement 
of  health  and  the  prolongation  of  life.” 


V/ ANTED  — Two  General 
Practitioners  to  cover  emer- 
gency clinic  and  emergency  in- 
patient care  in  a 225  bed  gen- 
eral hospital.  Good  salary. 

Contact  K.  L.  Gallier,  Ad- 
ministrator, McLeod  Infirm- 
ary, Florence,  S.  C. 
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News 


The  Committee  on  Historical  Medicine  urges 
all  members  to  send  in  data  on  the  history  of 
medicine  in  South  Carolina,  so  that  they  may 
be  included  in  the  forthcoming  second  volume 
on  medicine  in  the  state.  Information  on  in- 
dividuals. medical  societies,  and  any  events 
bearing  on  medicine  are  wanted. 

Please  send  material  to: 

Joseph  I.  Waring,  M.  D..  Chairman 
Committee  on  Historical  Medicine 
Room  208.  80  Barre  Street 
Charleston,  South  Carolina,  29401 


DOCTORS  IN  THE  NEWS 

Dr.  Rodney  Fitzgibbon  has  announced  the  open- 
ing of  a second  office  at  900  12th  Street  in 
West  Columbia  in  obstetrics  and  gynecology 
I)r.  A.  W.  Humphries,  who  served  as  Kershaw 
County  Health  Officer  for  33  years,  has  an- 
nounced that  he  is  a candidate  for  coroner  in  the 
Democratic  Primary  ....  Dr.  Oliver  Williamson 
was  installed  as  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists  at  its  Annual 
Meeting  on  May  2-5  in  Chicago  ....  Dr.  Charles 
W.  Johnson  of  Conway  presented  a paper  entitled 
“Renal  Functional  Changes  in  Chronic  Pyelo- 
nephritis and  Chronic  Bacteriuria”  at  the  com- 
bined meeting  of  the  Southern  Society  for  Clinical 
Research  and  the  Southern  Section  of  the  Ameri- 
can Federation  for  Clinical  Research  in  New 
Orleans  on  January  28. 

Dr.  Theodore  M.  Davis,  retired  Greenville  urol- 
ogist, received  one  of  the  highest  honors  in  medi- 
cine, the  Valentine  Award  of  the  Section  on 
Urology  of  the  New  York  Academy  of  Medicine, 
on  March  16  in  New  York.  Dr.  Davis  received  the 
honor  for  his  work  in  the  development  of  prostatic 
resection  ....  Dr.  Carter  P.  McGuire  of  Charles- 
ton was  elected  vice  president  of  the  Southeastern 
Society  of  Plastic  and  Reconstructive  Surgeons  at 
the  ninth  annual  meeting  in  Atlanta  on  March 
23-27  ....  Dr.  Leon  Hunt,  who  has  practiced 
medicine  in  Bishopville  for  the  past  five  years, 
has  temporarily  given  up  his  practice  to  enter  the 
United  States  Army  ....  Dr.  Steve  Lang  has  re- 
signed from  the  Medical  College  of  South  Caro- 
lina to  go  into  practice  in  Brunswick,  Georgia. 

Dr.  Franklin  C.  Fetter,  formerly  Director  of 
Medical  Education  of  the  Inter-Hospital  Com- 
mittee of  Wilmington,  Delaware,  has  become 
Dean  of  the  School  of  Medicine  at  the  Medical 
College  of  South  Carolina,  succeeding  Dr.  Louis 


P.  Jervey,  who  has  served  as  interim  dean  since 
February,  1965  ....  Dr.  William  P.  Beckman  has 
been  named  Professor  Emeritus  of  Psychiatry  at 
the  Medical  College  ....  Dr.  Fletcher  C.  Derrick, 
Jr.  will  join  the  Urology  Department  as  an  Asso- 
ciate on  July  1.  Dr.  Derrick,  a native  of  Johnston, 
graduated  from  the  Medical  College,  interned  at 
Martin  Army  Hospital  at  Fort  Benning,  was  a 
resident  in  urology  at  the  Medical  College  Hos- 
pital, and  was  appointed  Teaching  Fellow  in 
1964  ....  Dr.  Paul  W.  Sanders,  III,  has  qualified 
for  the  American  Board  of  Urology  ....  Dr. 
Hiram  B.  Curry,  Assistant  Professor  of  Neurol- 
ogy, was  certified  by  the  American  Board  of  Psy- 
chiatry and  Neurology  on  February  22  ...  . Dr. 
Louis  P.  Jervey  was  elected  president  of  the  South 
Carolina  Society  of  Internal  Medicine  for  1966  . . . . 
Dr.  Dale  Groom  was  inducted  as  a Fellow  in  the 
American  College  of  Cardiology  at  their  annual 
convention  in  Chicago  in  February.  Dr.  Groom 
has  also  been  reappointed  a member  of  the  Coun- 
cil on  Postgraduate  Programs  of  the  American 
Medical  Association  ....  Dr.  R.  R.  Mellette  of  the 
Medical  College  of  South  Carolina  has  been 
elected  president-elect  of  the  S.  C.  District  Branch 
of  the  American  Psychiatric  Association  . . . . 
Dr.  Charles  H.  Banov  of  Charleston  was  elected 
a Fellow  of  the  American  Academy  of  Allergy  at 
New  York  in  February. 

Dr.  David  B.  Gregg  spoke  on  present  day  prob- 
lems in  tuberculosis  and  what  lies  ahead  for  the 
Association  in  tuberculosis  control  at  the  Annual 
Meeting  of  the  Aiken  County  Tuberculosis  Asso- 
ciation on  March  29  in  the  auditorium  of  the 
Aiken  County  Health  Department  ....  Dr.  Wil- 
liam Weston,  III,  has  become  associated  with  Dr. 
Charles  P.  Darby,  Jr.  of  Mount  Pleasant  in  the 
practice  of  pediatrics  and  pediatric  allergy  . . . . 
A portrait  in  oils  of  Dr.  Carr  T.  Larisey  of  Hamp- 
ton has  been  hung  in  the  new  Hampton  County 
Health  Center  at  Varnville  ....  Two  radiologists 
practicing  in  South  Carolina  are  among  192 
nominated  for  membership  in  the  American  Col- 
lege of  Radiology.  They  are  Drs.  Eugene  D. 
Van  Hove  of  the  U.  S.  Naval  Hospital  at  Beau- 
fort, and  Claude  A.  Smith  of  the  Columbia  Hos- 
pital ....  Dr.  William  Weston,  III,  of  Mount 
Pleasant  has  been  certified  by  the  American 
Board  of  Pediatrics. 

Dr.  Eugene  Y.  Smith,  Jr.  joined  the  faculty  of 
the  Medical  College  of  South  Carolina  on  May  1 
as  an  assistant  professor  of  medicine.  He  will  be 
concerned  primarily  with  the  chest  disease  pro- 
gram of  the  Pinehaven  Division  of  Charleston 
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County  Hospital  and  will  coordinate  a multi-dis- 
ciplinary chest  disease  program  between  the 
Medical  College,  the  county  hospital  and  the 
Veteran’s  Administration  Hospital.  Dr.  Smith 
announced  that  Dr.  Paul  R.  Staley,  a native  of 
Kansas,  will  assume  his  practice. 

Correction:  In  the  March  Journal  it  was  stated 
that  Dr.  Ralph  Dunn  of  Sumter  had  joined  the 
volunteer  U.  S.  Medical  Program  to  help  in  South 
Viet  Nam.  This  was  not  Dr.  Dunn  of  Sumter  but 
was  his  son,  Dr.  Ralph  Dunn,  Jr.,  of  Tarboro, 
North  Carolina,  who  has  now  returned  to  the 
United  States  after  60  days  service. 


New  Members,  SCMA 

Dr.  Ralph  E.  Baker,  Jr.,  Estill 
Dr.  David  E.  Cowan,  Rock  Hill 
Dr.  James  M.  Bradley,  Jr.,  Columbia 
Dr.  C.  R.  Goddard,  Hilton  Head  Island 


Aiken  County  Society  Elects  Officers 

Dr.  Kenneth  N.  Owens  has  been  elected  president 
of  the  Aiken  County  Medical  Society.  Dr.  Julius  E. 
Campbell.  Jr.  was  elected  vice-president  and  Dr. 
James  E.  Padgett,  Jr.,  was  elected  secretary-treasurer. 


On  Cough  and  Dyspnea 

The  American  Thoracic  Society,  the  Medical  Sec- 
tion of  the  National  Tuberculosis  Association,  is 
embarking  on  a national  campaign  through  advertise- 
ments in  national  magazines  and  periodicals.  Its  pur- 
pose is  to  inform  our  citizens  that  chronic  cough  and 
shortness  of  breath  may  be  early  symptoms  of  dis- 
abling chronic  obstructive  airway  disease  and  not 
normal  concomitants  of  middle  age. 

The  principal  advice  of  the  ads  is  “See  your  doc- 
tor.” 

The  South  Carolina  Tuberculosis  Association  will 
be  glad  to  furnish  any  further  information  or  educa- 
tional material  to  interested  physicians. 


3 Doctors  Are  Honored  At  Bamberg 
South  Carolina  dignitaries  and  the  president  of  the 
American  Medical  Association  went  to  Bamberg 
April  6 for  “medical  appreciation  day”  which  honored 
three  doctors  whose  combined  service  totaled  173 
years  of  medical  practice. 

Under  the  joint  sponsorship  of  the  Bamberg  County 
Medical  Association  and  the  Bamberg  Jaycees.  the  day 
also  served  as  a kickoff  for  a scholarship  fund  to  be 
named  in  honor  of  the  three  Bamberg  County  doctors. 

The  men  being  honored  during  the  day  were  Dr. 
Henry  J.  Stuckey.  Dr.  Robert  Black  and  Dr.  L.  A. 
I lartzog. 

Dr.  James  Z.  Appel  of  Lancaster,  Pa.,  president  of 
the  AMA,  led  area  doctors  and  many  well-wishers  in 
honoring  the  three  men  at  a barbecue  event  held  in 
the  afternoon  at  Bamberg  High  School  football 

stadium. 


Left  to  right:  Dr.  H.  J.  Stuckey,  Dr.  James  Appel 
and  Dr.  L.  P.  Hartzog. 


Also  honoring  them  were  Sen.  J.  Strom  Thurmond, 
former  Gov.  Ernest  F.  Hollings  and  the  state  legisla- 
tive delegation  from  Bamberg  County,  along  with 
municipal  officials  from  surrounding  towns. 

Also  present  to  honor  the  three  men,  all  graduates 
of  the  S.  C.  Medical  College,  were  Dr.  William  J. 
McCord,  president  of  the  Medical  College,  and  Dr. 
Julian  Price,  president  of  the  S.  C.  Medical  Associa- 
tion. 

In  addition  to  the  ceremonies  honoring  the  men,  the 
town  also  staged  a homecoming  event  for  former  resi- 
dents who  were  brought  into  the  world  by  these  three 
doctors. 

Members  of  the  Jaycees  distributed  flags  to  all 
taking  part  with  the  names  of  the  doctors  who  de- 
livered them  imprinted. 

A contribution  reception  for  the  guests  and  doctors 
was  held  at  the  Bamberg  High  School  gymnasium 
with  a $5  minimum  contribution  to  the  scholarship 
fund  being  accepted  at  the  door. 

Dr.  Black,  the  senior  physician,  had  to  be  honored 
in  absentia.  He  was  currently  in  the  Medical  College 
of  Charleston  Hospital  for  surgery. 

Times  and  Democrat 


Dr.  Black  died  on  the  day  after  the  celebration. 


THE  HISTORY  OF  MEDICINE  IN 
SOUTH  CAROLINA,  1670-1825 

By  Joseph  I.  Waring.  M.  D. 

Copies  of  the  400  page  book  are  still  available 
to  members  at  the  special  price  of  $5.00  plus 
postage.  The  regular  retail  price  is  $7.50  plus 
postage. 

Order  from  Mrs.  Esther  Temple,  Room  208, 
Medical  College  of  South  Carolina,  80  Barre 
Street.  Charleston,  S.  C.,  29401. 


SOUTH  CAROLINA  DOCTORS 

There  are  many  doctors  in  South  Carolina 
w ho  enjoy  great  honor  and  distinction  in  their 
own  communities.  The  Journal  proposes  to  run 
a series  of  brief  accounts  of  some  of  these 
respected  physicians  who  render  fine  service 
to  their  patients. 


Dr.  William  Brian  Ward,  born  in  1887,  a graduate 
of  Vanderbilt  and  a teacher  there,  has  been  a long- 
time resident  of  Rock  Hill.  He  served  in  Mexico  in 
1916  and  in  France  in  World  War  I.  In  1920  he  be- 
came associated  with  Dr.  W.  W.  Fennell  at  his  In- 
firmary, eventually  acquiring  and  operating  this 
private  hospital  until  it  was  sold  to  the  Sisters  of  St. 
Francis  and  became  St.  Philip’s  Hospital. 

Dr.  Ward  has  been  an  indefatigable  worker  in  the 
field  of  his  specialty  of  surgery,  in  which  he  has 
excelled.  He  is  known  for  his  many  good  works  and 
for  his  frankness  in  expressing  his  considered  opinions. 
He  is  a member  of  the  American  College  of  Sur- 
geons and  other  similar  societies  and  is  much  re- 
spected by  his  colleagues  as  the  “grand  old  man” 
of  surgery  in  Rock  Hill. 


Accident  Prevention  Course 

The  Medical  College  of  South  Carolina  in  co- 
operation with  the  South  Carolina  State  Board  of 
Health  offered  a short  term  course  for  various 
local  and  state  public  health  disciplines  entitled 
“Principles  and  Application  of  Accidental  Injury 
Prevention  held  April  18.  through  April  22,  1966,  at 
the  Medical  College  in  Charleston. 

This  was  the  first  course  of  this  type  in  South 
Carolina  and  also  the  first  in  the  nation  to  be  held  in 
a Medical  College. 


Medical  College  Commencement 

State  Senator  Rembert  C.  Dennis  of  Berkeley 
County  will  address  the  Medical  College  of  South 
Carolina  graduates  on  June  2 on  the  front  lawn  of 
the  Medical  College  Hospital  at  11:00  a.m.  Diplomas 
are  expected  to  be  presented  to  126  graduates  of  the 
schools  of  medicine,  pharmacy,  nursing  and  graduate 
studies  during  the  139th  annual  exercises. 


COMING  MEETINGS 

The  43rd  Annual  Meeting  of  the  South  Carolina 
Public  Health  Association  will  be  held  at  the  Ocean 
Forest  Hotel  in  Myrtle  Beach  on  May  26-28. 

The  8th  Annual  AMA-ASHA  Preconvention  Session 
on  School  Health  will  be  held  on  the  evening  of 
June  26.  1966,  in  conjunction  with  the  AM  A Con- 
vention in  Chicago.  All  physicians  interested  in  school 
health  programs  are  invited  to  attend. 

The  IX  International  Cancer  Congress  is  to  be  held 
in  Tokyo.  Japan,  on  October  23-29.  Anyone  interested 
should  communicate  with  Hirsch  Marks,  M.  D.,  435 
East  57th  Street,  New  York,  22,  N.  Y. 

The  Great  Smoky  Mountains  Pediatric  Seminar 
(formerly  known  as  the  East  Tennessee  Pediatric- 
Association  ) will  have  its  annual  meeting  in  Gatlin- 
burg.  Tennessee.  June  9-11.  1966.  Speakers  this  year: 

Dr.  James  N.  Etteldorf.  F.A.A.P.; 

Dr.  Harry  C.  Shirkey,  F.A.A.P.; 

Dr.  Charles  Reiser,  Pediatric  Urologist; 

Dr.  John  R.  Maddox,  Jr.,  Pediatric  Surgeon. 

Any  physician  interested  in  children  is  welcome. 

For  information,  write  Dr.  John  C.  Rochester, 
F.A.A.P.,  Secretary-Treasurer,  Great  Smoky  Moun- 
tains Pediatric  Seminar,  4807  Newcom  Avenue.  N.W., 
Knoxville,  Tennessee  37919. 

The  Conference  of  Presidents  and  Other  Officers 
of  State  Medical  Societies  will  be  held  Sunday,  June 
26th,  beginning  at  9:30  a.m.  at  the  Palmer  House  in 
Chicago. 

The  two  featured  speakers  for  this  program  will 
be  Dr.  Angus  Murray.  President  of  the  Australian 
Medical  Association,  who  will  relate  the  Australian 
doctors’  story  of  defeating  the  government  program 
to  fully  socialize  the  medical  profession  of  Australia. 
The  other  speaker  will  be  Mr.  Richard  M.  Nixon, 
former  Vice-President  of  the  United  States.  The 
President  of  the  Conference  is  Dr.  Walter  C. 
Bornemier  of  Chicago,  and  we  would  hope  that  we 
might  have  a large  attendance  for  this  meeting. 

The  American  College  of  Physicians  Postgraduate 
Course  No.  19  on  “Neurology  for  the  Internist”  will 
be  held  June  15-18  at  the  Bowman  Gray  School  of 
Medicine  of  Wake  Forest  College  in  Winston-Salem, 
N.  C.  For  information  write  to  Edward  C.  Rosenow, 
Jr.,  M.  D.,  Executive  Director,  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia,  Penn- 
sylvania. 19104. 

A Symposium  on  “The  Physician’s  Role  in  the  Care 
of  the  Aging  will  be  held  by  the  Center  for  the  Study 
of  Aging  and  Human  Development  and  the  Depart- 
ment of  Psychiatry  of  Duke  University  Medical 
Center.  The  symposium  will  be  held  at  the  Holiday 
Inn  in  Durham  on  May  26  and  27. 

Woodruff  Gains  Nursing  Home 

Preliminary  plans  have  been  announced  for  a 40- 
bed  nursing  home  in  Woodruff.  Dr.  B.  L.  Barnett,  Jr. 
will  be  president  of  the  home. 
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New  Pharmaceutical  Specialties 

by  Paul  De  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

New  Single  Chemicals — Drugs  not  previously 
known,  including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

DUPLICATE  SINGLE  PRODUCTS 
OMNIPEN 

Antibiotics-Penicillin.  Rx 

Manufacturer:  Wyeth  Laboratories,  Inc. 

Composition:  Ampicillin  (anhydrous)  250  mg 

A semi-synthetic  penicillin  effective  against  a 
wide  range  of  both  Gram-positive  and  Gram- 
negative organisms. 

Indications:  Treatment  of  infections  due  to 
Shigella,  Salmonella,  E.  coli;  H.  influenzae,  and 
P.  mirabilis.  Also  for  certain  Gram-positive  bac- 
teria and  treatment  of  infections  in  the  urinary 
tract,  the  respiratory,  and  the  gastrointestinal 
tract. 

Dosage: 

Adults:  50  mg  every  6 hours  for  infections  in 
genitourinary  or  gastrointestinal  tract;  250  mg 
every  6 hours  for  respiratory  tract  infections. 

Children:  Based  on  weight  and  severity  of  in- 
fections (100  mg  to  200  mg  in  divided  doses  every 
6 or  8 hours.) 

Supplied  as:  Capsules.  Bottles  of  24. 

NEW  COMBINATION  PRODUCTS 
POLY-VI-SOL  with  Iron 
(Chewable  Tablets) 

Vitamins  Multiple  with  Minerals.  Rx 

Manufacturer:  Mead  Johnson  Laboratories 


Composition: 

Vitamin  A 4000  u 

Vitamin  D 400  u 

Ascorbic  Acid  (C)  75.0  mg 

Thiamine  (B-l)  1.2  mg 

Riboflavin  (B-2)  1.5  mg 

Niacinamide  15.0  mg 

Ferrous  Fumarate  40.0  mg 


(elemental  iron  12  mg) 

Combines  6 vitamins  with  iron. 

Indications:  Prophylaxis  of  vitamin  and  iron 
deficiencies. 

Dosage:  One  chewable  tablet  daily  or  as  pre- 
scribed. May  be  chewed  or  dissolved  in  the  mouth. 
Supplied  as:  Chewable  tablets.  Bottles  of  50. 

POLY-VI-FLOR  with  Iron 
(Chewable  Tablets) 

Vitamins  Multiple  with  Minerals.  Rx 
Manufacturer:  Mead  Johnson  Laboratories 


Composition: 
Vitamin  A 

4000  u 

Vitamin  D 

400  u 

Ascorbic  Acid  (Vitamin 

C) 

75.0  mg 

Thiamine  (B-l) 

1.2  mg 

Riboflavin  (B-2) 

1.5  mg 

Niacinamide 

15.0  mg 

Fluoride  (from  sodium 

fluoride) 

1.0  mg 

Ferrous  Fumarate 

40  mg 

(elemental  iron  12  mg) 


Combines  6 vitamins  with  fluoride  and  iron. 
Indications:  Prophylaxis  of  vitamin  and  iron  de- 
ficiencies and  for  reduction  of  dental  caries. 


Dosage:  One  chewable  tablet  daily  for  children 
3 years  and  older — where  drinking  water  content 
does  not  exceed  0.7  p.p.m.  of  fluoride. 

Supplied  as:  Chewable  tablets.  Bottles  of  50  and 

1000. 

TRI-VI-FLOR 
(Chewable  Tablets) 

Vitamins  Multiple  with  Minerals.  Rx 
Manufacturer:  The  Central  Pharmacal  Co. 


Composition: 

Fluoride  (from  sodium  fluoride)  0.5  mg 

Vitamin  A 4000  u 

Vitamin  D 400  u 

Ascorbic  Acid  (Vitamin  C)  75  mg 


Combines  3 vitamins  with  fluoride. 

Indications:  Prophylaxis  of  vitamin  deficiencies 
and  reduction  of  dental  caries. 

Dosage:  One  chewable  tablet  daily  for  children 
3 years  and  older — where  drinking  water  content 
does  not  exceed  0.7  p.p.m.  of  fluoride. 

Supplied  as:  Chewable  tablets.  Bottles  of  100 
and  1000. 

NEW  DOSAGE  FORM 
NIFEREX  TABLETS 
Hematinics.  o-t-c 

Manufacturer:  The  Central  Pharmacal  Co. 

Composition: 

Elemental  Iron  50  mg 

(as  a polysaccharide,  iron  complex) 

Iron  complexed  to  a low  molecular  weight 
polysaccharide.  The  iron  released  is  prin- 
cipally divalent  (ferrous). 

Indications:  Iron  deficiency  anemias  or  as  a 
supplement  to  the  dietary  intake  of  iron. 

Dosage: 

Adults:  1 or  2 tablets  daily. 

Children:  6-12  years  of  age — 1 tablet  twice 
daily. 

Children:  2-6  years  of  age — 1 tablet  daily. 

Supplied  as:  Brown  sugar-coated  tablets.  Bot- 
tles of  100  and  1000. 
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Deaths 


Dr.  J.  E.  McFadden 

Dr.  James  Eli  McFadden,  30,  of  Hemingway,  was 
killed  in  an  automobile  accident  in  the  Indiantown 
community. 

Dr.  McFadden  was  born  in  1935  in  Lake  City.  He 
received  his  B.  S.  degree  from  the  University  of  South 
Carolina,  and  prior  to  entering  the  Medical  College 
of  South  Carolina,  he  was  a registered  pharmacist.  He 
graduated  from  the  Medical  College  in  1962.  He 
moved  to  Hemingway  where  he  had  practiced  for 
two  and  one  half  years.  Dr.  McFadden  was  immediate 
past  president  of  the  Williamsburg  County  Medical 
Society,  and  was  a member  of  the  South  Carolina 
Medical  Association,  the  Association  of  Physicians 
and  Surgeons  and  Phi  Chi  Medical  Fraternity. 

He  was  formerly  a member  of  the  Air  Force  Na- 
tional Guard  in  Columbia,  after  which  he  transferred 
to  the  National  Guard  in  Hemingway,  and  was  serving 
as  battalion  surgeon  of  the  4th  Howitzer  Bn.  178th 
Artillery  Bn.  with  headquarters  in  Georgetown,  with 
the  rank  of  captain. 


Dr.  S.  H.  Fisher 

Dr.  Samuel  Hess  Fisher,  48,  of  20  Woodvale  Ave., 
Greenville,  died  March  16  after  several  months  of 
declining  health. 

Born  in  Camden,  N.  J.,  he  was  a former  resident 
of  Philadelphia,  and  a graduate  of  Temple  Univer- 
sity. 

Dr.  Fisher  came  to  Greenville  in  1947  following 
undergraduate  and  medical  school  work  at  Temple 
University  in  Philadelphia.  He  also  served  his  intern- 
ship and  a residency  in  radiology  at  the  Temple  Uni- 
versity Hospital.  He  was  called  into  military  service 
during  the  Korean  conflict  for  two  years  and  re- 
turned to  Greenville  to  resume  his  practice.  He  was 
a diplomate  of  the  American  Board  of  Badiology. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, Greenville  County  Medical  Society,  South 
Carolina  Medical  Association  and  of  the  American 
Roentgen  Ray  Society. 


Dr.  Robert  Black 

Dr.  Robert  Black,  84-year-old  Bamberg  County 
physician  who  was  among  those  honored  April  6 at 
a “Doctors’  Appreciation  Day”  died  April  7. 

Dr.  Black  was  born  in  Bamberg  April  30.  1882. 
He  was  a medical  doctor  and  pharmacist  in  Bamberg 
for  61  years,  beginning  his  practice  in  1905.  He 
owned  and  operated  Black’s  drug  store. 


A graduate  of  the  Medical  College  of  South  Caro- 
lina, Dr.  Black  had  visited  every  state  in  the  union 
and  several  foreign  countries.  He  had  attended 
every  presidential  inauguration  since  President 
McKinley  took  office.  He  was  also  surgeon  for  the 
Southern  Railroad  Co.,  for  many  years  and  president 
of  the  Bamberg  County  Tuberculosis  Association. 


Dr.  E.  E.  Epting 

Dr.  E.  E.  Epting,  78,  Anderson  physician,  died 
April  4 after  an  illness  of  seven  years.  Dr.  Epting 
was  a graduate  of  the  Medical  College  of  South  Caro- 
lina and  did  postgraduate  work  in  New  York.  He  was 
a colonel  in  World  War  I and  headed  the  Ancon  Army 
Hospital  in  the  Panama  Canal  Zone.  He  organized  and 
was  the  first  head  of  the  Anderson  County  Health 
Department.  He  was  a former  member  of  the  state 
House  of  Representatives. 
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Book  Reviews 


THE  CELL,  ITS  ORGANELLES  ANI)  IN- 
CLUSIONS by  Don  W.  Fawcett,  M.  D.  W.  B. 
Saunders  and  Company,  Philadelphia  and  London. 
1966.  Pp.  448.  $11.00. 

This  hook,  by  a leader  in  biomedical  electron 
microscopy,  is  a detailed  atlas  of  cellular  ultrastruc- 
ture. The  intention  stated  in  the  author’s  preface  is  to 
supply  a “loan  collection”  of  electron  micrographs  for 
study  rather  than  a reference  atlas  or  textbook.  The 
author  demonstrates  his  qualifications  for  carrying  out 
such  a project  in  the  high  quality  of  the  material 
which  he  has  selected  for  inclusion,  and  by  his 
presentation  and  approach.  The  book  should  be 
extremely  useful  since  the  author’s  intention  of  making 
available  a large  collection  of  excellent  electron 
micrographs  to  those  people  who  do  not  have  ready 
access  to  them  is  faithfully  carried  out.  This  atlas  is 
designed  for  serious  study  of  the  plates  as  laboratory 
material  and  a sufficient  number  of  excellent  refer- 
ences is  given  to  lead  a student  into  the  literature. 
The  book  is  not  designed  for  casual  perusal  by  some- 
one wishing  a superficial  review  of  fundamental  cytol- 
ogy or  for  quick  reference.  The  technical  quality  of 
the  book  is  excellent.  It  is  recommended  to  anyone 
with  more  than  a casual  interest  in  the  structure  of 
cells  as  revealed  by  the  electron  microscope. 

Curtis  Worthington,  M.  D. 


PEDIATRIC  THERAPY  1966-1967,  by  Harry 
C.  Shirky  (Editor),  2nd  Edition.  The  C.  V.  Mosby 
Co.,  St.  Louis.  1966.  $18.50. 

This  is  an  informative,  “down  to  earth”  book  which 
contains  many  practical  aspects  of  pediatric  therapy 
and  would  be  of  value  to  anyone  caring  for  pediatric 
patients.  Part  I is  particularly  excellent  and  covers 
the  fundamentals  of  drug  therapy.  It  includes  such 
subjects  as  specific,  supportive  and  empiric  treatment; 
the  technique  and  routes  of  drug  administration  and 
the  types  of  vehicles  used  for  drug  administration; 
drugs  known  to  cross  the  placenta,  a list  of  drugs 
secreted  in  breast  milk;  and  drugs  which  discolor 
urine  and  feces.  Other  sections  discuss  general  ther- 
apy. the  treatment  of  symptoms,  and  the  newborn 
infant.  Then  follow  sections  covering  diseases  of 
various  systems  with  recommended  current  therapy. 
There  is  an  excellent  section  on  pediatric  tumors, 
chemotherapy  and  radiation  therapy.  Finally  there  is 
a table  of  drug  dosages  with  recommended  routes  of 
administration  and  the  form  in  which  each  drug  is 
supplied. 

In  summary,  this  book  contains  much  valuable  and 
practical  information  written  by  84  contributors,  each 
expert  in  his  field  of  interest. 

Hilda  Wohltman,  M.  D. 


Welch  Allyn’s  finest  diagnostic  sets 
now  include  this  new  No.  115 
ophthalmoscope  with  improved 
optical  system. 


The  No.  115  “oph”  uses  a mirror  instead  of 
a prism  for  light  transmission  in  order  to 
bring  the  viewing  axis  and  the  light  pro- 
jection axis  closer  to  coincidence.  With  this 
new  system,  it  is  easier  to  direct  the  light 
beam  into  the  eye,  a greater  area  of  the 
eye  grounds  is  visible,  and  appears  to  be 
more  brilliantly  illuminated. 


No  new  technique  is  required.  Size,  shape, 
lens  and  aperture  selection,  and  light  con- 
trol are  identical  with  the  now  discon- 
tinued Welch  Allyn  No.  121  ophthalmo- 
scope. But  what  a difference  in  use!  May 
we  show  you  ? 


WINCHESTER  SURGICAL  SUPPLY  COMPANY 

1919  “CAROLINAS’  HOUSE  OF  SERVICE"  1966 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 
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NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM 
PLETE  FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 

Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK  I 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling.  Medical  Director 
Staff  Members:  Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal  — Dr.  R.  B.  Thomas 


FOR  INFORMATION  CALL 
SUPERINTENDENT  252-4273 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 
AIR-CONDITIONING  THROUGHOUT 
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Insurance  Protection  for  Doctors  and  Dentists 


j£tna  Life  & Casualty’s  Professional 
Package  Policy  combines  all  the 
fundamental  insurance  protection 
you  need  against  the  risks  inherent 
in  your  profession:  ( 1 ) Professional 
liability  necessary  for  alleged  mal- 


practice. (2)  Office  Premises  Liabil- 
ity Insurance  for  claims  arising  from 
the  operation  of  your  office.  ( 3 ) “All 
Risks"  insurance  for  loss  or  damage 
to  your  equipment. 

One  conference  . . . one  signature  is 


all  an  /Etna  agent  needs.  Then  he'll 
prescribe  the  protection  that  best  suits 
you.  And  you'll  appreciate  his  com- 
petence as  an  insurance  professional. 
We  call  it  P.S.  — Personal  Service. 


LIFE  fit  CASUALTY 


I 


TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


“‘NEOSPORIN’: 

Polymyxin  B-  Neomycin  -Bacitracin 

OINTMENT 


Each  gram  contains: 
’Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base) ..5  mg. 


Tubes  of  ’/j  oz.  and  1 oz. 

■ clinically  effective 

■ comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 


For  the  eradication  of  infectious  organisms  in  a Complete  literature  available  on  request  from 
wide  range  of  dermatologic  disorders:  impetigo,  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic.  ‘Miltown' 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use, 

Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
L'sual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  arc  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets 
Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 
\£f,Cranbury,  N.J. 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


Indications:  Symptoms  of  excessive  anxiety. 
Contraindicated  in  comatose  or  greatly  de- 
pressed states  due  to  CNS  depressants  and 
in  cases  of  existing  blood  dyscrasias,  bone 
marrow  depression  and  pre-existing  liver 
damage.  Principal  side  effects,  usually  dose 
related,  may  include  mild  skin  reaction,  dry 
mouth,  insomnia,  fatigue,  drowsiness,  dizzi- 


ness and  neuromuscular  (extrapyramidal) 
reactions.  Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may  also  be  ob- 
served. Blood  dyscrasias  and  jaundice  have 
been  extremely  rare.  Use  with  caution  in 
patients  with  impaired  cardiovascular  sys- 
tems. Before  prescribing,  see  SK&F  product 
Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 

m 
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The  Journal  of  the  South  Carolina  Medical  Association 


one  mid-morning 


i 

one  mid-evening 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24  hours  of  therapy.,  .with  all  the  extra 
benefits  of  DECLOMYCIN... lower  mg  intake  per  day... proven  potency... 
1-2  days’  "extra”  activity  to  protect  against  relapse  or  secondary  infection. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg'  FILM  COATED  TABLETS 


■ tlective  in  a wide  range  of  everyday  infections 
-respiratory,  urinary  tract  and  others— in  the 
oung  and  aged— the  acutely  or  chronically  ill— 
Yhen  the  offending  organisms  are  tetracycline- 

ensitive. 

Earning  — in  renal  impairment,  usual  doses 
nay  lead  to  excessive  systemic  accumulation 
nd  liver  toxicity.  Under  such  conditions,  lower 
lan  usual  doses  are  indicated  and.  if  therapy 

■ prolonged,  serum  level  determinations  may 
e advisable.  A photodynamic  reaction  to  nat- 
ral  or  artificial  sunlight  has  been  observed, 
■nail  amounts  of  drug  and  short  exposure 
iay  produce  an  exaggerated  sunburn  reaction 
hich  may  range  from  erythema  to  severe  skm 
anilestations.  In  a smaller  proportion,  photo- 

llergic  reactions  have  been  reported.  Patients 


should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


treatment.  Side  reactions  include  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyn- 
cracy  occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or 
300  mg  b i d.  should  be  given  1 hour  before  or 
2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of 
high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg  of  demethylchlortetracycline 
HCI 

Tablets:  film  coated,  300  mg,  150  mg,  and 
75  mg  of  demethylchlortetracycline  HCI. 
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:-DERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


674.0-30  J® 


Butazolidirralka 

phenylbutazone  100  mg. 

dried  aluminum 
hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 
homatropine 

methylbromide  1.25  mg. 


In  rheumatoid  arthritis-effective  th«r 
with  minimal  chance  of  G-l  upset 


Therapeutic  Effects 

Fifty  to  75%  of  patients  obtain  major  relief  of 
arthritic  symptoms,  as  reported  by  numer- 
ous clinicians.  In  addition,  the  problem  of 
gastric  upset-a  major  problem  with  certain 
other  oral  antiarthritic  agents  — is  minimized 
by  the  presence  of  antacids  and  an  antispas- 
modic  in  the  formulation. 

Improvement  is  generally  seen  within  3 to  4 
days,  and  trial  therapy  need  not  be  con- 
tinued beyond  a week.  Relief  of  pain  is 
followed  quickly  by  resolution  of  inflamma- 
tion and  improved  joint  function.  Relief  of 
symptoms  is  often  accompanied  by  in- 
creased appetite,  gain  in  weight  and  an 
improved  sense  of  well-being. 

The  initial  response  is  usually  maintained 
without  dosage  increases;  indeed,  initial 
dosage  is  often  reduced  for  maintenance 
purposes. 

Salicylate  or  steroid  therapy  can  usually  be 
diminished  or,  in  some  instances,  eliminated. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  orsymptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reac- 
tions, the  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent 
chemotherapeutic  agents  are  given  concur- 


rently. Large  doses  of  Butazolidin  alka  are 
contraindicated  in  patients  with  glaucoma. 

Precautions 

Before  prescribing,  the  physician  should 
obtain  a detailed  history  and  perform  a 
complete  physical  and  laboratory  examina- 
tion, including  a blood  count.  The  patient 
should  be  kept  under  close  supervision  and 
should  be  warned  to  report  immediately 
fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dyscrasia);  sudden  weight 
gain  (water  retention);  skin  reactions;  black 
or  tarry  stools.  Regular  blood  counts  should 
be  made.  The  drug  should  be  used  with 
greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 

Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea  and 
sulfonamide-type  agents  and  insulin.  Pa- 
tients receiving  such  concomitant  therapy 
should  be  carefully  observed  for  this  effect. 

Adverse  Reactions 

The  most  common  adverse  reactions  are 
nausea,  edema  and  drug  rash.  The  drug 
may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  generalized 
allergic  reaction,  stomatitis,  salivary  gland 
enlargement,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoii  ear 
have  been  reported  but  cannot  f 
attributed  to  the  drug.  Thrombo  tc 
purpura  and  aplastic  anemia  ar? 
sible  side  effects.  Confusional  s te 
agitation,  headache,  blurred  vis” 
neuritis  and  transient  hearing  Ic  ' 
been  reported,  as  have  hepatiti  a 
and  several  cases  of  anuria  and? 
With  long-term  use,  reversible  t ro 
hyperplasia  may  occur  infreque If 

Average  Dosage  in  Rheumatoic  ■< 

Initial:  3 to  6 capsules  daily  in  dife* 
It  is  usually  unnecessary  to  excc?  • 
sules  daily.  A trial  period  of  1 we 
quate  to  determine  response;  in  e 
of  favorable  response,  discontir? 

Maintenance:  An  effective  level  o 
achieved  with  1 to  2 capsules  de 
exceed  4 daily. 

Also  available: 

Butazolidin®  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Cor  '3 
Ardsley,  New  York 


Geigy 
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makes  sleep  irresistible 

nidar 


EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


RNING:  MAY  BE  HABIT  FORMING) 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 
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nidar 


Sleep  comes  easy. ..lingers... departs  naturally 
Gentle  doses  of  4 barbiturates  assure  uninterrupted  sleep 
2 barbiturates  act  fast... in  20  to  30  minutes 


2 long-range  barbiturates  come  into  play 
to  sustain  sleep  for  up  to  8 hours 

Tiny  amounts  of  individual  barbiturates 
means  Nidar  is  well  tolerated 


Patients  enjoy  a refreshing,  clear-headed  wake-up 


makes  sleep  irresistible 


EACH  TABLET  CONTAINS: 

Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 

(WARNING:  MAY  BE  HABIT  FORMING) 


/ 


Dosage:  One  or  two  tablets,  one-half  hour 
before  bedtime. 


Indications:  For  night-time  sedation  and  refreshing 
sleep  up  to  eight  hours. 

Contraindications:  Patients  sensitive  to  barbiturates. 
Use  with  caution  in  the  presence  of  moderate  to  severe 
hepatic  disease. 

Supplied:  Bottles  of  100  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without 
a prescription. 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


t\ 
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A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753(RJ)t4 

•The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm  loading  dose 


Available  through  your  regular  supplier: 
cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  ri 
gamut  of  home  remedies  without  sum 
pleasant-tasting  cremomycin  can  asv< 
the  call  for  help.  It  can  be  counted ' 
consolidate  fluid  stools,  soothe  into 
inflammation,  inhibit  enteric  pathce 
and  detoxify  putrefactive  materials-  ' 
ally  within  a few  hours. 


cremomycin  combines  the  bacteria 
agents,  succi nylsu Ifathiazole  and  rtf 
cin,  with  the  adsorbent  and  protect  3 
mulcents,  kaolin  and  pectin,  for  cop 
hensive  control  of  diarrhea. 


Indications:  Diarrhea.  Contraindications: Jr) 
Withhold  if  diverticulosis  is  present  or  sus&  ■ 
Precautions:  Sulfonamide:  Continued  use  il“ 
supplementary  administration  of  thiamine  aPf 


k 


your  for 
Cremomycin 
can  provide  relief 


■ Neomycin:  Patient  should  be  observed  for 
jections  due  to  bacteria  or  fungi.  Side  Effects: 
nmide:  Sensitivity  reactions  may  occur  (e.g., 
shes,  anemia,  polyneuritis,  fever;  agranulo- 
with  a fatal  outcome  has  been  reported), 
ion  of  thiamine  output  in  the  feces  and  of 
K synthesis  has  been  observed.  Neomycin: 

, loose  stools  possible. 

prescribing  or  administering,  read  product 
with  package  or  available  on  request. 


iptly  relieves  diarrheal  distress 

• ® 

'"emomycm 

diarrheal  ^ 

P ition-.  Each  30  cc.  contains  neomycin  sulfate 
. (equivalent  to  210  mg.  of  neomycin  base), 
,r  sulfathiazole  3.0  Gm.,  colloidal  kaolin  3.0 
actin  0.27  Gm. 


•Sion  of  More*  4 Co  , Inc  , Wesl  Po«nt.  Pa 


Ml  CK  SHARP  &D0HMEo.. 

today’s  theory  is  tomorrow's  therapy 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 


Trocinate 


-THIPHENAMIL  HC1 

BETA-DIETHYLAMINOETHYL  diphenylthioacetate  hydrochloride 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HC1)  has  been  found 
in  three  clinical  studies,  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Bamadex  Sequels 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 
Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura, .and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 


First  aid  for  a 
button  popper 
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SEQUELS 


Second  aid  for  a 
button  popper 


Bamadex  Sequels 

d-amphctamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LF.DF.RLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


I 

Sustained  circulatory,  respiratu 
and  cerebral  stimulation  for  1i 


(fewer  absent  doses  by 
absent-minded  patient 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be?: 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT? 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geror? 
TT  will  provide  the  well-known  peripheral  vasod  t; 
tion  needed  in  patients  with  deficient  circulatioi  n 
with  a minimum  amount  (if  any)  of  “flushing.”  ■ 
cerebrovascular  circulation  is  complemented  by s1 
tylenetetrazol,  long-established  as  a cerebral  an(^ 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortub 
signs  of  senile  confusion.  Patients  become  more 


ed  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


■ confused  and  moody.  Personal  care,  memory, 
i ' ional  stability,  social  attention  improve.  Fatigue, 
> hy  and  irritability  are  reduced. 

prescription  for  100  tablets  of  Geroniazol  TT  will 

■ lit  your  patients  to  enjoy  the  benefits  of  time- 
'<  mged  nicotinic  acid/pentylenetetrazol  therapy, 

economical  price.  Dosage  is  only  one  tablet  every 
1 >urs. 

’>  ramdications:  There  are  no  known  contraindica- 

H. 

r>  lutions:  Exercise  caution  when  treating  patients 
it  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R„  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,ArthritiS/ 
and  Peripheral  Vascular  Disorders* 


‘"Nocturnal  cramps  occurring  in  the  calf  muscles  "...  nocturnal  cramps  may  be  the  presenting  symp- 
and  small  muscles  of  the  feet  have  been  encoun-  toms  of  patients  with  arteriosclerosis  obliterans,  deep 
tered  in  a significant  number  of  diabetic  patients."'  thrombophlebitis,  varicose  veins,  osteoarthritis..."2 


now. ..specific  therapy  for  night  leg  cramps 

QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.3  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


WALKER? . 


QUINAMM  Prescribing  Information:  Composition:  quinine 
sulfate  250  mg.  and  aminophylline  200  mg.  per  tablet.  Pre- 
cautions: aminophylline  may  produce  intestinal  cramps  in  some 
instances,  and  quinine  may  produce  symptoms  of  cinchonism 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Dis- 
continue if  ringing  in  the  ears,  deafness,  skin  rash  or  visual 
disturbances  occur.  Since  Quinamm  contains  quinine  sulfate,  cau- 
tion should  be  observed  regarding  administration  during  preg- 
nancy. Dosage:  1 tablet  three  or  four  times  daily.  For  nocturnal 
leg  cramps,  1 tablet  on  retiring. 

References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchuck,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  al.: 
Med.  Times,  87:818,  1959. 
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)octor, 

ere  is  the  Abbott  anorectic 
rogram  designed  to  meet 
le  individual  needs  of  your 
i/erweight  patients. 


mood  elevation 


Abb 

Anorec 

Progrc 


■SOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can't  take  plain  amphetamim 

put  her  on  DESBUTAL!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tab! 
sections,  combined  back  to  back  to  form  a sin^ 
tablet.  One  section  contains  Desoxyn  to  curb  t 
appetite  and  lift  the  mood;  the  other  contai 
Nembutal®  (pentobarbital)to  calm  the  patient  ai 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosa 


controlled  release 


Abbott 

Anorectic 

Program 


^v.V 


3 release  action  is  purely  physical  and  relies  on 
y one  factor  common  to  every  patient:  gastro- 
jstinal  fluid.  There  is  no  dependence  on  enteric 
tings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
tration  in  the  gastrointestinal  tract, 
our  patients  get  a measured  amount  of  medi- 
on,  moment  by  moment^throughout  the  day. 
ney  are  not  subjected  to  ups  and  downs  of 
g release  ...  or  to  erratic  release  from  patient 
atient  ...  or  to  erratic  release  in  the  same 
ent  from  day  to  day. 

at’s  why  the  Gradumet  provides 
itrolled-release  as  well  as 
g release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


)t  all  long-release  vehicles  are 
e same.  Here  is  why  the  Gradumet 
different  and  what  it  means 
r your  overweight  patients. 


hoice  of  5 strengths 


Abbott 

Anorectic 

Program 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

€ 10 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

& 10 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  an  anorectic  in  treatment  of 
obesity  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
tients  taking  a monoamine  oxidase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
often  these  effects  will  disappear  after  a few  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease  hyperthyroidism  or  who  are  sensitive  to  sympa- 
thomimetic drugs  Carelut  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appeiite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  15cont»ins  15  mg  ol  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  of  100  and  500 


Sucaryl  Sweeteners 

Brand  * 

A proven  aid  to  weight  control  — 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories’' 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl- Abbott  brand 

of  low  and  non  catorc  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Press  out  lebfets  from  this  side  i o r no  714  1331 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  are 
contraindicated  in  patients  taking  a monoamine 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
hypertension,  cardiovascular  disease,  hyperthy- 
roidism, old  age,  or  those  sensitive  to  sympatho- 
mimetic drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet  — long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,445. 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."' 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amcr.  J.  Gastroent.  28:541  (Nov.)  1957 
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PENTID-SULFAS  FOR  SYRUP 

SQUIBB  BUFFERED  PENICILLIN  POWDER  WITH 
SULFADIAZINE,  SULFAMETHAZINE, AND  SULFAMERAZINE 

the  fruit  punch 
that  packs  a wallop 


0 o 


Pentid-Sulfas  for  Syrup  is  a real  knock-out  when  it 
comes  to  good  taste.  And,  with  a single  prescrip- 
tion, you  provide  an  anti-infective  that  combats 
both  gram-positive  and  gram-negative  bacteria. 
Notable  for  its  economy,  Pentid-Sulfas  for  Syrup  is 
everybody’s  choice,  patient,  parent  and  physician. 

Contraindications:  Contraindicated  in  patients  sensitive  to 
sulfa  or  penicillin,  pregnant  females  at  term,  premature  in- 
fants, newborns  during  first  week  of  life.  Precautions:  Watch 
for  hypersensitivity  reactions  and  overgrowth  of  ponsuscep- 
tible  organisms.  Observe  usual  precautions  for  sulfonamide 
therapy:  adequate  fluid  intake;  force  fluids  if  urine  volume  is 
low;  maintain  urinary  pH  of  7 or  higher;  use  only  after  critical 
appraisal  in  patients  with  liver  or  renal  damage,  urinary  ob- 
struction, blood  dyscrasias.  Adverse  Reactions:  Anaphylactoid 


7 


shock  (rare),  G.l.  disturbances,  hepatitis,  pancreatitis, 
blood  dyscrasias,  neuropathy,  drug  fever,  urticaria,  pur- 
pura, hematuria,  crystalluria,  conjunctival  and  scleral 
varicula,  petechiae  may  occur.  Dosage:  Daily  pediatric  dos- 
age should  supply  65-100  mg.  trisulfapyrimidines  per 
pound  body  weight  in  divided  doses  q.  4 to  6 h.  Supply: 
Pentid  Sulfas  for  Syrup  when  prepared,  provides  80  cc.  (16 
doses)  or  150  cc.  (30  doses)  of  fruit-flavored  syrup  provid- 
ing in  each  5 cc.  teaspoonful  125  mg.  (200,000  u.)  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine. 

Now  . . . NEW  PENTID®  ‘400’-SULFAS  FOR  SYRUP  (buffered 

penicillin  powder  with  sulfadiazine,  sulfamethazine,  and  sulfa- 
merazine each  5 cc.  providing  250  mg.  [400,000  units]  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine).  Available  in  16-dose  (80  CC.) 
and  30-dose  (150  cc.)  bottles. 

For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Ouality-the  Priceless  Ingredient 


48-A 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.P. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2N 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 


ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied:  Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin 5320L 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


May,  1966 


51-A 


} 

An  antibiotic 
of  choice 
is  one  that  works 

TAO  works 


Susceptibility  Results 
Staphylococci 2,3,1 


# OF  CULTURES 


10,384 


% EFFECTIVE 


88.6% 


88.5% 


y^-Hemolytic  Streptococci 


The  Product 

In  a world  study  of  antibiotics  in  vitro1,  TAO  had  an  over 
all  effectiveness  of  87.3%,  higher  than  chloramphenicol 
and  erythromycin,  and  significantly  higher  than  t'  acy- 
cline  and  penicillin. 

The  Plus... Consistent  Performance 

Yet  antibiotics  must  not  only  work.  They  must  work  con- 
sistently. Here  are  the  results  from  the  largest  study  of 
microbial  susceptibility  ever  undertaken.  In  29,048  cul- 
tures of  overt  staphylococcal  and  /3-hemolytic  streptococ- 
cal infections,  note  the  consistency  of  results  with  TAO. 

TAO 

[triacetyloleandomycin] 


J.  B Roerig  and  Company,  New  York,  New  York  10017 

Division,  Chas.  Pfizer  & Co.,  Inc  , Science  for  the  World’s  Well-Being  * 


TAO  Rx  information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphy- 
locci,  pneumococci  and  gonococci.  Recommended  for  acute, 
severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic 
agents.  Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days  proves 
necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgement  dictates  continuation  of  therapy  for  longer  periods,  serial  monitor- 
ing of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality.  It  is  contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although  reactions  of  an  allergic  nature  are 
infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions  References:  1.  Isenberg,  Henry  D Health  Laboratory 
Science  2 163-173  (July)  1965.  2.  Fowler,  J.  Ralph  et  ah  Clinical  Medicine  70.547  (Mar.)  1963.  3.  Isenberg,  Henry  D.:  Health  Laboratory  Science 
1:185-256  Uuly-Aug.)  1964. 
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ONE  PINT 
OF  BLOOD 
PROVIDES 
NO  MORE 
IRON 


THAN  ONE  5 CC. 
AMPUL  OF 


Obstetrical  or  post— surgical  patients 
requiring  a dependable  increase  in 
hemoglobin  will  receive  as  much  iron 
(250  mg.  in  a 5 cc.  ampul)  as  in  one 
pint  of  blood.  Imferon  ("iron  dextran 
injection)  is  less  expensive  and  it  avoids 
the  well-recognized  hazards  of  whole 
blood  transfusion.  When  patients 
cannot— or  cannot  be  relied  upon  to— 
take  oral  iron,  Imferon  (iron  dextran 
injection)  will  rapidly  supply  needed 
iron  for  reserve  stores. 


IMFERON® 

(iron  dextran  injection) 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 

(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron ; infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb./lOO  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
The  total  iron  requirement  for  the  individual  patient  is  readily 
obtainable  from  the  dosage  chart  in  the  package  insert.  Deep 
intramuscular  injection  in  the  upper  outer  quadrant  of  the 
buttock,  using  a Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylactoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported.  Initial  test  doses  of 
0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses,  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  532QJ) 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


.. 


' • 


to  help  relieve  pain 


m common 

flnnrfint.fil  HisnvdAre 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 

(jVlerrelf) 
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Cincinnati,  Ohio  45215/Weston,  Ontario 


METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  " brand-name " thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it’s  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 

METAHYDRIN* 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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diet-rite  cola... 

America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle ...  full  cola  taste.  The  pH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Boyal  Crown  Cola  Co. 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


METATENSIN9 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  1(9* 


Vitamin  B2  (Riboflavin)  K9- 

Niacinamide 

Vitamin  C (Ascorbic  Acid)  30(9 

Vitamin  B*  (Pyridoxine  HCI) 

Vitamin  B 1 2 Crystalline  4m” 

Calcium  Pantothenate 


Recommended  intake:  Adults,  1 cap  e 
daily,  for  the  treatment  of  vitamin  '* 
ciencies.  Supplied  in  decorative  !* 
minder"  jars  of  30  and  100;  bottles  of-- 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  [\ 


NORPRAMIN 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTIDEPRESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications:  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad  taste," 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 
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APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


Wm.  Ray  Griffin,  Jr..  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusua  I 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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PICK  THE 
RIGHT  IRON 

PALMIRON,  PALMIRON-C  (chewable  tablets) 
and  PALMIRON  FORTE  provide  the  physician 
with  a wide  range  of  compounds  indicated  in 
the  treatment  of  secondary  anemias.  "Choose 
the  right  iron”  from  these  formulas: 


PALMIRON 

Each  peppermint  flavored  tablet  contains: 

Ferrous  Fumurate  200  mg. 

Dosage:  1 or  2 tablets  three  times  per 
day. 


PALMIRON-C 

Each  chewable  tablet  contains: 

Ferrous  Fumurate  200  mg. 

Ascorbic  Acid  120  mg. 

Pyridoxine  HCI  (B„)  5 mg. 

Dosage:  for  adults  and  children  over  12, 
1 to  2 tablets  daily;  for  children  over  6, 
1 tablet  daily. 


PALMIRON  FORTE 

Each  tablet  contains: 

Ferrous  Fumurate  300  mg. 

Vitamin  B-12  (Cobal- 

amine  Cone.)  12  meg. 

Ascorbic  Acid  150  mg. 

Thiamine  HCI  3 mg. 

Dosage:  adults  and  children  over  12 

years  of  age:  1 tablet  bid. 


Please  write  for  samples  or  further  details. 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA,  S.C. 


62 -A 


The  Journal  of  the  South  Carolina  Medical 


ICATIONS:  Grand  mal  epilepsy  and 
ain  other  convulsive  states. 
iCAUTIONS:  Periodic  examination 
ie  blood  is  advisable.  Nystagmus  in 
ibination  with  diplopia  and  ataxia 
cates  dosage  should  be  reduced. 

E EFFECTS:  Allergic  phenomena 
h as  polyarthropathy,  fever,  skin 
otions,  and  acute  generalized  mor- 
form  eruptions  with  or  without  fever, 
in  discontinuation  of  therapy  erup- 
s usually  subside.  Rarely,  dermatitis 
s on  to  exfoliation  with  hepatitis, 


and  further  dosage  is  contraindicated. 
Though  mild  and  rarely  an  indication 
for  stopping  dosage,  gingival  hypertro- 
phy, hirsutism,  and  excessive  motor 
activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric 
distress,  nausea,  weight  loss,  transient 
nervousness,  sleeplessness,  and  a feel- 
ing of  unsteadiness.  All  usually  subside 
with  continued  use.  Hematologic  dis- 
orders, including  megaloblastic  anemia, 


leukopenia,  granulocytopenia,  pancyto- 
penia, and  aplastic  anemia  have  been 
reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  in- 
cluding Kapseals  containing  0.1  Gm.and 
0.03  Gm.  di- 
phenylhydan- 

toin  sodium.  PARKS.  DAVIS  A COMPANY,  Detroit.  Mictiigen  tetJt 

C B 

The  color  combinations  of  the  banded 
capsules  are  Parke-Davis  trademarks. 

75965 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  Is  often 


Kapseals8 

Dilantin 


PARKE-DAVIS 


The  weight  of  clinical  evidence  favors  Librium 


With  Librium  (chlordiazepoxide  HC1),  the  weight  of 
a five-year  record  of  efficacy  and  safety  in  clinical 
use  is  supported  by  over  630  reports  in  the  medical 
literature.  Its  virtually  specific  antianxiety  action 
normally  reduces  disturbing  emotional  complaints 
promptly  without  compromising  the  patient’s  men- 
tal alertness  or  ability  to  perform  normal  functions. 
Decisive  results  are  often  seen  in  patients  who  had 
not  improved  on  previously  used  psychotropic  drugs. 

In  prescribing:  Dosage  — Adults : Mild  to  moderate  anx- 
iety and  tension,  5 or  10  mg  t.i.d.  or  q.i.d. ; severe  states, 
20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d. 
to  q.i.d. 

Side  Effects:  Side  effects,  usually  dose-related,  include 
drowsiness,  ataxia,  minor  skin  rashes,  edema,  menstrual 
irregularities,  nausea  and  constipation.  When  treatment 
is  protracted,  blood  counts  and  liver  function  tests  are 
advisable.  Paradoxical  reactions  may  occasionally  occur 
in  psychiatric  patients.  Individual  maintenance  dosages 
should  be  determined. 


Precautions:  Advise  patients  against  possibly  hazard- 
ous procedures  until  maintenance  dosage  is  established. 
Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  in- 
hibitors or  phenothiazines;  warn  patients  of  possible 
combined  effects  with  alcohol.  Observe  usual  precautions 
in  impaired  renal  or  hepatic  function,  in  long-term  treat- 
ment and  in  presence  of  depression  or  suicidal  tendencies. 
Exercise  caution  in  administering  drug  to  addiction- 
prone  patients  or  those  who  might  increase  dosage ; with- 
drawal symptoms,  similar  to  those  seen  with  barbiturates 
or  meprobamate,  can  occur  upon  abrupt  cessation  after 
prolonged  overdosage.  Caution  should  be  exercised  in 
prescribing  any  therapeutic  agent  for  pregnant  patients 
Supplied: Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50 
ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  N.  J.  07110 

LIBRIUM 

(chlordiazepoxide  HCI) 


Librium  is  indicated 
whenever  anxiety  is  part  of 
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NTZ  Nasal  Spray  relieves 
hay  fever  symptoms  on  contact 

Fast  symptomatic  relief  from  seasonal  hay  fever 
comes  in  the  convenient  nTz  Nasal  Spray  bottle. 
Two  sprays  quickly  relieve  itching  and  decongest 
the  nasal  membranes  on  contact.  The  first  spray  of 
nTz  shrinks  the  turbinates,  helps  restore  normal 
nasal  ventilation  and  breathing.  After  a few  minutes 
a second  spray  enhances  sinus  ventilation  and 
drainage. 

nTz  Nasal  Spray  reduces  excessive  rhinorrhea 
without  unpleasant  dryness.  It  is  well  tolerated  by 
delicate  respiratory  tissues.  nTz  also  provides 
relief  in  head  colds,  perennial  rhinitis  and  sinusitis. 


nTz’s  carefully  balanced  formula  relieves  thre 
ways:  with  a decongestant,  a topical  antihista 
and  an  antiseptic  wetting  agent. 

Neo-Synephrine®  HCI  0.5%,  a decongestant  c 
unexcelled  efficacy  to  shrink  nasal  membran 
Thenfadil®  HCI  0.1%,  a topical  antihistamine  1 
help  relieve  itching. 

Zephiran®  Cl  1 :5000,  an  antiseptic  wetting  age 
to  promote  the  rapid  spread  of  components  t< 
accessible  nasal  areas. 
nTz  is  supplied  in  leakproof,  pocket-size,  sp 
bottles  of20ml.and  in  bottles  of30ml.with  drn 

Winthrop  Laboratories,  New  York,  N.  Y.  lOOIf 

NTZ  , Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiam  j 
Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.S.  Pa] 


Hay  fever. . . 
a summer  hazard 

prescribe 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 


IN  PAPER  MANUFACTURING 


facts  count,  too,  in  selecting  health  care  coverage 


Thousands  of  facts  are  required  to  make  a single  sheet 
of  paper.  The  big  name  companies  in  the  paper  busi- 
ness rely  on  facts  in  every  phase  of  production.  Quality 
control  is  always  an  important  part  of  their  procedure. 
They  carefully  control  the  paper’s  color,  thickness  and 
moisture  content.  They  must  also  be  concerned  with  its 
texture,  tensile  strength  and  Ph  factor. 

These  same  companies  have  used  facts  in  selecting 
health  care  coverage  for  their  employees.  After  weigh- 
ing the  facts,  they  chose  Blue  Cross  and  Blue  Shield. 
They  have  found  that  this  health  care  program  offers 
maximum  protection  for  the  lowest  possible  cost. 
Benefits  are  stated — not  in  fixed  dollar  amounts  that 


may  not  adequately  cover  costs  tomorrow-but  in  terms 
of  the  actual  health  care  needed.  Coverage  is  good  for 
employees  and  their  families,  too,  wherever  they  go. 
These  facts  influenced  two  of  the  best-known  paper 
companies  to  pick  Blue  Cross  and  Blue  Shield. 

Facts  count  in  your  business,  too,  especially  in  health 
care  coverage  for  your  employees.  Your  experienced 
Blue  Cross  and  Blue  Shield  representative  can  provide 
the  facts  about  the  coverage  that  best  fulfills  your  com- 
pany’s requirements. 

Review  the  facts.  Your  first  choice  will  be  Blue  Cross 
and  Blue  Shield. 


Blue  Cross,- Blue  Shield, 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  rur:h 
home  remedies  without  success,  pa 
cremomycin  can  answer  the  call  for  m 
counted  on  to  consolidate  fluid  stool  Sf 
tinal  inflammation,  inhibit  enteric  fth 
detoxify  putrefactive  materials  — u:3 
few  hours. 

cremomycin  combines  the  bacteria' 
succinylsulfathiazole  and  neomycin  <v 
sorbent  and  protective  demulcents,  Ion 
tin,  for  comprehensive  control  of  dial* 


INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestir  P 
tensive  ulceration  of  bowel,  or  diverticulosis;  »1 
to  sulfonamides  or  neomycin;  in  pregnancy  at 
infants,  or  during  first  week  of  life  in  the  newl n 

WARNINGS:  Use  only  after  critical  appraise n 
hepatic  or  renal  damage,  urinary  obstruction 
sias.  Fatal  hypersensitivity  reactions  and  bM 
ported  with  use  of  sulfonamides.  Consider  per!'1 
hepatic  and  renal  function  tests  during  inter  ft' 
use. 

PRECAUTIONS:  Succinylsulfathiazole:  Use  wi  £" 
is  history  of  significant  allergies  and/or  asttm 
requires  supplementary  vitamins  Bi  and  K.  N O 


5 relieves  diarrheal  distress 


y 30  cc.  contains  neomycin  sulfate  300  mg. 
2'  mg.  of  neomycin  base),  succinylsulfathiazole 
14  aolin  3.0  6m.,  pectin  0.27  Gm. 

S «RP & DQHME  Division  of  Merck  & Co  , Inc  . West  Point,  Pa. 

* s theory  is  tomorrow’s  therapy 


muscular  block  during  anesthesia  if  neomycin 
lively  in  large  doses  when  renal  function  is 
wergrowth  of  nonsusceptible  organisms.  Con- 
f ototoxicity  and  nephrotoxicity  with  prolonged 


| with  all  sulfonamides:  Headache,  malaise,  an- 
[oms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
f fever,  rash,  conjunctival  and  scleral  injection, 
la.  hematuria,  and  crystalluria  have  been  noted. 
Itput  of  thiamine  and  decreased  synthesis  of 
hen  reported.  Neomycin:  Nausea,  loose  stools. 

J'  or  administering,  read  package  circular  with 

Ihe  on  request. 


your  for 
Cremomycin 
can  provide  relief 


;■ 

J 


I 


The  human  spine  is  not  engineer 
prolonged  sitting  at  desks,  pianos, 
writers  and  drafting  boards.  The  sti 
set  up  by  the  heavy,  forward-tiltec 
and  trunk,  balanced  precariously 
insufficient  base,  result  in  strain 
dorsal  musculature,  particularly  ; 
low  lumbar  level. 

The  unusual  muscle-relaxant  and 
gesic  properties  of  ‘Soma’  make  it 
dally  useful  in  the  treatment  of  low 
sprains  and  strains.  ‘Soma’  is  \ 
prescribed  □ to  relieve  pain  □ to 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  manager 
muscle  spasm,  pain,  and  stiffness  in  a va 
inflammatory,  traumatic,  and  degenerative 
loskeletal  conditions.  It  also  may  act  to  no 
motor  activity  in  certain  neurologic  disturl 
Contraindications:  Allergic  or  idiosyncrati 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  central 
system  depressants,  should  be  used  with  . 
in  patients  with  known  propensity  for  tal 
cessive  quantities  of  drugs  and  in  patier 
known  sensitivity  to  compounds  of  similar 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reported ' 
frequency  is  sleepiness,  usually  on  high 
recommended  doses.  An  occasional  patii 
not  tolerate  carisoprodol  because  of  an  ir 
reaction,  such  as  a sensation  of  weaknes 
rarely  observed  reactions  have  included  d 
ataxia,  tremor,  agitation,  irritability,  head 
crease  in  eosinophil  count,  flushing  of  f. 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia  an 
penia,  occurring  when  carisoprodol  wa:< 
istered  with  other  drugs,  has  been  reporte 
an  instance  of  fixed  drug  eruption  with  car 
and  subsequent  cross  reaction  to  mepr 
Rare  allergic  reactions,  usually  mild,  have 
one  case  each  of  anaphylactoid  reaction  ■ 
shock  and  angioneurotic  edema  with  re 
difficulty,  both  reversed  with  appropriate1 
In  cases  of  allergic  or  hypersensitivity  ic 
carisoprodol  should  be  discontinued  and 
ate  therapy  initiated.  Suicidal  attempts  i 
duce  coma  and/or  mild  shock  and  r<ji 
depression. 

Dosage:  Usual  adult  dose  is  one  350  n # 
three  times  daily  and  at  bedtime. 

Supplied:  Two  Strengths:  350  mg.  whi  &• 
and  250  mg.  orange,  two-piece  capsule 
Before  prescribing,  consult  package  circdi 

for  the  relief 
of  low  back 
sprains  and  str.ii 

som; 

(carisoproc: 

#.  Wallace  Laboratories,  Cranb 


Insurance  Protection  for  Doctors  and  Dentists 


/Etna  Life  & Casualty's  Professional 
Package  Policy  combines  all  the 
fundamental  insurance  protection 
you  need  against  the  risks  inherent 
in  your  profession:  (1)  Professional 
liability  necessary  for  alleged  mal- 


practice. (2)  Office  Premises  Liabil- 
ity Insurance  for  claims  arising  from 
the  operation  of  your  office.  (3)  "All 
Risks”  insurance  for  loss  or  damage 
to  your  equipment. 

One  conference  . . . one  signature  is 


LIFE  & CASUALTY 


all  an  /Etna  agent  needs.  Then  he’ll 
prescribe  the  protection  that  best  suits 
you.  And  you'll  appreciate  his  com- 
petence as  an  insurance  professional. 
We  call  it  P.S.  — Personal  Service. 
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Doctor.. .two  important 
Lederle  products  for 

routine  office  procedures 

J 


\ 

single-dose  vials 
for  convenient 
and  economical 
polio 

immunization 


ORIMUNE 

POLIOVIRUS  VACCINE. LIVE. ORAL 

TRIVALENT 

SABIN  STRAINS.  TYPES  1 2 and  3 

Fast,  simple  administration— and  economy  for  the 
patient  — make  the  new  0.5  cc  single-dose  vial  of 
ORIMUNE  Trivalent  ideal  for  private  practice.  (Packaged 
5 to  a b»x  with  5 sterilized  disposable  droppers  for  your 
convenience). 

(Also  available  in  2 cc  and  2 drop  dosage  forms). 

Only  2 doses  required  for  complete,  initial  immunization 
for  patients  more  than  a year  old. 

Effectiveness— may  be  expected  to  confer  active  immu- 
nity against  all  three  types  of  poliovirus  infection  in  at 
least  ninety  percent  of  susceptibles  only  if  given  at  full 
dosage,  as  directed.  No  characteristic  side  effects  have 
been  reported.  There  are,  however,  certain  contraindica- 
tions. These  are,  broadly:  acute  illness,  conditions  which 
may  adversely  affect  immune  response,  and  advanced 
debilitated  states.  In  these,  vaccination  should  be  post- 
poned until  after  recovery. 

In  infants  vaccination  should  not  be  commenced  before 
the  sixth  week  of  life.  Do  not  give  to  patients  with  viral 
disease,  or  if  there  is  persistent  diarrhea  or  vomiting. 
ORIMUNE  and  live  virus  measles  vaccine  should  be  given 
separately. 

Dosage— initial  immunization:  two  doses  each  given 
orally  at  least  8 weeks  apart.  (Give  a third  dose  to 
infants  at  10-12  months).  Booster  immunization:  one 
dose,  given  orally.  See  package  literature  for  full 
directions. 


r "\ 


simplifies  routine  screening 

TUBERCULIN, 
TINE  TEST 

(Rosenthal)  Lederle 

Swab  • Uncap  • Press  • Discard 

Comparable  in  accuracy  and  reliability  to  older  standard 
intradermal  tests*,  but  faster  and  easier  to  use.  Since 
TINE  TEST  is  relatively  painless  it  should  receive  greater 
patient  acceptance.  Results  are  read  at  48-72  hours.  The 
self-contained,  completely  disposable  unit  requires  no 
refrigeration  and  is  stable  for  two  years. 

Side  effects  are  possible  but  rare:  vesiculation,  ulcera- 
tion or  necrosis  at  test  site.  Contraindications,  none; 
but  use  with  caution  in  active  tuberculosis.  Available  in 
boxes  of  5 (new  individually-capped  unit);  cartons  of  25. 
‘Rosenthal,  S.  R.,  Nikurs,  L.,  Yordy,  E.,  and  Williams,  W .: 
Scientific  Exhibit  Presented  at  the  Annual  Meeting  of 
the  National  Tuberculosis  Association,  Chicago,  Illinois, 
May  30-June  2,  1965. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

605*6*3390 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


Duodenal  mucosa  with  ulcer  crater-  Loosening  epithelial  cells  of  nasal  mucosa  during 

Approx.  80 X Magnification.  early  stage  of  cold-Approx.  1800X  Magnification. 
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Partners  in  misery: 
common  cold  and  duodenal  ulcer" 


3 century  or  two  ago  our  forefathers  believed  that 
the  common  cold  was  caused  by  an  excess  of  evil 
humors.  Today  we  regard  these  baleful  humors 
as  a result  of  the  cold  rather  than  its  cause.  Only  in 
the  last  ten  years  have  some  of  the  offending 
viruses  been  cultivated,  and  we  now  know  many 
others  can  be  transmitted  to  human  volunteers 
although  they  cannot  yet  be  grown  in  the  laboratory. 
Various  body  defenses  react  to  infection  by  a virus, 
and  in  the  respiratory  tract  the  lung  is  protected  by 
the  phagocytic  properties  of  the  pulmonary  alve- 
olar macrophage.1 

Because  of  the  brief  history  and  large  proportion  of 
unidentified  viruses,  effective  prophylactic  vaccines 
have  not  yet  appeared.  A universal  antiviral  agent 
seems  even  more  remote.  Meanwhile,  these  viruses 
continue  to  produce  epidemics  of  upper  respiratory 
infection  at  seasonal  intervals,  particularly  in 
spring,  fall  and  winter,  during  which  they  propagate 
and  distribute  progeny  indiscriminately.  As  a result, 
they  are  responsible  for  significant  work  loss.  Since 
the  immunity  afforded  is  temporary,  recurrent  infec- 
tions are  common. 

This  recurrent  morbidity  in  spring  and  fall  is  shared 
by  duodenal  ulcer,  itself  a cause  of  significant  loss 
in  wages  and  medical  expense.  Thirty  years  ago 
Emery  and  Monroe  reported  1,279  recurrences  of 
peptic  ulcer  of  which  13  per  cent  could  be  attributed 


to  upper  respiratory  infection,  thus  confirming  a 
long-held  clinical  impression.2  While  the  inflam- 
mation, congestion  and  secretion  of  the  mucosa  of 
the  nasopharynx  in  the  common  cold,  and  the  hyper- 
emia and  hypersecretion  of  the  gastric  mucosa  dur- 
ing acute  exacerbation  of  a duodenal  ulcer  may  not 
be  directly  linked,  it  is  probable  that  the  miseries  of 
the  infection  are  reflected  in  the  pain  of  the  ulcer. 
The  following  case  history  illustrates  this  point. 

Case  report  A 48  year  old  white  male  executive,  suffer- 
ing from  hematemesis  and  melena  for  12  hours  was  admit- 
ted to  hospital  on  April  8,  1965.  He  gave  a history  of  duo- 
denal ulcer  proved  by  x-ray  studies  23  years  previously.  In 
the  intervening  years  he  suffered  from  typical  epigastric 
pain  occurring  two  hours  postprandially,  usually  for  two 
or  three  weeks  each  spring  and  fall.  A hospital  admission 
two  years  earlier  had  followed  hematemesis  of  moderate 
amount. 

The  present  admission  was  preceded  by  a recurrence  of 
pain  during  a period  of  unusual  business  pressure.  In  addi- 
tion he  caught  a cold  one  week  before  his  entry  to  hospital 
and  his  already  irregular  eating  habits  were  made  more  so 
by  loss  of  taste  and  appetite,  blocked  nose  and  general 
malaise.  During  the  final  36  hours  he  used  aspirin  to  re- 
lieve his  cold,  taking  2 or  3 tablets  with  a glass  of  water  on 
6 or  7 occasions.  Before  retiring  he  drank  a glass  of  hot 
toddy. 

He  awakened  about  1 a.m.  and  vomited  dark  red  blood 
and  recently  ingested  food  mixed  with  whisky.  Melena 
followed  and  he  was  transferred  to  hospital.  On  admission 
he  was  pale,  cold  and  sweating.  Apart  from  epigastric 
tenderness  and  black  stool  on  the  examining  finger  after 
rectal  examination,  his  general  physical  examination  was 
not  remarkable.  Temperature  was  normal,  pulse  was  thin 
and  thready  with  a rate  of  1 14  beats  per  minute,  and  blood 


The  commonly  found  ” clover-leaf ” roentgeno graphic  ab- 
normality of  chronic  duodenal  ulcer  due  to  spastic  contrac- 
tions and  scarring. 


Typical  site  of  duodenal  ulcer  showing  anatomical  rela- 
tionship to  gastroduodenal  artery  and  common  bile  duct. 


pressure  measurement  was  104/60mm.  of  mercury.  Hemoglobin  esti- 
mation was  8.6  grams  per  cent,  but  white  blood  count,  chest  x-ray  and 
urinalysis  were  within  normal  limits.  No  further  bleeding  occurred. 
After  blood  transfusions  and  a suitable  medical  regime  he  was  dismissed 
two  weeks  later  and  advised  to  return  later  for  consideration  of  surgery. 

the  care  of  the  ulcer  patient  suffering  from  a viral  infection  of 
the  upper  respiratory  tract  is  additionally  handicapped  by  the 
local  and  constitutional  symptoms  so  produced.  Indifference 
to  food  often  makes  it  difficult  to  "feed  a cold”  even  in  a patient 
without  an  ulcer.  In  the  ulcer  patient  this  becomes  more  than 
a homily,  for  malaise  and  apathy  towards  irksome  routine 
produce  a lack  of  interest  in  adhering  to  an  ulcer  program  and 
result  in  its  eventual  failure  if  these  symptoms  are  not  relieved. 
The  absence  of  curative  treatment  for  these  viral  infections  has 


spawned  many  a strange  therapeutic  offspring  and  some  of  the 
more  generally  accepted  remedies  contain  a special  risk  for  the 
ulcer  patient. 

To  the  gastric  physiologist,  the  shot  heard  around  the  world 
was  not  fired  at  Concord  but  was  discharged  through  the  stom- 
ach of  Alexis  St.  Martin.  The  worthy  voyageur  had  a more 
than  modest  thirst  and  on  several  occasions  William  Beaumont 
observed  through  the  resulting  fistula  the  changes  of  gastritis 
which  followed  an  immoderate  ingestion  of  alcohol.3  It  is  now 
well  known  that  alcohol  stimulates  the  production  of  gastric 
juice  and  the  patient  with  an  ulcer,  even  in  remission,  should 
not  drink  alcohol  without  first  taking  food,  milk  or  antacid. 
The  use  of  various  alcoholic  remedies  for  the  common  cold  is 
to  be  strongly  discouraged  in  this  type  of  patient.  Factors  al- 
ready present  can  produce  an  acute  exacerbation  of  ulcer  symp- 
toms without  the  added  stimulus  of  alcohol. 


/ can  taste. 
Doctor! 

On  Sippy  diet  or  unrestricted 
regimen,  food  tastes  better 
to  the  patient  with  a cold 
when  you  prescribe  the  oral 
decongestant 

Triaminic  tablets 

Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg 

Pheniramine  maleate  25  mg 

Pyrilamine  maleate  25  mg 


Headache  and  facial  pain,  sore  throat  and  generalized  aching 
are  subjective  discomforts  of  viral  infections  of  the  upper  res- 
piratory tract  or  their  complications.  Relief  from  them  is 
usually  sought  in  the  family  medicine  cabinet,  and  of  all  the 
medications  habitually  stored  there,  salicylates  are  the  most 
frequently  used.  Oral  ingestion  of  salicylates  has  produced 


One  tablet  on  arising,  in  midafternoon  and  al 
bedtime  assures  round-the-clock  relief.  Yoi 
may  occasionally  encounter  these  side  effects 
drowsiness,  blurred  vision,  cardiac  palpitations 
flushing,  dizziness,  nervousness  or  gastrointes 
final  upsets.  Precautions:  the  possibility  o* 
drowsiness  should  be  considered  by  patients 
engaged  in  mechanical  operations  requiring 
alertness.  Use  with  caution  in  patients  with  hy 
pertension,  heart  disease,  diabetes,  orthyroto* 
icosis. 

(Advertisement, 


substernal  pyrosis  and  some- 
times epigastric  pain  in  sus- 
ceptible individuals.  Bleed- 
ing from  erosions  of  the 
gastric  mucosa  has  followed 
their  use  and  has  been  severe 
nough  in  some  instances  to  cause  hematemesis  and 
nelena.4  It  has  been  suggested  that  interference 
vith  the  protective  mucous  layer  of  the  stomach 
Hows  this  to  happen.  There  is  no  evidence  that 
lypersecretion  occurs,  but  the  taking  of  aspirin  has 
een  followed  by  exacerbation  of  ulcer  symptoms 
nd  occasionally  by  gastrointestinal  bleeding.5  The 
tlcer  patient  with  a cold  should  take  salicylates  with 
n antacid,  or  preferably  other  means  of  sympto- 
natic  relief  should  be  found. 


Caffeine  has  two  actions  on  gastric  secretion.  One 
lirectly  stimulates  production  of  acid  and  the  other 
>otentiates  the  out-pouring  of  gastric  juice  as  a 
esponse  to  other  stimuli.6  In  high  doses  to  animals, 
t has  produced  erosive  gastritis  and  peptic  ulcera- 
ion.  Caffeine-containing  beverages  are  discouraged 
or  the  ulcer  subject  and  forbidden  during  an  acute 
xacerbation.7  Many  cold  remedies  contain  caffeine. 

o sufferers  from  allergic  rhinitis  springtime  brings 
ymptoms  of  nasal  obstruction,  loss  of  taste  and 
mell  and  malaise  similar  to  those  caused  by  viral 
afection  but  due  instead  to  allergens  which  at  that 
ime  of  year  are  principally  tree  pollens.  Relief  from 
hese  symptoms  can  be  obtained,  though  not  wisely, 
y the  use  of  steroid  medication.  Unfortunately, 
hronic  sufferers  from  these  allergies  have  used  this 
pproach  with  varying  degrees  of  success.  Steroid 
ormones  increase  gastric  secretion  and  delay  the 
iealing  of  experimental  ulcers.8,9  Clinically  their 
dministration  has  been  associated  with  reactivation 
f healed  duodenal  ulcers,  and  with  bleeding  and 
'erforation  which  were  not  always  preceded  by 
epical  ulcer  distress.  Because  of  these  harmful 
ffects,  their  use  in  the  ulcer  patient  is  best  avoided 
or  other  than  serious  medical  problems  and  then 
nly  with  adequate  antacid  coverage. 


limming  up  It  is  immaterial  by  which  pathways 
ae  malaise  and  lassitude,  depression  and  irritability 
■ ctivate  an  ulcer,  but  it  is  the  physician’s  responsi- 
ility  to  ensure  that  the  medications  he  selects  to 
elieve  the  symptoms  of  a cold  do  not  further  aggra- 
I ate  the  ulcer. 
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for  seasonal  colds 
and  nasal  allergies 

Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate 6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  relief.  Magic?  Perhaps  so  to  your  little  patients. 
To  you,  it’s  sound  therapy.  You  may  occasionally  encounter 
these  side  effects:  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointesti- 
nal upsets.  Precautions:  the  possibility  of  drowsiness  should 
be  considered  by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes,  or  thyrotoxicosis. 

Over  185  million  doses  prescribed  
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JONES  and  VAUGHAN 
Richmond  26.  Virginia 


A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure....”1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
“. . . a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 
a logical 

Blood  Pressure 
Regulator 


'CAUSE 
ENHANCES 
IE  BODY’S  OWN 
3CHANISMS 
> R REDUCING 
,00D  PRESSURE 


BRISTOLTHERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
of  Salutensin  acts  on  the  carotid 
sinus  and  myocardial  receptors, 
initiating  “...a  reflex  fall  in  blood 
pressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
of  hypertension,  Salutensin 
utilizes  protoveratrine  A. 

In  addition,  to  facilitate  and 
maintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
and  a highly  effective  thiazide. 

In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy : Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial : JAMA 
191 : 592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 


BRISTOL 


Salutensin 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


eczema:  scourge  of  childhood 


R.  R.,  Age  11  — Before  treatment- 
atopic  eczema  of  long  standing 


ARISTOCORT®  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 

Aristocort  Topical 

Triamcinolone  Acetonide 


LEDERLE  LABORATORIES,  A Division  of 


After  treatment— with  ARISTOCORT 
Topical  Ointment  0.1%  for  two  weeks 


measures  taken.  Use  on  infected  areas  should  be  attei 
with  caution  and  observation,  bearing  in  mind  the  pot 
spreading  of  infection  and  the  advisability  of  disconti 
therapy  and/or  initiating  antibacterial  measures.  Cenena 
dermatological  conditions  may  require  systemic  cortic 
oid  therapy.  Steroid  therapy,  although  responsible  for  rt 
sions  of  dermatoses,  especially  of  allergic  origin  cannot  I 
pected  to  prevent  recurrence.  The  use  over  extensive! 
areas,  with  or  without  occlusive  nonpermeable  dresi 
may  result  in  systemic  absorption.  Appropriate  preca 
should  be  taken.  When  occlusive  nonpermeable  dre 
are  used,  miliaria,  folliculitis  and  pyodermas  will  som< 
develop.  Localized  atrophy  and  striae  have  been  rep 
with  the  use  of  steroids  by  the  occlusive  technique.  It 
occlusive  nonpermeable  dressings  are  used,  the  phu 
should  be  aware  of  the  hazards  of  suffocation  and  flam 
bility.  The  safety  of  use  on  pregnant  patients  has  none 
firmly  established.  Thus, do  not  use  in  large  amounts  !' 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Cm.  and  15  Cm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIEF  V 


Ointment  0.1%  and  Cream  0.1%,  C: 

Also  available  in  foam  form  and  with  neoy 
American  Cyanamid  Company,  Pearl  River,  NewV 


PRE-EMINENCE 
N DIGITALIS  THERAPY 


standardized 

preparations 
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Wsfim  and 

potency 


PIL-D1GIS® 

PIL.  DIGITALIS  (Davies,  Rose®) 

. . . “the  one  and  only  pill” 
of  whole  leaf  digitalis. 

0.1  Gm.  (IV2  gr.),  60  mg.  (1  gr.), 

50  mg.  (%  gr.),  and  30  mg.  (V2  gr.) 
in  bottles  of  100. 


who/e  leaf 


DAVOXin 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digoxin  U.S.P.  (Davies,  Rose®) 
0.25  mg.  (white)  scored  tablets 
in  bottles  of  100. 


digoxin 


°v^0 


c4,h„0„ 


mYODiGirf  ® digitoxin 


TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digitoxin  U.S.P.  (Davies,  Rose®) 
0.1  mg.  (pink)  scored  tablets 
and  0.2  mg.  (white)  scored  tablets 
in  bottles  of  100. 


DAVIES,  ROSE-HOYT 

Pharmaceutical  Division  ILzs"." 

The  Kendall  Company  M •-  • ^ 

Needham,  Mass.  02194  J^CllDAlL 
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at  Merck  Sharp  & Dohme... 


understanding . . . precedes  development 


The  development  of  chlorothiazide  and  probene- 
cid were  events  of  major  importance,  but  perhaps 
even  more  important  for  the  future  was  the  Renal 
Research  Program  by  which  they  were  developed. 
When  Merck  Sharp  & Dohme  organized  this  pro- 
gram in  1943,  it  was  expressing  in  action  some  of 
its  basic  beliefs  about  research: 

* Many  problems  connected  with  renal  structure 
and  function  were  still  undefined  or  unsolved.  The 
Renal  Research  Program  would  begin  its  basic 
research  in  some  of  these  problem  areas. 

• From  knowledgethusacquired  might comeclues 
to  the  development  of  new  therapeutic  agents  of 
significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program  put 
fifteen  years  into  this  search  before  chlorothiazide 
became  available.  But  because  these  years  had 
first  led  to  a greater  understanding  of  basic 
problems,  the  desired  criteria  for  chlorothiazide 
existed  before  the  drug  was  developed. 

Along  with  other  research  teams  at  Merck  Sharp 
& Dohme,  the  Renal  Research  Program  continues 
to  add  new  understanding  of  basic  problems- 
understanding  which  will  lead  to  important  new 
therapeutic  agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  & Co  . Inc..  West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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illustration  after  Boyden 


HON  INN  IS  IS 

IN  VOIIO  DIAGNOSES  OF  SMOOTH  MUSCLE  SPASM? 
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PERHAPS  VERY  IMPORTANT 


The  sphincter  of  Oddi  is  made  up  primarily  of  smooth  muscle 
fibers.  It  permits  the  gall  bladder  to  fill,  regulates  the  flow  of 
bile  and  pancreatic  enzymes  and  in  dysfunction  is  a primary 
cause  of  Biliary  Dyskinesia.  The  sphincter  of  Oddi  is  but  one  of 
five  major  foci  of  smooth  muscle  spasm  where  SPACOLIN® 
(Alverine  citrate)  acts  directly  with  rapid  onset  and  long  dura- 
tion. No  neurotropic  side  effects  because  Spacolin  is  a 
musculotropic  counter-spasmodic  unrelated  to  atropine  or 
atropine-like  drugs.  Spacolin  is  not  contraindicated  in  prostatic 
hypertrophy. 

SPACOLIN®  (Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 

INDICATIONS:  Smooth  muscle  spasmolytic  (or  use  in  spastic  colon,  spastic  conditions  of  the 
gastrointestinal  tract,  biliary  dyskinesia,  cholecystitis,  spasm  associated  with  peptic  ulcer,* 
achalasia,  pylorospasm,  spasm  attendant  to  diarrhea,  spastic  conditions  of  the  genitourinary 
tract  attributable  to  inflammation  and  calculi,  certain  primary  dysmenorrheas  and  as  an  aid 
in  cystoscopic,  esophagoscopic  and  gastroscopic  examinations.  DOSAGE:  One  tablet  after 
meals  1 to  3 times  daily  at  discretion  of  physician.  When  treating  spasm  associated  with 
peptic  ulcer,  achalasia  or  pylorospasm,  administer  tablets  '/t  hour  before  meals.  In  dys- 
menorrhea, one  tablet  3 times  daily  starting  at  onset  of  discomfort.  PRECAUTION:  Caution  is 
recommended  when  using  in  hypotensive  patients.  SIDE  EFFECTS:  In  common  with  other 
smooth  muscle  depressants,  Spacolin  temporarily  lowers  blood  pressure. 


smooth  muscle  sphincter  of  Oddi 


'Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer  treatment  and  should 
not  be  neglected. 


PHILIPS  ROXANE  LABORATORIES  Division  of  Philips  Roxane,  Inc., 
Columbus,  Ohio 


smooth  muscle  of  urinary  bladder 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown'  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(I  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Heforc  prescribing,  consult  package  circular, 
W ALLACE  LABORATORIES 
\A  f < ran bur) . x J 


i! 


must  penicillin 
be  a bitter  pill 
to  swallow? 


Not  if  it  is  V-CUlin  K. 

V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consist- 
ent dependability  . , . even  in  the  presence  of 
food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although  sensitivity 
reactions  are  much  less  common  after  oral  than  after 
parenteral  administration,  V-Cillin  K should  not  be  ad- 


ministered to  patients  with  a history  of  allergy  to  penicil-  > 
lin.  As  with  any  antibiotic,  observation  for  overgrowth  of 
nonsusceptible  organisms  during  treatment  is  important. 
Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful,  in 
40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


Six-Second  Barrier 
to  Bitterness 


Potassium  Phenoxymethyl 
Penicillin  

Additional  information  available  upon  re- 
quest.  Eli  Lilly  and  Company,  Indianapolis, 

Indiana.  60041 1 
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That  the  activity  of  certain  neoplasms  de- 
pends on  hormonal  influences  has  been 
well  established.  There  have  been  sev- 
eral reports  in  recent  years  concerning  the 
hormonal  dependence  of  endometrial  adeno- 
carcinoma, especially  its  response  to  pro- 
gestational agents.  Stoll17  obtained  favorable 
responses  in  two  cases  of  pelvic  recurrence 
of  endometrial  adenocarcinoma  treated  with 
norethynodrel  with  ethinyl  estradiol  3-methyl 
ether  (Enovid).  Jolles  treated  eight  patients 
with  17-alpha-hydroxyprogesterone-17-n-cap- 
roate  ( Delalutin ) and  five  showed  subjective 
or  objective  improvement.7  Kistner  showed 
remission  in  25  percent  of  35  patients11  while 
Kelley  and  Baker  had  six  favorable  responses 
in  21  patients  treated  with  various  progesta- 
gens.’’ More  recently  35  percent  of  Bergsjo’s 
patients  have  responded  favorably2  while  40 


Department  of  Obstetrics  and  Gynecology,  Medical 
College  Hospital,  Charleston.  South  Carolina. 

Presented  at  the  meeting  of  District  4.  American 
College  of  Obstetricians  and  Gynecologists,  Norfolk, 
Va,  October,  1965. 


percent  of  Anderson’s  series  showed  objective 
evidence  of  remission.1  In  Wentz’  study  ten 
cases  of  primary  adenocarcinoma  of  the  uterus 
received  progestagens,  and  one  of  these 
showed  persistent  malignancy  at  the  time  of 
hysterectomy  or  radium  insertion.20 

The  reason  for  this  chemotherapeutic  effect 
is  not  completely  understood.  An  association 
between  endometrial  hyperplasia  and  adeno- 
carcinoma was  first  noted  in  1904,  but  it  was 
not  until  1936  that  Novak  and  Yui  suggested 
that  hyperplasia  preceded  malignancy.  Pro- 
gressive degrees  of  hyperplasia  and  anaplasia 
have  been  induced  in  women  by  the  prolonged 
administration  of  estrogens.3’  ®* 12  Indeed, 
Charles  et  al  report  that  the  prolonged  ad- 
ministration of  estrogen  can  produce  an  endo- 
metrial pattern  closely  simulating  carcinoma.3 
The  current  knowledge  concerning  this  cause 
and  effect  relationship  is  summarized  by 
Kistner  in  his  statement  that  “in  predisposed 
individuals  the  unopposed  action  of  estrogenic 
substances  for  considerable  periods  of  time 
results  in  adenomatous  hyperplasia,  anaplasia, 
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carcinoma  in  situ,  and,  eventually,  carcin- 
oma.”' However,  in  1954  Larson  had  reviewed 
all  the  literature  relative  to  the  relationship 
of  estrogens  to  endometrial  carcinoma  and 
felt  there  was  only  meager  evidence  to  impli- 
cate estrogen  as  a carcinogen.12  Kistner  agrees 
that  estrogen  appears  to  be  carcinogenic  only 
in  those  individuals  with  a predisposition  to 
the  development  of  endometrial  adeno- 
carcinoma. 

Sherman  and  Woolf11  found  high  urinary 
levels  of  luteinizing  hormone  ( LH ) in  a series 
of  patients  with  endometrial  adenocarcinoma. 
An  associated  hilar  cell  hyperplasia  was  found 
in  the  ovaries  of  81.9  percent  of  these  patients. 
These  authors  theorize  that  after  the  meno- 
pause, the  rising  LII  levels  induce  the  hilar 
cells  to  secrete  a carcinogen.  Also  of  note  are 
the  findings  of  Elton  that  prior  to  the  meno- 
pause, adenocarcinoma  of  the  endometrium 
undergoes  secretory  changes  in  response  to 
progesterone  at  the  same  time  that  the  normal 
endometrium  responds.  In  post-menopausal 
women,  these  adenocarcinomas  continue  to 
show  some  cyclic  changes.1 

It  follows  therefore,  that  this  neoplasm 
which  has  a possible  hormonal  etiology  and 
which  can  continue  to  show  cyclic  changes 
may  respond  in  some  way  to  progestational 
agents.  Kistner  has  shown  that  continuous  ad- 
ministration of  progestagens  produces  an 
initial  secretory  effect  on  the  glands.  This  is 
followed  by  narrowing  of  the  gland  lumina 
and  cuboidal  shaping  of  the  epithelial  cells. 
After  approximately  four  weeks,  the  lining 
cells  are  flattened  and  the  glands  are  small 
and  round,  in  a state  of  regression." 

Materials  and  Methods 

Nine  patients  with  uterine  adenocarcinoma  were 
treated  with  intramuscular  medroxyprogesterone  ace- 
tate0 between  March  1963  and  July  1965.  Patients 
selected  had  histologically  proven  uterine  adeno- 
carcinoma. Eight  of  these  neoplasms  were  of  endo- 
metrial origin  while  one  originated  in  the  cervix. 
Hysterectomy  had  been  performed  in  those  cases  in 
which  the  primary  growth  was  resectable.  Seven  of 
these  patients  had  recurrent  or  metastatic  lesions 
while  two  received  this  agent  as  primary  treatment. 

“Provera,  17  alpha-hydroxy-6a-methylprogesterone 
acetate,  generously  furnished  by  The  Upjohn  Com- 
pany. Kalamazoo,  Michigan. 


Medroxyprogesterone  acetate  was  administered  in 
dosages  varying  from  100  mg  twice  weekly  to  500 
mg  once  weekly.  As  experience  was  gained,  a more 
standardized  dose  of  250  mg  was  given  at  weekly 
intervals.  All  patients  were  then  followed  in  the  out 
patient  department  at  intervals  of  one  to  four  weeks. 
Measurements  were  taken  of  all  palpable  masses. 
Frequent  x-ray  films  were  made  when  indicated, 
and  repeated  biopsies  were  obtained  when  possible. 

Analysis  of  Data 

Table  I presents  clinical  summaries  of  the 
data  on  these  nine  patients.  Primary  treatment 
was  varied  but  for  the  most  part  consisted  of 
abdominal  hysterectomy,  bilateral  salpingo- 
oophorectomy  and  partial  vaginectomy.  Two 
patients  received  pre-operative  radium  in- 
sertion. One  patient  was  treated  with  radium 
in  preparation  for  hysterectomy  but  suffered 
a cerebro-vascular  accident  while  anes- 
thetized. She  then  disappeared  from  follow-up, 
and  when  next  seen  five  months  later,  no 
malignancy  was  apparent.  However,  three 
months  later  she  was  found  to  have  vaginal 
metastases.  Operative  treatment  was  pre- 
cluded by  her  poor  cardiovascular  status.  She 
showed  no  response  to  medroxyprogesterone. 
Two  patients  received  medroxyprogesterone 
acetate  as  primary  treatment.  One  of  these 
refused  any  operative  treatment  and  had  re- 
ceived irradiation  on  two  previous  occasions 
for  other  indications.  The  second  patient  had 
been  treated  with  x-ray  and  radium  in  1949 
for  epidermoid  carcinoma  of  the  cervix. 
Vaginal  metastases  from  an  endometrial  car- 
cinoma were  present  and  pelvic  exenteration 
was  thought  to  be  technically  impossible. 

The  interval  between  primary  treatment  and 
recognition  of  residual  or  recurrent  malig- 
nancy varied  from  6 to  22  months,  with  an 
average  of  16  months.  Vaginal  metastases  were 
present  in  four  patients,  two  of  whom  also  had 
distant  lymph  node  metastases.  Persistent  or 
recurrent  disease  was  found  in  the  pelvis  in 
two  patients.  Two  patients  had  pulmonary 
metastases  and  one  of  these  also  had  an  osteo- 
lytic lesion  of  the  body  of  a lumbar  vertebra. 

Results 

Using  only  objective  methods  of  evaluation, 
three  of  these  nine  patients  can  be  said  to 
have  responded  favorably  to  treatment.  A 


218 


The  Journal  of  the  South  Carolina  Medical  Association 


UTERINE  ADENOCARCINOMA 


C/3 


T3 


o 


o 

r 


o 

x 


K 


r 

n 


17 


§g 


5 


8 


2 


a 


O-  CT  CO  rc 

npg 


Co^O  o to  53 

c*k  2 1 Sr 


HE! 

Iff8 

3 


^ Br 

to  2 


'=•  2; 


§ § H 

►o  C-  s. 

§V“ 

§ 1-5 

ig  8- 

!e! 

5?  5' I 

2?^ 

Oj  ? 


§ B ££ 

2 S' 

3=2- 

o 3 EL=T 

IIS.S- 

im 

© s>  5 o 

3E.9! 

2 


s = >* 

IEM 

0>  H- 

3 CD  3 


G.S  a 

Is! 


Ss 

CD*< 


ot=1 


o — 
Q- 
a> 

a 


l\ 


4 


88  § £ 
3-T3  O-S- 

3 8-- 

sill 


It 

5’  '< 

CTQ 

? 


"8 

2. 

2 

s 


00  < ft 


^3  t 

, . r-  r' 


■ s-s- 


8! 


H 

cr 


i 2 S- 


*fS 

*0  3 
3-  Cl- 


gt 

s~ 


3 r> 

§-2 
s ?< 


o'  2'  2. 


£!■? 


i^fl 

. ® w a s I 


( i ~ z 

2 3 -18 

s-r 


a 

2 


£oi 
^ 2 
^ to 

25  S 


« j! 

Ill 

^ 3 ^ 

h-  to  ° 
to  Ox  < 

- 1 3. 

-JS  (l 
8 2 


III? 

S^o 
2?  o ^ 

3 3 3 3 

1 223  s- 

i Sg- 

^ Otg 


B Z 

S3  O 


03  =. 

B o 


r-  . 
11 


3 S* 
•<  2 

S?2. 


Z 

o 

3 


z 

o 

3 


z 

o 

3 


z 

c 

a 


Z 

o 

3 


fi 


513 

= 11 


mi 
=88 a 


Hi 

l-^i 

3 p % 
g « 
-a  &■ 


3_i-J2 

o 


33 

g 

8 


03  » 


S»! 


oig  C 

l 
SB  ° 


03  m q 

§1 

SB  o 


0 

1 


June,  19fifi 


219 


TABLE  I — SUMMARY  OF  PATIENTS 


UTERINE  ADENOCARCINOMA 


Figure  1.  Chest  film  made  July  25.  1963  showing  Figure  2.  Chest  film  made  February  10,  1964 

bilateral  pulmonary  metastases.  showing  only  minimal  residues  of  bilateral  pulmonary 

metastases. 


fourth  patient  had  some  retardation  of  the 
progression  of  her  disease.  In  addition,  others 
were  noted  to  improve  symptomatically.  Re- 
lief of  pain,  increased  stamina,  increased  ap- 
petite, and  especially  an  improved  sense  of 
well-being  were  noted.  These  findings  have 
been  observed  by  others  in  treating  various 
malignant  gynecologic  conditions.1’  ”* 19 
One  patient  had  complete  regression  of  mul- 
tiple bilateral  pulmonary  metastases  and  is 
now  alive  and  well  and  apparently  free  of  dis- 
ease 29  months  after  starting  medroxypro- 
gesterone therapy.  One  of  the  patients  re- 
ceiving primary  treatment  had  a histopatho- 
logic regression  of  her  malignant  changes  as 
indicated  by  serial  endometrial  biopsies.  How- 
ever, after  7 symptom-free  months  she  was 
hospitalized  with  evidence  of  partial  intestinal 
obstruction  and  died  of  a second  primary 
malignant  growth.  These  two  cases  are  sum- 
marized below.  Another  patient  had  complete 
clearing  of  pleural  effusion  and  ascites  as  well 
as  complete  relief  of  pain.  Nonetheless,  she 
died  of  her  disease  nine  months  later.  Varga 
and  Henriksen  suggest  a diuretic  effect  of 
progestational  agents  in  reducing  effusions 
and  lymphedema.18  This  effect  may  have  been 
responsible  for  this  patient’s  temporary  im- 


provement. An  additional  patient  with  a large 
rapidly  growing  pelvic  recurrence  had  arrest 
of  this  growth  for  six  months  before  once 
again  assuming  a rapid  downhill  course.  The 
patient  with  adenocarcinoma  of  the  cervix 
showed  no  response.  Only  one  case  report  of 
a remission  of  this  disease  treated  with  pro- 
gestagens can  be  found.11  Others  have  re- 
ported a marked  progression  when  pro- 
gestagens are  administered." 

Case  Presentations 

Mrs.  P.  M.  is  a 58  year  old  primiparous  white 
female  who  underwent  uterine  curettage  January  13, 
1962  following  an  episode  of  vaginal  bleeding  occur- 
ring five  years  post-nienopausally.  A moderately  well 
differentiated  adenocarcinoma  of  the  endometrium 
was  found  with  extension  to  the  endocervix.  Four 
weeks  later  she  was  treated  by  radium  insertion  with 
5500  R delivered  to  point  A.  A total  abdominal 
hysterectomy  with  bilateral  salpingo-oophorectomy 
followed  on  March  28,  1962.  There  was  no  evidence 
of  residual  tumor  in  the  extirpated  specimen.  Her  sub- 
sequent course  was  completely  symptom-free  until 
July  25,  1963  when  a routine  chest  x-ray  film  re- 
vealed extensive  metastatic  disease  throughout  both 
lung  fields.  ( Fig.  1 ) A thorough  survey  showed  no 
other  evidence  of  malignant  growth. 

On  August  30,  1963  medroxyprogesterone  was 
started  in  a dose  of  100  mg  twice  weekly.  By  October 
28,  1963  there  was  a noticeable  decrease  in  the  number 
and  size  of  the  metastatic  nodules,  but  the  supply  of 
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Figure  3.  Endometrial  biopsy  prior  to  medroxypro- 
gesterone therapy  showing  well-differentiated  adeno- 
carcinoma. (X100) 


Figure  4.  Endometrial  biopsy  after  five  weeks’ 
therapy  with  medroxyprogesterone  showing  stromal 
decidual  reaction  and  exhausted  glands  lined  by 
euboidal  and  flattened  cells.  (X100) 


medroxyprogesterone  was  depleted  and  was  therefore 
discontinued.  Figure  2 shows  the  chest  x-ray  film  on 
February  10.  1964  with  minimal  disease  remaining. 
On  March  6,  1964  due  to  an  artefact  on  the  film,  a 
new  metastatic  lesion  was  reported.  Medroxypro- 
gesterone was  then  resumed  on  March  17,  1964.  This 
error  in  interpretation  was  corrected  several  weeks 
later,  and  it  was  felt  that,  in  reality,  there  had  been 
a slow,  but  continuous,  regression  in  the  lung  meta- 
stases.  Nonetheless,  it  was  elected  to  continue  her 
therapy.  The  chest  film  was  completely  clear  on 
May  12.  1964  and  has  remained  so.  She  is  presently 
receiving  250  mg  at  weekly  intervals  and  is  asympto- 
matic. 

Mrs.  L.  C.  was  a 60  year  old  nulliparous  Negro 
female  with  a long  history  of  menometrorrhagia.  In 
1941  she  was  treated  with  external  irradiation  in  an 
effort  to  produce  an  artificial  menopause.  This  was 
unsuccessful  and  menorrhagia  recurred  some  years 
later.  In  1953  an  exploratory  laparotomy  was  per- 
formed hut  hysterectomy  could  not  he  carried  out 
due  to  multiple  dense  adhesions.  Uterine  curettage 
resulted  in  relief  of  menorrhagia  for  two  years,  but 
with  recurrence  in  1955.  ovarian  irradiation  was  re- 
peated. She  was  again  having  extremely  profuse  and 
irregular  periods  in  1959.  In  March  1959  laparotomy 
was  repeated  hut  hysterectomy  was  again  technically 
impossible.  Uterine  curettage  at  that  time  and  again 
in  September  1961  showed  proliferative  endometrium. 

In  October  1964  profuse  bleeding  recurred.  Endo- 
metrial biopsy  revealed  a well  differentiated  adeno- 
carcinoma. (Fig.  3)  Medroxyprogesterone  therapy  was 
instituted  November  4,  1964  in  a dose  of  125  mg 
twice  weekly,  but  was  soon  changed  to  250  mg  once 

June,  1966 


weekly.  Tissue  from  an  endometrial  biopsy  December 
8,  1964  showed  marked  secretory  and  decidual 

changes,  (Fig.  4)  but  no  evidence  of  malignancy. 
Biopsies  repeated  in  January  and  February  1965  were 
similar  and  no  evidence  of  malignancy  was  found. 

She  did  well  until  May  1965  when  she  began  to 
complain  of  abdominal  pain,  and  obvious  enlargement 
of  an  abdominal  mass  was  noted.  Endometrial  biopsy 
was  attempted  in  June  but  no  tissue  could  be  ob- 
tained. She  was  hospitalized  July  15,  1965  with 
partial  intestinal  obstruction.  Her  course  thereafter 
ran  progressively  downhill  with  inanition  and  uremia. 
She  died  July  30.  1965.  Autopsy  was  performed  and 
revealed  widespread  metastases  of  a rhabdomyo- 
sarcoma apparently  arising  within  the  myometrium. 
(Fig.  5)  The  pelvic  viscera  were  removed  at  autopsy 
with  great  difficulty.  The  endometrial  cavity  was 
sectioned  and  curetted  but  no  endometrial  tissue  was 
recovered. 

Comment 

Objective  responses  were  obtained  in  one 
patient  with  pulmonary  metastases,  one  pa- 
tient with  pelvic  recurrence  and  peritoneal 
metastases,  and  one  patient  with  the  disease 
apparently  confined  to  the  uterus.  Anderson 
has  reported  more  frequent  responses  in  pa- 
tients with  pelvic  lesions  than  with  lung  meta- 
stases.1  Kelley  and  Baker8  and  Frick1'  have 
shown  more  frequent  responses  in  those  with 
lung  metastases. 
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Figure  5.  A.  Autopsy  specimen  showing  highly  malignant  rhabdomyosarcoma  infiltrating  myometrium.  (X100). 
B.  Typical  striated  muscle  cell  found  in  rhabdomyosarcoma.  (X930). 


The  recurrent  or  metastatic  lesions  showing 
the  most  well-differentiated  patterns  have 
been  said  to  retain  their  sensitivity  to  pro- 
gestational agents  and  to  demonstrate  some 
inhibition  of  the  malignancy  following  treat- 
ment.'' The  lesions  in  six  of  our  patients 
could  be  examined  by  biopsy.  In  no  case  did 
an  anaplastic  or  poorly  differentiated  tumor 
show  any  evidence  of  response  to  therapy. 


Summary 

Eight  patients  with  adenocarcinoma  of  the 
endometrium  and  one  with  adenocarcinoma 
of  the  cervix  were  treated  with  intramuscular 
medroxyprogesterone  acetate.  Three  patients 
had  demonstrable  favorable  responses  and  a 
fourth  had  retardation  of  the  progression  of 
her  disease. 
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Nephrosis:  A Long-Term  Study  of  Children  Treated 
With  Corticosteroids—  D.  Cornfeld  and  Nl.  W.  Sch- 
wartz. J Pediat  68:507-515  (April)  1966. 

A study  of  the  course  of  nephrosis  in  163  children 
seems  to  indicate  that  corticosteroid  therapy  has 
significantly  altered  the  course  of  the  disease  when 
contrasted  with  that  noted  in  the  precorticosteroid 
era.  The  15%  case  fatality  rate  at  the  five  year 
evaluation  is  a marked  improvement  over  that  of 
approximately  40%  recorded  before  corticosteroids 
and  antibiotics  were  available.  However,  deaths  still 
continue  to  occur,  and  after  8 to  10  years  the  case 
fatality  rate  approaches  25%.  Intensive  corticosteroid 
therapy  has  resulted  in  fewer  relapses  in  the  first 
several  years  of  the  disease,  but  the  ultimate  prog- 
nosis is  no  better  than  that  obtained  with  less  in- 
tensive therapy. 


The  Narrow  Lower  Esophageal  Ring:  Pathogenesis 
and  Physiology— J.  A.  Rinaldo,  Jr.,  and  T.  Gahagan. 
Amcr  ] Dig  Dis  11:257-265  (April)  1966. 

In  eight  cases  of  narrow  lower  esophageal  ring, 
which  occurs  chiefly  in  men  between  50  and  60  years 
old,  the  cardinal  symptom  was  dysphagia.  Reflux  was 
uncommon  and  weight  loss  absent.  The  radiographs 
revealed  a ring-like  structure  no  greater  than  1.2 
cm  in  internal  diameter.  In  the  seven  patients  oper- 
ated upon,  the  narrow  area  was  found  to  be  at  the 
esophagogastric  mucosal  junction.  Its  histologic  ap- 
pearance was  that  of  a chronic  inflammatory  lesion  at 
the  mucosal  junction,  only  a few  millimeters  in  length. 
Pressure  waves  in  the  body  of  the  esophagus  were 
normal.  The  inferior  esophageal,  sphincter  pressures 
were  lower  than  normal  but  in  the  range  of  those  of 
hernia  patients  supporting  the  radiologist’s  concept 


that  patients  with  rings  have  hernias.  The  ring  was 
found  to  move  proximally  during  swallowing  and  then 
return  distallv  to  its  resting  position.  This  movement 
may  explain  why  some  peroral  biopsies  have  shown 
only  esophageal  mucosa  below  the  ring. 


Myasthenia  Gravis:  Evaluation  of  Treatment  in 
1,355  Patients— V.  P.  Perlo  et  al.  Neurology  16:431- 
439  (May)  1966. 

A cooperative  study  of  patients  from  two  myasthe- 
nia gravis  clinics  included  1,355  patients.  The  pre- 
viously described  age  distribution  with  early  onset  in 
females  and  later  onset  in  males  was  confirmed.  The 
mortality  experience  of  the  patients  calculated  by  life 
table  methods  was  compared  with  the  normal  life 
expectancy  curves  for  the  same  persons.  Patients 
with  thymoma  both  operated  on  and  nonoperated  did 
poorly,  with  only  21%  surviving  ten  years.  Female 
patients  without  thymoma  who  were  operated  on  had 
a significantly  better  result  than  nonoperated  fe- 
males. Thirty-eight  percent  of  the  operated  group 
were  in  total  remission  and  an  additional  51%  im- 
proved as  compared  with  14%  in  total  remission  and 
an  additional  18%  improved  in  the  nonoperated 
group.  Males  without  thymoma  who  were  operated 
upon  also  did  better  than  the  nonoperated  group. 
When  the  survival  rates  for  females  with  and  without 
thymectomy  are  compared,  the  differences  from  their 
expected  mortality  indicate  that  females  with  my- 
asthenia gravis  who  have  had  thymectomy  do  sig- 
nificantly better  than  those  who  did  not  have  thy- 
mectomy. Removal  of  the  thymus  gland,  in  the 
absence  of  thymoma,  lias  a significant  benefit  in  both 
young  females  and  young  males. 
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Conference  Presentation 

C.K.,  a newborn  female,  one  of  twins,  was  noted  to 
have  respiratory  difficulty  shortly  after  birth.  Respira- 
tions improved  after  vigorous  oral  and  nasal  suction. 
An  attempt  at  gastric  intubation  revealed  esophageal 


Figure  I.  This  preoperative  x-ray  film  of  the  patient 
shows  the  nasogastric  tube  coiled  in  the  esophagus. 
The  contrast  material  outlines  the  proximal  esophageal 
pouch.  Note  the  air  in  the  stomach  which  is  diagnostic 
of  a tracheoesophageal  fistula  involving  the  distal 
esophageal  segment. 


obstruction.  An  x-ray  film  with  contrast  material  in 
the  esophagus  showed  a blind  pouch  (Fig.  I).  In 
addition,  air  in  the  stomach  indicated  the  presence  of 
a tracheoesophageal  fistula.  The  patient  was  trans- 
ferred to  the  Medical  College  Hospital  at  eight  hours 
of  age. 

This  white  female  infant  weighed  2146  gm  (4  lb. 
1 1 oz. ) and  had  slight  cyanosis  of  the  fingers  and 
toenails.  Chest  expansion  was  symmetrical  without 
retraction  and  the  lungs  were  clear.  There  were  no 
cardiac  murmurs.  The  abdomen  was  flat  with  no  pal- 
pable organs  or  masses.  Rectal  examination  showed  a 
patent  anus. 

Preoperatively,  a prothrombin  time  was  prolonged. 
Consultation  was  obtained  with  the  Hematology  De- 
partment and  recalcified  plasma  clotting  time  studies 
revealed  a “middle-stage”  clotting  defect.  In  an 
attempt  to  restore  this  deficit,  40  ml  of  fresh  frozen 
plasma  were  given  intravenously  while  20  ml  of  blood 
were  removed.  During  this  procedure  the  child  be- 
came apneic  and  was  resuscitated  with  endotracheal 
intubation,  oxygen,  and  forced  ventilation.  The 
prothrombin  activity  was  then  509c  and  the 
hematocrit  reading  was  40%.  On  August  8.  1965.  16 
hours  after  admission  with  general  endotracheal  anes- 
thesia and  via  a right  transpleural  thoracotomy,  a 
tracheoesophageal  fistula,  located  at  the  carina,  was 
divided  and  closed  (Fig.  II).  The  atretic  esophageal 
segment  was  3 cm  long,  with  a hypoplastic  segment 
(3  mm  in  diameter)  extending  for  another  3 cm.  This 
gap  of  6 cm  between  adequate  esophageal  segments 
prevented  primary  anastomosis.  The  distal  esophagus 
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was  closed  and  left  in  situ.  A gastrostomy  was  done, 
but  cervical  esophagostomy  was  deferred.  The  pa- 
tient’s postoperative  course  was  complicated  by  epi- 
sodes of  apnea  requiring  repeated  resuscitation.  On 
the  second  postoperative  day,  a loud  systolic  murmur 
was  interpreted  by  the  pediatric  cardiology  consultant 
as  indicating  a patent  ductus  arteriosus.  Congestive 
failure  required  administration  of  digitalis. 

Discussion:  Almost  three  centuries  ago 
Durston  first  described  esophageal  atresia. 
Two  hundred  and  seventy  years  elapsed  be- 
fore any  of  these  patients  survived.  Successful 
repair  was  accomplished  in  f939  separately 
by  Leven  and  Ladd  using  a multiple-stage 
repair.  Haight  performed  the  first  one-stage 
repair  in  1941. 

The  incidence  of  this  anomaly  varies  in 
reported  series  from  1 in  1300  to  1 in  4500 
births.  Rarely  is  the  anomaly  seen  in  siblings 
and  only  occasionally  is  seen  in  one  twin.  Ten 
such  occurences  in  one  twin  were  reported 
in  the  230  cases  reported  by  Haight. 

The  embryology  is  not  clearly  understood. 
The  defect  originates  between  the  third  and 
sixth  week  of  fetal  life.  Some  investigators 
believe  vascular  anomalies  at  the  level  of  the 
atresia  produce  localized  pressure  that  results 
in  this  defect.  The  tracheoesophageal  fistula 
below  the  atresia  possibly  occurs  as  a result  of 
failure  of  complete  closure  of  the  laryngo- 
tracheal groove. 


Figure  II.  These  schematic  drawings  depict  the 
various  types  of  defects  associated  with  this  anomaly. 
The  picture  in  the  upper  right  corner  is  the  most 
common  type  occurring  in  about  90%  of  these  cases. 


Figure  III.  This  schematic  figure  again  depicts  the 
common  defect  that  is  seen  in  this  anomaly,  and  the 
type  of  defect  that  was  found  in  this  patient. 


Gross  described  six  types  of  anomalies  in 
this  category.  (Fig.  II).  By  far  the  more  com- 
mon type  of  anomaly  is  the  type  C (90%  of 
233  patients)  in  which  there  is  a blind  proxi- 
mal pouch  and  the  distal  esophageal  segment 
communicates  with  the  trachea  (Fig.  III). 

Esophageal  atresia  and  tracheoesophageal 
fistula  are  often  associated  with  other  ano- 
malies such  as  congenital  heart  disease,  duo- 
denal obstruction,  or  imperforate  anus.  In 
both  series  reported  separately  by  Gross  and 
Haight,  approximately  one-third  of  the  cases 
had  other  anomalies  and  some  had  several. 
Prematurity  (birth  weight  of  less  than  2500 
gm ) is  often  present  in  these  patients  and  is 
correlated  with  the  incidence  of  poly- 
hydramnios. The  fetus  normally  swallows 
amniotic  fluid  which  is  absorbed  from  his  gut 
and  eventually  passes  into  the  maternal  cir- 
culation via  the  placenta.  With  esophageal 
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obstruction  amniotic  fluid  accumulates  and 
premature  birth  follows.  In  Haight’s  series 
29%  were  premature. 

At  operation,  the  surgical  approach  to  this 
lesion  can  be  either  transpleural  or  extra- 
pleural, with  strong  advocates  of  both  routes. 
Gross  prefers  the  transpleural  approach  stating 
that  it  permits  a shorter  operating  time,  gives 
better  exposure,  allows  the  widest  possible 
dissection  of  the  esophagus,  and  permits  the 
opening  of  the  diaphragm  and  mobilization  of 
the  stomach.  Koop  also  prefers  the  transpleural 
approach,  but  he  stresses  the  use  of  a medi- 
astinal pleural  flap  in  the  closure  and  sub- 
pleural  tunnel  for  drainage  of  the  mediastinum 
to  the  outside.  Clatworthy  routinely  uses  the 
extrapleural  approach,  feeling  that  this  ap- 
proach allows  for  a decrease  in  mortality  rate 
as  it  protects  the  pleural  cavity  from  leakage 
and  contamination.  If  gas  is  seen  in  the  gastro- 
intestinal tract  in  the  preoperative  x-ray  film, 
Clatworthy  performs  closure  of  the  tracheo- 
esophageal fistula  and  primary  anastomosis  of 
the  esophagus.  He  stresses  that  it  has  not  been 
his  experience  to  find  the  segments  separated 
to  the  extent  that  anastomosis  was  impossible. 
If  on  preoperative  x-ray  examination  no  gas  is 
seen  in  the  G-I  tract,  a tracheoesophageal 
fistula  is  probably  not  present.  Clatworthy 
recommends  a cervical  esophagostomy  and 
gastrostomy  as  the  primary  procedure.  Haight 
lists  the  advantages  of  the  extrapleural  ap- 
proach to  be:  (1)  It  reduces  the  operative 
trauma  to  the  lung;  (2)  It  facilitates  the  anes- 
thesia; (3)  It  lessens  the  severity  of  the  com- 
plications should  leakage  of  the  anastomosis 
occur. 

In  a study  of  these  lesions  in  premature 
infants,  Hays  and  Snyder  concluded  that  the 
extrapleural  approach  was  superior.  They 
stress  that  anastomotic  leakage  following 
extrapleural  anastomosis  was  relatively  be- 
nign. Holder  and  his  group  advocate  a 
staged  procedure  for  prematures  or  very  ill 
infants  in  order  to  allow  better  control  of  pul- 
monary problems.  The  procedure  is:  First,  a 
gastrostomy  is  done  under  local  anesthesia. 
Then  follows  extrapleural  division  of  the 


tracheoesophageal  fistula  under  local  anes- 
thesia 18  to  36  hours  later.  Continuous  suction 
is  applied  to  the  proximal  esophageal  pouch. 
The  definitive  repair  of  the  esophagus  is 
performed  when  the  patient’s  condition  and 
size  permit.  Using  this  approach  in  15  pa- 
tients weighing  from  1298  gm  (2  lb.  13  oz. ) to 
2660  gm  (5  lb.  13  oz. ),  Holder  had  a mortality 
rate  of  only  33%. 

Minton  and  Clatworthy  reviewed  the  sur- 
vival rate  published  from  1956  to  1965  in  a 
total  of  967  cases.  The  mean  survival  rate  was 
52%..  In  these  authors’  own  series  of  48  cases 
from  1954-1960,  the  survival  rate  was  73%. 
Haight  reports  a survival  rate  of  48.2%  in  his 
series  of  253  infants  beginning  in  1939.  How- 
ever, the  survival  rate  in  his  last  100  patients 
treated  over  the  past  ten  years  was  72%. 

Conference  Discussion 

Harold  S.  Pettit,  Clinical  Professor  of  Radiology 

The  chest  x-ray  films  of  this  infant  are  remarkable 
in  that  the  lungs  are  clear.  Almost  all  patients  with 
esophageal  atresia  have  aspiration  pneumonitis  or 
atelectasis.  The  presence  of  gas  in  the  gastrointestinal 
tract  tells  us  there  is  a fistula  between  the  trachea  or 
a bronchus  and  the  inferior  esophageal  segment.  The 
“H-type”  fistula  may  be  difficult  to  diagnose.  When 
this  type  is  suspected,  I prefer  to  start  the  examina- 
tion with  the  patient  in  the  right  lateral  position  on 
the  table  and  slightly  prone.  I use  thin  barium,  either 
from  a bottle  or  injected  slowly  into  the  anterior  por- 
tion of  the  mouth.  Injecting  the  material  into  the 
upper  part  of  the  esophagus  may  lead  to  regurgitation 
and  aspiration.  Then,  the  examiner  may  erroneously 
conclude  that  the  barium  has  entered  the  trachea 
through  a small  fistula  that  is  obscured  by  the  barium. 
If  esophageal  injection  must  be  done,  the  tip  of  the 
catheter  should  be  in  the  mid-esophagus  and  the 
barium  injected  slowly. 

Many  radiologists  use  Hypaque,  but  the  demonstra- 
tion of  a small  fistula  is  more  difficult.  I believe  that 
the  dangers  of  barium  in  the  lung  have  been  grossly 
overrated.  A few  radiologists  have  even  been  ad- 
vocating the  use  of  barium  in  bronchography.  The 
barium  will  be  trapped  by  phagocytes  in  an  infected 
area,  however,  and  will  be  visible  for  weeks. 

William  R.  Purcell.  M.  D.— Clinical  Assistant  in  Pedi- 
atrics 

I do  not  need  to  tell  this  group  that  we  pediatricians 
like  to  sleep,  so  babies  born  at  night  may  not  be  seen 
until  they  are  eight  to  twelve  hours  old.  The  early 
diagnosis  of  this  condition,  therefore,  depends  to  a 
large  extent  on  the  competence  of  the  nursery  nurse. 
The  condition  of  this  infant  was  diagnosed  very  early 
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and  handled  very  competently  by  our  colleagues  at 
the  Naval  Hospital.  If  the  obstetrician  had  noted  the 
presence  of  the  single  umbilical  artery  in  this  infant, 
diagnosis  at  birth  could  have  been  made. 

Single  umbilical  artery  occurs  in  1%  of  births  but 
in  7%  of  twins.  Of  these  infants  one-half  are  born 
dead  or  die  shortly  after  birth  and  90%  of  these  have 
one  or  more  congenital  anomalies.  Of  the  surviving 
infants  one-third  have  one  or  more  congenital  ano- 
malies with  abnormalities  of  the  gastrointestinal  tract 
most  commonly  and  then  of  the  skeletal  system, 
genitourinary  system,  cardiovascular  system,  and  ner- 
vous system.  It  would  seem  to  me  that  passage  of  a 
nasogastric  tube  should  be  attempted  in  all  newborns 
with  a single  umbilical  artery. 

Coughing  is  a rare  finding  in  newborn  infants  and 
its  presence  should  suggest  the  possibility  of  a 
tracheoesophageal  fistula.  The  diagnosis  of  esophageal 
atresia  may  be  confirmed  if  a catheter  is  passed 
through  the  nose.  It  will  generally  meet  resistance  at 
the  level  of  the  atresia  and  about  .5  ml  of  Hypaque 
passed  through  the  tube  will  locate  its  level. 
Occasionally  the  catheter  will  coil  in  the  esophagus 
and  one  may  believe  that  it  has  passed  into  the 
stomach. 

Infants  with  a tracheoesophageal  fistula  without 
esophageal  atresia  may  have  only  marked  cough  and 
respiratory  distress  after  feeding.  However,  they  do 
reasonably  well  when  fed  through  a gastric  tube.  The 
stomach  often  becomes  distended  after  crying  and 
occasionally  the  fistula  can  be  demonstrated  with 
swallowed  contrast  media. 

Since  almost  all  infants  who  die  have  widespread 
bronchopneumonia,  it  would  seem  to  me  that  surgery 
should  be  performed  at  the  earliest  possible  time.  We 
physicians  frequently  are  overzealous  with  our  efforts 
to  prevent  dehydration  and  we  fail  to  remember  that 
most  newborns  are  provided  with  enough  fluid  to 
maintain  them  until  breast  milk  arrives  on  about  the 
third  day.  It  would  also  seem  to  me  that  overhydra- 
tion would  not  provide  an  ideal  environment  for 
healing  of  the  anastomosis.  A rough  estimate  of  fluid 
requirements  would  be  about  75  ml  per  kg  or  for 
this  2 kg  infant  150  ml  in  24  hours  (6  ml  per  hour). 
Dale  Lackey,  M.  D.— Instructor  in  Anesthesiology 

The  anesthetic  management  of  infants  with  tracheo- 
esophageal fistula  and  esophageal  atresia  presents  the 
anesthetist  with  perhaps  the  greatest  challenge  in 
pediatric  anesthesia.  The  management  of  these  infants, 
as  any  other,  begins  with  a thorough  preoperative 
visit.  Inadequate  care  given  the  infant  during  the  pre- 
operative period  can  nullify  the  success  of  a good 
operation.  Atropine  sulfate,  .1  mg  IM,  is  the  only  pre- 
medication  necessary.  We  usually  write  orders  for 
water  bottles  at  100°  F.  to  be  placed  in  the  bed  or 
Isolette  with  the  infant  to  prevent  chilling. 

In  the  operating  room  warming  blankets  and  water 
bottles  must  be  used  to  maintain  normal  body 


temperature.  Irrigation  fluids  and  wet  sponges  used 
during  the  procedure  should  be  warm  also.  Cardiac 
arhvthmias  occur  often  during  marked  drops  in  infant 
body  temperatures.  Young  infants  are  intubated  awake 
to  guarantee  an  airway  and  light  cyclopropane— oxy- 
gen anesthesia  is  administered.  In  infants  light  anes- 
thesia is  preferable  to  the  “surgical  anesthesia”  used 
in  adults.  It  is  occasionally  stated  that  infants  with 
tracheoesophageal  fistula  should  not  be  intubated 
until  the  fistula  is  closed  to  prevent  gastric  dilatation. 
One  does  not  have  to  apply  high  pressure  to  the  tube. 
A prior  gastrostomy  prevents  gastric  distention.  Fre- 
quent careful  suctioning  of  the  endotracheal  tube 
must  be  done  throughout  the  case.  We  use  a small 
infant  nasogastric  feeding  tube  for  suction  chiefly  be- 
cause it  is  soft  and  has  a smooth  round  end.  It  is  thus 
less  traumatic  to  the  tracheal  mucosa.  Complete  ex- 
pansion of  the  lungs  at  frequent  intervals  is  a neces- 
sity. During  the  surgery  careful  simultaneous  replace- 
ment of  blood  must  be  carried  out.  Bloody  sponges 
should  be  weighed  and  blood  loss  estimated  by  com- 
paring used  sponges  to  others  containing  a known 
amount  of  blood. 

At  the  end  of  the  operation  the  endotracheal  tube 
is  removed  after  the  child  is  awake  and  ventilating 
freely  through  a clear  airway.  The  infant  is  placed  in 
a warm  Isolette  with  an  atmosphere  rich  in  oxygen. 
It  is  during  this  immediate  postoperative  period  that 
vigilance  may  be  relaxed  and  infants,  especially  pre- 
matures, experience  respiratory  difficulties  and  are 
lost.  Carefid  control  of  secretions  and  even  intermit- 
tent positive  pressure  treatments  are  very  beneficial  to 
the  survival  of  these  very  delicate  patients. 

It  cannot  be  over-emphasized  that  the  role  of  the 
anesthetist  in  these  infants  is  not  merely  to  administer 
an  anesthetic  but  to  support  the  child  before,  during, 
and  after  a very  stressful  experience. 

Dr.  William  II.  Lee— Associate  Professor  of  Surgery 
(Thoracic  Surgery) 

First,  I should  like  to  congratulate  Dr.  Lamis  for 
his  lucid  description  of  this  case,  and  for  his  com- 
prehensive concise  discussion  of  the  subject.  Since 
Dr.  Lamis  has  covered  the  broad  topic  so  adequately, 
I believe  that  I shall  confine  my  remarks  to  a few 
points  raised  by  the  other  discussors. 

First,  I find  it  impossible  to  ignore  the  challenge 
made  by  Dr.  Pettit  in  suggesting  that  barium  should 
be  used  to  conduct  preoperative  x-ray  examination  to 
confirm  the  presence  of  the  esophageal  atresia  and 
fistula.  Even  in  the  common  instances  of  the  proximal 
esophageal  atresia  and  distal  tracheoesophageal  fistula, 
aspiration  of  barium  from  the  blind  pouch  is  a fairly 
routine  complication.  I should  strongly  recommend 
that  one  of  the  bronehographic  media  such  as  Dionosil, 
or  the  angiographic  media  such  as  Hypaque  be  util- 
ized to  conduct  this  examination. 

In  the  newborn,  frequently  premature  infant,  endo- 
scopic demonstration  of  the  fistula  is  usually  un- 
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rewarding.  Documentation  of  the  diagnosis  should  be 
achieved  by  radiography. 

Obviously,  total  correction  of  the  anomaly  by  liga- 
tion of  the  tracheal-esophageal  fistula,  and  reconstitu- 
tion of  esophageal  continuity  is  the  ideal  and  optimal 
objective  of  surgical  therapy.  However,  if  this  con- 
cept of  treatment  is  applied  to  all  infants,  the  mortal- 
ity of  the  operative  procedure  will  approach  75%. 
Occasionally  the  operative  procedure  which  allows 
total  correction  of  the  defect  is  simply  too  much  stress 
for  the  severely  ill  child  to  withstand.  In  the  severely 
ill  patient  with  pneumonia  or  other  serious  anomalies, 
I would  not  hesitate  to  carry  out  simple  gastrostomy 
as  a first  stage  procedure,  then  ligation  of  the  fistula, 
and  at  a later  stage,  cervical  esophagostomy.  If  total 
correction  cannot  be  carried  out  initially  and  primarily, 
there  are  three  objectives  of  surgical  therapy  which 
must  be  achieved.  In  the  first  place,  prevention  of 
regurgitation  of  stomach  contents  into  the  bronchial 
tree  is  mandatory  and  urgent.  This  may  be  achieved 
for  a short  interval  by  simple  gastrostomy  and  de- 
compression of  the  stomach  by  suction.  Definitive 
achievement  of  this  objective  is  brought  about,  when- 
ever the  patient’s  condition  permits,  by  ligation  and 
division  of  the  fistula.  The  second  objective  is  to  re- 
move the  danger  of  aspiration  of  saliva  and  pharyng- 
eal contents.  Satisfactory  accomplishment  of  this 
objective  usually  eventually  requires  cervical  eso- 
phagostomy. In  some  instances,  cervical  esophagostomy 
must  be  done  at  an  earlier  age  in  order  to  achieve 
adequate  drainage  of  the  pharyngeal  contents  and 
avoid  pneumonitis.  The  third  and  final  objective  is 
obviously  restoration  of  the  normal  continuity  of  the 
esophagus.  Election  of  which  operative  procedure 
should  be  performed  on  any  patient  must  be  in- 
dividualized. Judicious  application  of  these  principles 
should  result  in  salvage  of  at  least  two-thirds  of  the 
infants  with  this  anomaly. 

I shall  not  take  a vigorous  stand  on  the  old  argu- 
ment of  the  transpleural  approach  versus  the  extra- 
pleural approach.  I believe  the  operation  may  be 
readily  accomplished  through  either  approach. 

Editorial  Comments:  Tracheoesophageal 

fistula  is  considered  a relatively  rare  occur- 
ence. However,  in  the  four  months  following 
this  Grand  Rounds,  this  anomaly  has  been 
seen  four  times  at  the  Medical  College  Hos- 
pital. Two  cases  were  associated  with  eso- 
phageal atresia  and  one  fistula  was  of  the  H- 
type.  These  three  had  primary  esophageal  re- 
pair and  are  alive  and  well.  The  final  case 
had  duodenal  atresia  and  imperforate  anus 
and  died  of  pneumonia. 

The  important  points  in  these  discussions 
can  be  summarized. 


Figure  IV.  A lateral  chest  film  shows  air  in  the 
proximal  esophageal  pouch. 


1.  Suspect  a high  G-I  tract  obstruction 
( such  as  esophageal  atresia ) when  the 
mother  has  excessive  amniotic  fluid  or 
the  child  a single  umbilical  artery. 

2.  Suspect  tracheoesophageal  fistula  when 
the  child  coughs  and  sputters  with  each 
feeding. 

3.  Prompt  diagnosis  before  development  of 
aspiration  pneumonia  is  a prominent  fac- 
tor in  survival. 

4.  Diagnosis  can  be  established  by  passing 
a radio-opaque  rubber  catheter  into  the 
esophagus.  (Davol  and  B.  F.  Goodrich 
are  radio-opaque;  Rusch  catheters  are 
not).  A chest  film  shows  the  catheter  in 
the  pouch.  5 ml  of  air  can  be  injected  into 
the  pouch  and  makes  other  contrast 
media  unnecessary  (Fig.  IV).  Any  con- 
trast media,  if  aspirated,  may  be  viscous 
enough  to  obstruct  a small  trachea. 

5.  In  transit,  a small  rubber  catheter  should 
be  used  to  keep  the  proximal  esophageal 
pouch  empty. 

6.  The  child  should  be  kept  warm  with 
blankets  and  warm  water  bottles  prior  to 
operation. 

7.  The  actual  operative  treatment  of  these 
infants  should  be  performed  by  anes- 
thesiologists and  surgeons  with  training 
and  experience  in  the  management  of 
these  critically  ill  infants. 
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LARGE  SUBDURAL  ABSCESS  AND  SEVERE 
FOREBRAIN  DESTRUCTION 


A CASE  REPORT 

GILBERT  F.  YOUNG,  M.  D.° 
Charleston,  S.  C. 


Focal  abscess  formation  within  the  cranial 
vault  is  a relatively  rare  occurrence  in 
young  infants.  The  purpose  of  this  com- 
munication is  to  report  clinical  and  autopsy 
findings  in  an  unusual  case  of  an  infant  with 
a very  large  subdural  abscess  and  almost 
complete  destruction  of  the  parenchyma  of 
the  forebrain. 

Sanford1  reported  two  infants  under  12 
months  of  age  with  brain  abscess  and  he  was 
able  to  collect  17  cases  from  the  literature. 
One  of  his  patients  had  multiple  abscesses  of 
the  cerebral  hemispheres  caused  by  pneumo- 
cocci. The  other  patient  had  a large  abscess 
in  the  right  cerebral  hemisphere  from  which 
staphylococci  were  cultured.  In  the  collected 
cases,  14  abscesses  were  in  cerebral  hemi- 
spheres and  of  these  6 were  multiple;  9 of  10 
cultured  abscesses  produced  staphylococci 
and  one  produced  no  organisms.  Loeser  and 
Scheinberg'  reviewed  99  cases  of  brain 
abscess;  64  of  the  patients  were  male  and 
35  female.  Organisms  most  frequently  re- 
ported were  staphylococci,  streptococci,  and 
pneumococci.  These  patients  were  from  all 
ages,  the  youngest  being  9 days  old. 

Smith  and  Landing3  reported  on  brain 
damage  in  H.  influenzal  meningitis  among  34 
fatal  cases.  One  infant  aged  10  months  had 
a subdural  abscess;  another  infant  aged  18 


0 Neurology  Section,  Medical  College  of  South  Caro- 
lina, 55  Doughty  Street.  Charleston,  South  Carolina. 
Material  for  this  case  presentation  was  collected  while 
Dr.  Young  was  NIN’DR  Fellow  in  Pediatric  Neurol- 
ogy, The  Massachusetts  General  Hospital,  1960-63. 


months  had  pachymeningitis,  sagittal  sinus 
thrombosis,  and  a temporal  lobe  abscess. 
Adams,  Kubik,  and  Bonner1  gave  a detailed 
account  of  the  clinical  and  pathological 
aspects  of  H.  influenzal  meningitis  among  14 
childhood  patients,  9 of  whom  were  under 
1 year  of  age.  A boy,  age  1 year,  was  found 
to  have  30  to  45  ml  of  yellow-gray  exudate 
in  the  left  subdural  space  over  the  convexity 
of  the  cerebral  hemisphere.  Schiller,  Cairns, 
and  Russell5  reported  15  cases  of  purulent 
pachymeningitis  and  subdural  suppuration. 
Their  Case  6 was  that  of  a 45  year  old  woman 
with  a huge,  encapsulated,  subdural  abscess 
over  the  parietal  region  which  apparently 
was  metastatic  from  a pelvic  abscess.  The 
large  size,  thick  fibrous  capsule  and  location 
over  the  cerebral  convexity  were  features 
seen  in  our  case.  However,  in  the  14  patients 
with  subdural  empyema  reported  by  Kubik 
and  Adams"  none  had  an  encapsulated 
abscess.  These  authors  delineated  the  patho- 
genesis and  the  clinical  and  laboratory  find- 
ings characteristic  of  purulent  subdural  in- 
fection and  they  emphasized  the  distinctive 
features  which  indicate  the  diagnosis  early 
in  the  course  of  many  such  cases.  Kubik  and 
Adams8  found  clinical  evidence  and  autopsy 
confirmation  that  in  10  of  11  patients  infection 
had  spread  from  paranasal  sinuses  to  the  sub- 
dural space.  Spread  of  infection  from  the  mid- 
dle ear  occurred  in  one  patient.  The  primary 
site  of  infection  was  uncertain  in  3 other 
cases.  Among  the  10  cases  of  subdural 
empyema  reported  by  Botterell  and  Drake,7 
4 also  had  brain  abscesses. 
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During  the  past  15  years,  the  importance 
of  subdural  fluid  collections,  with  high  pro- 
tein concentration  complicating  purulent 
meningitis  in  infants,  has  been  repeatedly 
stressed.  McKay,  Ingraham  and  Matson8  re- 
ported 50  such  children,  the  majority  of  whom 
were  under  1 year  of  age.  M.  H.  D.  Smith  and 
others’’  have  found  that  infrequently  these 
“subdural  effusions”  are  infected  and  that  the 
infection  often  persists  after  the  spinal  fluid 
is  sterile.  Such  purulent  subdural  infections 
may  become  walled  off  by  a fibrous  capsule 
if  the  affected  patient  lives  long  enough. 

CASE  REPORT:  The  patient  was  born  after  a 
normal  pregnancy,  labor  and  delivery.  His  birth 
weight  was  8 pounds  5 oz.  and  length  20  inches.  He 
breathed  immediately  and  his  condition  was  excellent 
during  the  first  four  days  of  life.  At  age  5 days  there 
was  a purulent  discharge  from  an  acutely  inflamed 
right  eye.  Topical  and  systemic  chlortetracycline 
were  administered  but  the  infection  cleared  very 
slowly  during  the  next  3 weeks.  At  age  21  days,  the 
patient  was  listless  and  had  a bloody,  purulent  nasal 
discharge  which  cleared  up  spontaneously  in  several 
days  without  specific  therapy. 

At  age  4 weeks,  the  patient  was  found  in  bed 
deeply  cyanotic  and  having  a generalized  seizure. 
He  was  carried  immediately  to  a hospital.  Upon 
arrival  he  appeared  moribund;  he  was  in  deep 
coma,  and  he  had  generalized  seizures  recurrently. 
A lumbar  puncture  produced  slightly  cloudy  fluid 
under  increased  pressure  which  contained  330  leu- 
cocytes, sugar  13  mg/ 100  ml,  and  protein  229 
mg/ 100  ml.  Treatment  was  immediately  begun  with 
chloramphenicol,  methicillin,  phenobarbital,  and 
diphenylhydantoin. 

The  mother,  age  42,  and  father,  age  43,  were 
healthy.  The  patient  was  the  product  of  the  mother’s 
eighth  pregnancy.  The  first  pregnancy  ended  in  an 
early  abortion  of  unknown  cause.  The  fourth,  a twin 
pregnancy,  resulted  in  one  live  born  and  one  stillborn 
infant.  Five  other  pregnancies  were  uncomplicated. 
Six  children  were  living  and  well.  A paternal  grand- 
mother and  a paternal  uncle  had  diabetes.  There 
were  no  other  hereditary  or  familial  illnesses. 

The  head  circumference  was  37.5  cm  and  the 
anterior  fontanel  was  tense  and  bulging.  The  pupils 
were  dilated  and  fixed.  Decerebrate  postures  were 
noted  between  intermittent  generalized  seizures. 
Tendon  reflexes  were  brisk  bilaterally.  The  only 
response  which  the  patient  made  was  withdrawal  of 
extremities  from  painful  stimuli.  Nasal  mucous  mem- 
branes were  mildly  inflamed,  but  no  evidence  of  in- 
fection of  ears,  lungs,  or  urinary  tract  was  found.  A 
subdural  tap  produced  “a  small  amount  of  fluid  on 
the  left.” 


Staphylococcus  aureus  was  cultured  from  the  nose 
and  the  throat  but  spinal  fluid  and  subdural  fluid 
cultures  were  negative.  Repeated  subdural  taps  pro- 
duced no  fluid.  Roentgenograms  of  the  skull  showed 
no  air  in  the  ethmoid  sinuses. 

The  patient  had  a mild  temperature  elevation 
(100-102°  F.)  and  recurrent  seizures  during  the 
first  3 days  after  which  the  temperature  was  normal 
and  seizures  subsided.  Chloramphenicol  was  con- 
tinued for  2 weeks  and  methicillin  for  3 weeks.  Spinal 
fluid  was  clear  and  free  of  cells  after  three  weeks  of 
treatment.  However,  except  for  subsidence  of  seizures, 
there  was  little  improvement  in  the  patient’s  condi- 
tion. Tonic  neck  reflexes  were  present.  There  was 
little  spontaneous  movement,  but  the  left  extremities 
moved  more  than  the  right.  “Automatic  flexion  and 
withdrawal  of  extremities”  occurred  after  painful 
stimulation.  The  eyes  were  closed  and  the  pupils  did 
not  react  to  light.  An  EEG  was  severely  abnormal; 
there  was  absence  of  electrical  activity  for  most  of 
the  record.  During  the  fifth  and  sixth  weeks  after 
onset  of  seizures  the  head  circumference  increased 
4 cm.  The  temperature  spiked  to  103°  F.,  and  the 
anterior  fontanel  was  again  bulging  and  tense.  Sub- 
dural taps  were  performed.  Five  ml  of  green, 
purulent  material  from  the  left  subdural  space;  and 
13  ml  of  clear,  xanthochromic  fluid  were  obtained 
from  the  right.  Treatment  with  chloramphenicol  and 
penicillin  was  begun.  Cultures  of  the  fluid  from  the 
right  side  were  sterile  and  from  the  left  side  H. 
influenzae  and  alpha  hemolytic  streptococci  were 
isolated.  For  4 weeks  daily  subdural  taps  were  per- 
formed and  about  15  ml  of  fluid  were  usually  re- 
moved from  each  side.  Bacitracin,  5000  U in  10  ml 
of  saline,  was  instilled  into  the  left  subdural  space. 
Fluid  from  the  left  space  contained  1.680  to  3,600 
mg/ 100  ml  protein  and  0 to  20  mg/ 100  ml  sugar. 
Fluid  from  the  right  contained  81  to  210  mg/ 100  ml 
protein  and  20  to  50  mg/ 100  ml  sugar. 

Fever  subsided  after  a week.  Fluid  from  the  left 
subdural  space  became  gradually  less  purulent,  and 
all  cultures  after  the  initial  one  were  negative.  Head 
size  became  stable  at  a circumference  of  42-43  cm 
and  all  treatment  was  discontinued  after  4 weeks. 

The  infant’s  condition  remained  little  changed. 
He  was  almost  motionless  with  the  upper  extremities 
flexed  and  the  lower  extremities  extended.  All  limbs 
were  spastic,  the  right  more  severely  than  left.  The 
tendon  jerks  were  hyperactive.  Tonic  neck  reflexes 
were  present.  The  optic  discs  were  chalky  white  and 
the  pupils  were  fixed.  There  was  no  response  to 
sound.  The  patient  could  swallow  a semiliquid 
feeding  which  was  instilled  into  his  mouth. 

The  patient  was  transferred  to  a hospital  for 
chronic  care  at  age  6 months  where  he  remained 
unchanged  for  about  2 months.  Suddenly  he  spiked 
a fever  to  103°  F..  had  signs  of  pneumonia  in  the 
right  lung,  and  died  several  horns  later  at  age  8 
months. 
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Autopsy  was  performed  10  hours  after  death.  The 
body  was  that  of  a well  nourished  male  infant  weigh- 
ing 7.3  kg  whose  length  was  65  cm.  The  right  lung 
was  dark,  rubbery,  and  non-crepitant  in  the  upper 
lobe  and  in  the  superior  segment  of  the  lower  lobe. 
On  microscopic  examination,  the  alveoli  were  filled 
with  leucocytes,  red  blood  cells,  and  histiocytes.  The 
peribronchial  stroma  was  infiltrated  with  lympho- 
cytes and  plasma  cells.  The  cranial  vault  was 
slightly  asymmetrical  because  the  right  half  was 
larger  than  the  left.  The  head  circumference  was 
45  cm.  Just  lateral  to  the  posterior  aspect  of  the 
cribriform  plate,  there  was  an  ovoid,  smoothly  con- 
toured defect  in  the  left  ethmoid  bone  which 
measured  0.4  x 0.6  cm.  Surrounding  and  overlying 
this  opening  were  no  local  adhesions  or  thickening 
of  the  dura.  The  depth  of  the  defect  could  not  be 
ascertained  exactly  by  probing  but  radiopaque 
material  instilled  into  it  did  not  enter  any  of  the 
paranasal  sinuses. 

The  dura  covering  the  right  side  of  the  brain  was 
slightly  thickened.  On  the  left  there  was  a very 
dense,  tough  mass  about  4 cm  in  diameter  and  11 
cm  long  which  was  continuous  with  a very  thickened 
dura.  This  mass  was  removed  along  with  the  brain. 
The  substance  of  the  right  cerebral  hemisphere  was 
only  0.1  to  0.2  cm  thick,  and  it  was  torn  during  the 
process  of  removal.  A large  amount  of  clear,  colorless 
fluid  was  spilled,  and  the  sac-like  remains  of  the 
cerebral  hemisphere  collapsed.  The  fresh  brain 
weighed  360  Cm  including  dura  and  the  large  sub- 
dural mass. 

The  brain  was  fixed  in  formalin  for  2 weeks.  Upon 
inspection  the  asymmetry  of  the  specimen  was 
striking.  On  the  left  a large  grayish-white  mass  had 
displaced  most  of  the  left  hemisphere  far  to  the 
right.  Beneath  the  lateral  aspect  of  the  mass  was  the 
left  temporal  lobe  which  was  brownish  in  color  and 
only  0.1  to  0.2  cm  thick;  all  convolutional  markings 
were  destroyed  (Fig.  1).  The  cerebral  hemispheres 


Fig.  1— Ventral  aspect  of  the  brain  shows  the  large 
anterior-posterior  extent  of  the  subdural  abscess, 
severely  destroyed  cerebral  hemispheres,  and  relative 
preservation  of  the  cerebellum  and  brain  stem. 


Fig.  2— Cross  section  through  abscess  and  shell  of 
destroyed  cerebral  hemispheres.  _ 


were  cut  in  the  coronal  plane  at  the  mid-point  of  the 
subdural  mass.  This  cut  revealed  an  abscess  with  a 
necrotic  center  3.5  cm  in  diameter  which  was  encased 
in  a tough,  thick,  fibrous  capsule  (Fig.  2).  The  wall 
was  0.3  cm  thick  on  the  medial  side  and  0.5  cm 
thick  laterally.  At  the  junction  with  the  superior 
sagittal  sinus  near  the  midline,  fibrous  tissue  was  0.8 
cm  thick. 

Basal  ganglia,  thalamus,  and  other  forebrain  struc- 
tures were  discolored,  soft,  distorted  and  hardly 
recognizable.  Optic  nerves  were  firm  and  gray.  Other 
cranial  nerves  were  more  natural  in  appearance. 

The  external  surfaces  of  the  cerebellum  and  lower 
brain  stem  were  more  nearly  normal  in  appearance, 
although  they  were  pale  and  the  cerebellum  was 
slightly  soft.  The  cerebellum  and  brain  stem  were 
sectioned  horizontally.  There  was  extensive  necrosis 
of  the  mesencephalon  manifested  by  softness,  dis- 
coloration, and  sponginess.  At  successively  lower 
levels  of  the  neuraxis,  a progressively  less  severe  de- 
gree of  parenchymatous  destruction  was  present 
although  the  upper  pons,  mid-pons,  and  contiguous 
cerebellar  substance  were  damaged.  The  medulla 
was  relatively  intact  except  for  shrivelled  pyramids. 
The  spinal  cord  appeared  normal. 

The  abscess  and  adjacent  tissue,  a block  contain- 
ing cerebellum  and  mid-pons,  and  the  optic  nerve 
were  embedded  in  celloidin.  Additional  blocks  were 
taken  from  numerous  areas  of  forebrain,  cerebellum, 
and  spinal  cord  and  embedded  in  paraffin.  Sections 
from  these  blocks  were  prepared  for  histologic  study. 

The  abscess  was  composed  of  a large,  central  mass 
of  almost  homogeneous,  eosinophilic,  necrotic  debris 
with  a few  scattered  foci  of  necrotic  cells,  probably 
macrophages.  At  the  periphery  of  this  mass  was  a 
wide  band  which  was  packed  with  necrotic  fat-filled 
macrophages  and  inflammatory  cells.  A very  thick 
collagenous  capsule,  which  contained  a few  fibro- 
cytes,  surrounded  the  necrotic  mass.  Parenchyma  of 
the  forebrain  was  almost  completely  destroyed  bi- 
laterally. Cortex  and  subcortical  white  matter  could 
not  be  recognized  as  such  in  most  areas.  However,  in 
a small  segment  of  the  left  temporal  lobe,  where  the 
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Fig.  3— Photomicrograph  of  a section  through  the 
best  preserved  cerebral  cortex  of  the  temporal  lobe 
shows  absence  of  ganglion  cells,  proliferated  astro- 
cytes, and  accumulation  of  clumps  or  macrophages. 
H and  E stain. 


remaining  brain  wall  was  thickest,  a vestige  of  corti- 
cal architecture  coidd  be  discerned.  Here,  all  laminae 
of  cortex,  deep  to  the  molecular  layer,  had  been 
replaced  by  clumps  and  bands  of  fatty  macro- 
phages ( Fig.  3).  Deeper  in  the  subcortical  zones, 
there  was  replacement  of  white  matter  by  a sparse 
stroma  of  fibroblasts,  fibrous  tissue,  and  proliferated 
blood  vessels.  Within  this  stroma  there  were  great 
numbers  of  fatty  macrophages  and  astrocytes.  Blood 
vessels  were  numerous  and  some  were  surrounded  by 
a thick  ring  of  macrophages.  Astrocytes  were  much 
less  numerous  than  fibrous  tissue  elements.  No 
neurons  were  recognized  in  sections  from  the  cere- 
bral cortex.  A few  shrunken,  darkly  staining  (fossil- 
ized) neurons  were  recognizable  in  basal  ganglia, 
thalamus,  and  hypothalamus.  No  ependyma  was  seen 
on  the  inner  surfaces  of  these  fibrous  tissue  sacs. 
Optic  nerves  were  atrophic  and  totally  demyelinated; 
there  was  a marked  astrocytic  gliosis;  and  there  were 
a few  fat-filled  macrophages  and  microglia.  The 
leptomeninges  were  generally  thickened  and  con- 
tained an  increased  density  of  blood  vessels,  fibro- 
blasts, macrophages,  and  a few  inflammatory  cells. 
At  lower  levels  in  the  neuraxis,  there  was  a decreasing 
degree  of  brain  destruction.  The  mesencephalon  was 
very  severely  necrotic  and  distorted.  The  upper  pons 
and  adjacent  portions  of  the  cerebellum  contained 
many  foci  of  parenchymatous  destruction  where 
aggregates  of  macrophages  were  found  amassed 
about  proliferated  blood  vessels.  However,  many 
ganglion  cells  in  the  pons  appeared  healthy.  Peri- 
pheral portions  of  the  cerebellar  hemispheres  were 
less  damaged  than  were  the  deeper  structures.  In 
the  best  preserved  folia,  the  external  granular  layer 
was  4 or  5 cell  diameters  thick;  the  internal  granular 
layer  was  thinner  than  average;  and  there  was  a 
spotty  decrease  in  the  numbers  of  Purkinje  cells. 

At  all  levels  in  the  brain,  the  destruction  of  white 


matter  paralleled  that  of  gray  matter  in  degree  of 
severity.  No  intact  myelinated  fiber  tracts  were  seen 
rostral  to  the  pons.  No  bacteria  were  identified  in 
any  of  the  sections. 

The  spinal  cord  appeared  normal  except  that  the 
ventral  and  lateral  pyramidal  tracts  were  devoid  of 
myelinated  fibers  and  appeared  to  be  heavily  gliotic 
with  astrocytes  and  rare  microglia. 

Discussion 

The  sequence  of  events  which  produced 
the  clinical  features  and  the  morbid  anatomic 
changes  cannot  be  formulated  with  precision. 
However,  the  pathogenesis  of  this  tragic  ill- 
ness might  have  been  somewhat  as  follows. 

The  patient  at  age  21  days  had  a bloody 
nasal  discharge  for  several  days,  possibly  sug- 
gesting the  onset  of  purulent  ethmoiditis.  The 
infection  might  have  spread  to  involve  the 
roof  of  the  left  ethmoid  sinus  and  produced 
a fistula  between  it  and  the  anterior  cranial 
fossa.  Subsequently  infection  spread  intra- 
cranially  and  was  followed  by  severe,  recur- 
rent generalized  seizures  leading  to  partial 
asphyxia  as  evidenced  by  generalized  cyano- 
sis. 

When  the  patient  was  first  examined  after 
onset  of  seizures,  he  already  had  clinical  evi- 
dence of  severe  disturbance  of  cerebral  func- 
tion (severely  depressed  level  of  conscious- 
ness, tonic  neck  reflexes,  blindness,  and  prob- 
ably deafness).  No  return  of  function  occurred 
after  the  acute  phase  of  the  illness  had  been 
passed.  It  may  be  presumed  therefore  that 
a severe  degree  of  cerebral  necrosis  occurred 
early  in  the  illness. 

The  exact  locus  of  the  initial  intracranial 
infection  cannot  be  deduced  from  the  avail- 
able evidence.  However,  the  spinal  fluid 
formula  and  clinical  features  are  suggestive 
of  a subdural  empyema.  “A  small  amount  of 
subdural  fluid”  was  obtained  from  the  left. 
The  character  of  this  fluid  was  not  stated 
and  the  cell  count  and  protein  concentrations 
were  not  determined.  However,  there  was  no 
growth  of  organisms. 

Likewise,  the  specific  cause  of  the  bilateral, 
extensive  cerebral  necrosis  can  only  be  sur- 
mised. A number  of  adverse  factors,  in  addi- 
tion to  a virulent  infection,  were  probably 
operative  and  it  is  possible  that  a combination 
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of  these  factors  was  necessary  to  produce 
such  widespread  brain  destruction.  Among 
the  adverse  factors  were:  (1)  Asphyxia,  (2) 
Fever  with  consequent  increase  in  oxygen 
requirement  by  tissues,  (3)  Seizures  which 
further  increased  oxygen  demands,  and  (4) 
Intracranial  hypertension.  Blood  sugar  was 
not  determined,  but  a low  spinal  fluid  sugar 
might  have  been  due  in  part  to  hypo- 
glycemia. The  deleterious  effects  upon  the 
brain  of  anoxia,  fever,  and  seizures  occurring 
concurrently  are  well  known.  Anoxia  leads  to 
brain  swelling  and  intracranial  hypertension 
because  of  vascular  dilatation  and  increased 
vascular  permeability.  There  was  also  the 
possibility  that  cerebral  thrombophlebitis 
might  have  been  present  as  a complication  of 
intracranial  infection.  If  so,  this  would  lead 
both  to  cerebral  necrosis  and  to  further  in- 
crease in  intracranial  pressure. 

Three  weeks  after  spinal  fluid  had  returned 
to  normal,  massive  subdural  empyema  (left) 
and  a non-infected  subdural  effusion  (right) 
were  heralded  by  rapidly  increasing  head 
size,  bulging  fontanel,  and  a spike  of  fever 
to  103°  F.  At  this  time,  both  II.  influenzae 
and  alpha  hemolytic  streptococci  were  cul- 
tured from  the  purulent  fluid  obtained  from 
the  left  subdural  space.  This  probably  repre- 
sented a reinfection  of  the  subdural  space 
through  the  ethmoid  sinus-intracranial  fistula. 
After  4 weeks  of  treatment,  fluid  was  sterile 
but  it  continued  to  reform  despite  repeated 
removal  of  15  to  20  ml  portions.  The  removal 
of  fluid  and  administration  of  antibiotics 
prevented  death  and  allowed  the  subdural 
pus  to  be  sealed  off  by  a thick  fibrous  cap- 
sule, the  ethmoid  sinusitis  to  be  healed  and 
the  fistula  subsequently  to  be  closed. 

Autopsy  findings  suggest  that  the  necrotic 
substance  of  the  cerebral  hemispheres  was 
softened,  removed  by  macrophages,  and  re- 
placed by  a thin  shell  of  fibrous  tissue.  Dura 
was  thick  and  so  densely  adherent  to  the  cal- 
varium that  it  was  difficult  to  remove  and  a 


full  demonstration  of  all  of  the  dural  sinuses 
was  not  possible.  However,  there  was  a large, 
patent  vascular  channel  in  the  thickened 
dura  where  the  superior  sagittal  sinus  should 
have  been  situated.  Upon  consideration  of  the 
clinical  course  and  the  extensive,  bilaterally 
symmetrical  destruction  of  cerebral  hemi- 
spheres, it  seems  unlikely  that  a dural  sinus 
thrombosis  was  of  major  significance. 

We  have  not  encountered  a report  of  a case 
quite  the  equal  of  this  one  in  terms  of  the 
size  and  character  of  the  subdural  abscess 
and  the  degree  of  associated  devastation  of 
forebrain  and  midbrain. 

Summary 

( 1 ) Clinical  and  autopsy  findings  in  an 
infant  with  a large  organized  subdural  ab- 
scess and  destruction  of  the  forebrain  and 
midbrain  parenchyma  are  described. 

(2)  The  clinical  course  was  characterized 
by  the  sudden  onset  of  seizures  in  a one 
month  old  infant  who  had  previously  had 
purulent  discharges  from  one  eye  and  the 
nose.  Spinal  fluid  contained  an  increased 
concentration  of  protein  and  cells  and  a de- 
creased concentration  of  sugar.  No  organisms 
were  cultured  from  the  cerebrospinal  fluid. 
There  was  x-ray  evidence  of  ethmoiditis.  In- 
fection was  controlled  by  antibacterial  medi- 
cation but  the  patient  showed  clinical  evi- 
dence of  decerebration.  Subsequently  a mas- 
sive subdural  empyema  formed  which  was 
treated  for  4 weeks  with  daily  taps  and  loea1 
and  systemic  antibiotics.  The  patient  died  at 
age  8 months  as  the  result  of  an  acute 
aspiration  bronchopneumonia. 

(3)  At  autopsy  a very  large,  densely  en- 
capsulated subdural  abscess  was  found  to 
occupy  most  of  the  left  side  of  the  cranial 
vault.  The  substance  of  the  cerebral  hemi- 
spheres had  been  destroyed  and  replaced  by 
a thin  shell  of  fibrous  tissue  elements  and 
fat-filled  macrophages.  Lesser  degrees  of 
necrosis  were  encountered  at  successively 
lower  levels  in  the  neuraxis. 
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Leadership,  Administration  and  Administrators 


KENNETH  M.  LYNCH,  M.D.,  D.Sc,  LL.D. 

Charleston,  S.  C. 


Whether  Sir  Winston  Churchill  was 
thinking  introspectively  when  he 
spoke  of  “the  divine  gift  of  leader- 
ship,” or  when  he  said  that  success  in  ad- 
ministrative responsibility  requires  a “firm 
hand,  with  tolerance,  patience  and  calm,”  only 
he  could  have  known.  But,  well  he  might— 
he  had  the  gift,  and  he  followed  the  require- 
ments on  a scale  beyond  any  other  person  in 
the  20th  century,  at  least  thus  far.  He  even 
knew  that  following  was  sometimes  the  best 
way  to  lead,  like  the  man  who  leads  a bull 
with  a ring  in  his  nose  by  letting  the  bull  go 
in  front. 

It  may  appear  presumptuous  to  draw  anal- 
ogy between  the  vast  world  scene  that  was  the 
stage  of  Winston  Churchill’s  actions  and  the 
little  and  provincially  limited  platform  oc- 
cupied by  the  head  of  even  the  largest  of  the 
present-day  medical  educational  complexes, 
and  yet  the  same  inherent  quality  and  re- 
quirements apply,  while  the  loyalties  needed 
may  be  less. 

Sometimes  a dedicated  leader  has— and 
needs— one  or  more  associates  with  driving 
personalities  to  furnish  the  force  for  positive 
action.  As  should  be  apparent  to  a reader  of 
the  series  of  articles  by  the  present  narrator, 
James  Moultrie,  Jr.,  and  Samuel  Henry  Dick- 
son have  been  cast  in  the  roles  of  leader  and 
driver  respectively  in  the  early  period  of 
relative  prominence,  1824-1860,  of  the  Medi- 
cal College  of  South  Carolina. 

While  Moultrie  was  obviously  a reserved 
personality  and  a conservative  man,  leader- 
ship in  important  or  crucial  matters  related  to 


medical  education  in  South  Carolina  was 
practically  always  left  to  him  during  his  entire 
professional  life,  1821-1866.  Dickson,  a man 
of  many  parts,  deferred  to  him  without  ap- 
parent jealousy,  as  did  the  Medical  Society 
as  a whole.  Moultrie  was  one  of  the  leaders 
in  founding  the  American  Medical  Association 
in  1847,  and  was  its  president  in  1851.  This 
appears  significant  of  the  esteem  in  which  he 
was  held  nationally  when  it  is  remembered 
that  the  period  was  one  in  which  the  “states’ 
rights”  question  had  become  even  more  acute 
than  in  1835  when  it  came  into  discussion  as 
a factor  in  the  failure  of  the  Medical  Society’s 
school— as  related  in  another  article  of  this 
series.' 

The  present  narrator  took  the  privilege  of 
discussing  Moultrie’s  contributions  to  medical 
education  in  an  address  before  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion as  presiding  vice  president  at  the  1935 
meeting. 

It  is  clear  that  James  Moultrie  was  a pioneer 
leader  in  proposals  of  the  fundamentals  of 
medical  education  as  it  should  be  carried  on 
in  the  United  States,  and  as  it  needed  to  be 
improved  from  the  low  state  which  he  de- 
plored. In  the  several  “Memorials”  that  he 
authored,  and  particularly  in  his  address  of 
December  5,  1835,  before  the  South  Carolina 
Society  for  the  Advancement  of  Learning  on 
the  subject  of  “The  State  of  Medical  Educa- 
tion in  South  Carolina,”  Moultrie  set  forth 
specifications  for  admission  to  medical  school 
which  in  general  would  meet  the  present 
standards,  lie  also  proposed  that  the  medical 
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courses  should  be  lengthened  to  three  to  four 
years  of  6-8  months  each  and  reorganized  as  a 
progressing  graded  curriculum.  Recalling  that 
the  entire  course  in  medical  schooling  in  the 
United  States  then  comprised  only  two  terms 
of  about  five  months  each  and  consisted  of 
the  same  series  of  lectures  in  the  second  year 
as  the  first,  and  so  year  after  year,  that  was 
indeed  a daring  challenge.  While  the  Civil 
War  and  its  preludes  and  aftermath  may  have 
delayed  the  initiation  of  such  proposals  for 
improving  medical  education  in  this  country, 
it  was  not  until  the  1870's  that  the  lengthened 
and  progressively  graded  course  of  the  medi- 
cal curriculum  was  really  installed— and  then 
apparently  first  at  Northwestern  University, 
followed  by  Harvard  and  then  progressively 
by  the  other  schools  that  still  survive.  The 
Faculty  of  the  Medical  College  did  adopt  a 
resolution  in  1871  providing  for  three  years 
of  study  and  a progressive  course  from  the 
elementary  to  the  practical  branches,  but  it 
was  withdrawn  when  only  a few  students 
enrolled  at  the  November  opening. 

Moultrie’s  demand  in  the  same  “Memorial" 
that  the  State  assume  the  entire  responsibility 
for  medical  education  in  South  Carolina  did 
not  reach  fruition  until  1913,  78  years  later 
and  44  years  after  his  death.  In  the  great 
renaissance  in  medical  education  in  the  United 
States  at  the  turn  of  the  century  that  adoption 
was  a ‘do  or  die’  requisite. 

The  administrative  organization  and  re- 
sponsibility of  the  Medical  College  was  a 
comparatively  simple  matter  from  1824,  the 
opening  date  of  the  original  school,  until  1913, 
when  the  transfer  to  State  ownership  and 
control  was  accomplished.  By  direction  of  the 
chartering  body,  the  Medical  Society  of  South 
Carolina  (Charleston),  the  faculty  elected 
its  own  official  representative,  the  Dean.  That 
office  was  evidently  rotated  irregularly  within 
the  faculty  membership,  although  not  in  any 
definite  order.  Some  deans  during  that  period 
served  only  one  year,  while  some  served  more 
than  a year  consecutively  and  some  several 
terms  but  not  continuously.  The  Faculty 
apparently  elected  a secretary  and  treasurer 


from  its  membership  also,  and  that  custom 
was  continued  for  some  time  after  1913,  until 
the  Registrar  was  designated  to  that  responsi- 
bility. 

The  first  dean.  Dr.  Thomas  G.  Prioleau, 
continued  in  that  office  from  1824  to  1828, 
while  his  successor,  Dr.  Henry  R.  Frost,  served 
four  different  terms,  totaling  18  years,  1828- 
1829,  1836-1838,  1843-1847,  and  1850-1866. 
Frost  really  held  the  title  for  a total  of  23 
years  during  an  elapsed  time  of  38  years,  since 
the  school  was  closed  from  1861  to  1865  on 
account  of  the  War  Between  the  States.0 
Frost’s  deanship  service  included  two  very 
difficult  times,  that  of  the  period  of  conflict 
between  the  two  schools  and  then  the  war 
period  of  13  years  later.  The  third  dean,  Dr. 
Edmund  Ravenel,  began  his  term  in  1829  just 
before  the  original  faculty  split  with  the 
Medical  Society,  so  that  he  served  until  July 
17,  1833,  as  dean  of  the  Medical  College  of 
South  Carolina  and  from  then  to  1834  as  dean 
of  the  Medical  College  of  the  State  of  South 
Carolina. 

Generally  in  reciting  the  course  of  the 
Medical  College  as  a continuous  operation— 
which  it  was,  except  that  it  closed  during  the 
War,  1861-65,— it  has  been  customary  in  Medi- 
cal College  annals  to  record  the  deans,  and 
the  members  of  the  first  faculty  and  their 
succession  line.  There  was  however  another 
dean  of  the  Medical  College  of  South  Caro- 
lina during  the  period  1833-39  when  there 
were  the  two  schools.  He  was  Dr.  Thomas  Y. 
Simons,  and  he  should  be  remembered  as 
exerting  a manful  effort  to  keep  his  school 
going  under  the  original  charter  to  the  Medi- 
cal Society.  It  took  but  about  seven  years  to 
prove  that  a local  medical  society  cannot 
successfully  control  the  operation  of  a medi- 
cal school.  Although  it  took  ten  times  that 
long  to  show  that  it  cannot  be  done  by  a 
faculty  either,  the  end  was  just  as  inevitable. 

When  the  secession  of  the  original  faculty 
was  concluded  and  it  settled  down  under  a 

0 Miller’s  Almanac  (Charleston  Library  Society)  car- 
ried an  advertisement  of  the  opening  of  the  Medical 
College  in  the  editions  of  1863  and  1864.  but  there  is 
no  record  that  it  did  operate  in  those  years. 

(Personal  communication  from  Dr.  J.  I.  Waring) 
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new  charter  and  in  newly  acquired  quarters 
at  Broad  and  New  Streets,  it  was  logical  that 
Samuel  Henry  Dickson  should  become  dean. 
He  served  in  that  capacity  only  one  year, 
1834-35.  Dickson  is  probably  the  most  fre- 
quently mentioned  “founder,”  i.e.,  member  of 
the  first  faculty.  Dr.  Joseph  I.  Waring  has 
written  a “vignette”2  of  him;  he  was  a man  of 
strong  will,  unswerving  determination,  rather 
intolerant,  distinguished  as  a lecturer,  speaker 
and  writer,  and  as  a clinician.  He  played  the 
most  conspicuous  role  in  the  establishment  of 
the  first  chartered  school  as  well  as  in  the 
faculty  secession  and  the  founding  of  the 
second.  He  was  the  only  member  of  the 
original  faculty  who  actually  resigned  from 
it  (1832)  when  the  conflict  with  the  Society 
came.  In  1847  he  resigned  to  become  professor 
of  medicine  at  New  York  University  and  then 
at  Jefferson  Medical  College. 

Dr.  James  Moultrie  came  next,  serving  as 
dean  three  separate  terms,  1835-36,  1840-41 
and  1847-50.  He  was  the  first  dean  who  had 
not  been  a member  of  the  founding  faculty. 
It  was  during  his  first  term  that  he  made  his 
famed  lecture  on  the  state  of  medical  educa- 
tion which  was  published  as  a “Memorial,” 
and  during  his  third  that  he  played  a leading 
role  in  founding  the  American  Medical  Asso- 
ciation, of  which  he  became  president. 
Moultrie  joined  Frost  in  reassembling  the 
faculty  and  reopening  the  dismantled  school 
in  1865. 

In  the  interim  between  Moultrie’s  first  and 
second  terms  Frost  served  his  second,  ( 1836- 
38),  and  Dr.  Eli  Geddings  came  in  for  his 
first  during  the  same  interval  (1838-40). 
Geddings  also  occupied  a year  (1841-42)  be- 
tween Moultrie’s  second  and  third  terms,  as 
did  Dr.  C.  U.  Shepard,  chemist,  botanist  and 
physicist  (1842-43).  Frost  occupied  the  office 
for  the  third  time,  1843-47,  and  then  followed 
Moultrie  again  from  1850  to  1866. 

After  the  faculty  was  reassembled  there 
was  a succession  of  nine  deans  from  1866  to 
1908,  some  of  whom  held  the  office  only  one 
year-Dr.  Julian  J.  Chisolm,  1866-67;  Dr.  F. 
M.  Robertson,  1867-1873  (6  years);  Dr. 
George  E.  Trescot,  1873-74;  Dr.  R.  A.  Kinloch, 


1874-77  and  1889-1893  (two  separate  terms 
totaling  seven  years);  Dr.  J.  P.  Chazal,  1877- 
82;  Dr.  J.  Ford  Prioleau,  1882-89;  Dr.  Francis 
Lejau  Parker,  1893-1906;  Dr.  Edward  F. 
Parker,  1906-08;  Dr.  Allard  Memminger  (4 
months  in  1908). 

It  was  around  1908  that  the  final  crisis  in 
the  affairs  of  the  old  privately  operated  school 
became  clearly  acknowledged.  A front  rank 
position,  reached  quickly  after  its  beginning 
in  1824,  was  maintained  through  the  difficult 
period  of  separation  from  its  original  sponsor- 
ship (1832)  and  even  improved  until  1861 
when  it  was  prostrated  by  war.  What  was  left 
of  the  leadership  in  the  remnants  of  the 
faculty  that  reassembled  in  1865  was  old  and 
worn.  Resources  were  gone— and  opportunity. 
Probably  the  low  ebb  of  medical  education  in 
the  United  States  during  the  next  generation 
was  all  that  allowed  it  to  survive.  At  the  turn 
of  the  century  the  great  renaissance  in  medical 
education  came  in  full  force.  By  1910,  follow- 
ing the  exposure  by  the  report  of  Abraham 
Flexner  to  the  Carnegie  Foundation  on  the 
state  of  medical  education  in  this  country,  and 
the  follow-through  by  the  Council  on  Medi- 
cal Education  of  the  American  Medical  Asso- 
ciation and  the  Association  of  American  Medi- 
cal Colleges,  more  than  one  half  of  the  medi- 
cal schools  were  forced  out  of  existence.  After 
being  surveyed,  the  schools  judged  to  be 
adequate  were  rated  “A”,  those  believed  to 
have  prospects  and  sources  of  support  to  per- 
mit improvement  to  meet  set  standards  “B”, 
and  those  judged  to  be  without  adequate 
resources  “C”.  As  a private  proprietorship 
organization,  without  visible  means  of  support 
except  from  student  fees,  the  Medical  College 
of  the  State  of  South  Carolina  was  placed  in 
class  “C”  in  1912.  That  meant  that  it  would  be 
condemned  as  one  which  could  not  continue 
to  operate  and  produce  physicians  who  could 
not  be  licensed  to  practice.  Survival  depended 
upon  securing  the  guarantee  of  adequate, 
regular  and  dependable  financial  support  that 
would  provide  the  required  improvements, 
together  with  trustee  type  of  control. 
“MONEY”  had  become  again  the  sine  qua 
non— as  was  spelled  out  in  1824. 
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Facing  up  to  the  time  of  decision  the 
Faculty  and  Trustees  floundered  for  four 
months  and  then  elected  Dr.  Robert  Wilson 
dean.  Dr.  Wilson  was  professor  of  medicine, 
a man  of  culture  and  impeccable  character, 
integrity  and  dignity,  qualities  which  may 
make  a man  vulnerable  to  a designing  person 
of  lesser  moral  fiber.  He  was  a clinician  of 
distinction  and  acquainted  in  medical  circles 
at  a national  level,  as  evidenced  by  his  election 
as  vice  president  of  the  American  Medical 
Association  in  1909.  As  was  the  case  of  all  of 
his  predecessors,  he  remained  in  private  prac- 
tice all  of  his  professional  life,  and  divided 
his  time  among  his  teaching  professorship,  the 
deanship  and  private  practice.  He  resigned 
as  dean  and  professor  of  medicine  in  1943,  and 
died  in  1946.  Altogether  he  served  as  dean  35 
years,  five  (1908-1913)  before  transfer  of  the 
Medical  College  to  State  ownership  and  con- 
trol and  30  (1913-43)  afterward. 

When  in  1911  the  Medical  College  again 
sought  and  failed  to  be  accepted  as  the  medi- 
cal school  of  the  University  of  South  Caro- 
lina, it  had  no  recourse  except  to  try  again 
for  separate  State  adoption  and  support.  With 
commitments  to  transfer  its  properties  to  the 
State  and  to  provide  a new  building  by  means 
of  private  contributions,  to  be  constructed 
on  a lot  on  Calhoun  and  Lucas  (now  Barre) 
Streets  donated  by  the  City  of  Charleston,  that 
effort  was  successful,  and  on  February  12, 
1913,  the  Medical  College  passed  to  State  re- 
sponsibility, and  James  Moultrie’s  demand 
of  1835  was  met. 

Based  on  such  assurance  that  the  school 
would  have  regular  support  of  dependable 
nature,  its  rating  was  immediately  raised  to 
the  “B"  class,  even  though  the  State  ap- 
propriated only  $10,000  for  operation  the  first 
year.  Inadequate  operational  appropriations 
kept  it  in  an  undernourished  condition  in  the 
entire  time  of  Dr.  Wilson’s  administration. 
By  the  end  of  that  30  year  period  it  had  im- 
proved so  slowly  that  the  appropriation  pro- 
posed for  fiscal  1944-45  had  been  cut  to  only 
$110,000.  It  was  about  that  time  that  the 
chairman  of  the  Council  of  the  American 


Medical  Association  published  an  estimate  that 
$250,000  was  a minimum  annual  cost  for  the 
operation  of  an  acceptable  school  of  medicine. 
However,  the  College  was  able  to  add  a physi- 
ology-pharmacology building  in  1920  and  a 
library-pathology  building  in  1930  on  the  front 
corners  of  the  same  lot.  This  was  made  possible 
by  legislative  permission  to  retain  tuition  fees 
for  the  purpose  in  those  years.  In  1935  Out- 
Patient  Clinic  quarters  were  provided  from 
funds  raised  by  an  Alumni  Association 
campaign,  augmented  by  a donation  from  Mr. 
Bernard  M.  Baruch.  These  combined  dona- 
tions not  only  provided  quarters  for  the  clinic 
but  a second  story  for  the  department  of 
anatomy.  Mr.  Baruch  also  donated  the  Simon 
Baruch  Memorial  Auditorium  in  memory  of 
his  father  in  1940.  Thus  the  incomplete  quad- 
rangle of  what  is  now  the  old  plant  was  ac- 
complished between  1913  and  1943.  It  was  not 
completed  until  1952  when  the  Laboratory- 
Clinic  building  was  constructed,  housing  the 
School  of  Pharmacy,  the  Department  of  Anat- 
omy and  the  Cancer  Clinic,  filling  in  the 
southeastern  corner  of  the  quadrangle. 

In  1913,  under  the  new  Board  of  Trustees 
as  established  by  the  legislative  Act  of  transfer 
of  the  Medical  College  to  the  State,  there  was 
of  course  a complete  election  of  faculty  of  all 
professorial  grades.  While  there  was  some 
re-shuffling  of  personnel  of  the  previous 
faculty,  it  was  largely  a re-naming  of  the  same 
private  practitioners  in  the  clinical  branches. 
These  members  were  what  is  designated  to- 
day “voluntary”  members,  not  on  salaries  and 
receiving  only  token  honoraria.  A part  of  the 
faculty  of  today  ( 1966 ) is  on  the  same  basis. 

The  only  professorships  established  on  a 
“full-time,”  salaried  basis  were  those  of 
anatomy,  chemistry,  physiology,  pharmacol- 
ogy, bacteriology  and  pathology.  It  may  be  a 
sort  of  dubious  “first”  that  the  present  narrator 
was  the  first  full-time  member  of  the  faculty- 
in  pathology— of  the  Medical  College.  A story 
of  that  experience  in  a more  personal  vein  has 
been  published3  but  not  as  a numbered  article 
of  this  series.  The  first  full-time  clinical  ap- 
pointments were  made  in  1937,  when  Dr.  John 
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A.  Boone  (now  Professor  of  Medicine)  came 
in  as  an  instructor,  Dr.  Frederick  E.  Kredel 
became  associate  professor  of  surgery  and 
Dr.  William  H.  Kelley,  associate  professor  of 
medicine. 

Dr.  Wilson  did  not  want  to  retire  (who 
does! ) and  he  was  somewhat  embittered  by 
urgings  from  friends,  both  in  the  Board  of 
Trustees  and  the  Faculty.  He  announced  his 
resignation  at  Commencement,  December  22, 
1943— the  Medical  College  then  being  on  a 
war-time,  year-round  schedule— and  formally 
turned  over  the  key  to  his  office  to  his 
elected  successor,  the  present  narrator,  on 
January  1,  1944. 

Although  he  was  then  and  there  requested 
to  keep  the  key  and  his  office,  which  he  did 
until  his  fatal  illness  some  two  years  later,  and 
although  he  was  immediately  recommended 
and  appointed  to  a professorship  of  medical 
history  at  his  same  salary,  it  was  a great 
shock  to  this  narrator  when  he  publicly 
participated  in  opposition  to  the  Program  de- 
signed by  his  successor,  adopted  by  the  Board 
of  Trustees,  officially  approved  by  the  South 
Carolina  Medical  Association  (without  a dis- 
senting vote)  and  the  Alumni  Association  and 
supported  by  all  State  Government  Depart- 
ments, Legislative,  Executive  and  Judicial,  as 
well  as  the  central  organization  officials  of 
both  the  American  Medical  Association 
Council  and  the  Association  of  American 
Medical  Colleges. 

A propaganda  campaign  was  launched  by 
a group  of  some  23  Charleston  doctors  attack- 
ing the  “Expansion  Program”  with  virulence 
which  reminded  of  the  conflict  of  1831-38, 
using  every  technique  and  medium  con- 
ceivable, whether  accurate,  applicable,  justifi- 
able or  even  truthful,  or  not.  The  General 
Assembly,  in  session  was  in  effect  “memorial- 
ized” by  circular  as  well  as  by  personal  ap- 
proach and  by  telephone.  The  theme  of  the 
opposition  was  that  the  Medical  College  was 
in  excellent  condition  and  had  no  need  of 
expansion,  and,  as  a Charleston  newspaper 
editorial  expressed  it,  the  entire  proposition 
was  “the  product  of  fuzzy  thinking.”  That 


sort  of  fuzzy  thinking  has  now  produced  the 
great  medical  school  centers  over  the  entire 
country  as  well  as  here. 

The  facts  in  the  situation  were  that  the  in- 
stitution was  in  dire  need  in  every  respect, 
and  that  it  could  be  foreseen  that  at  the  end  of 
World  War  II  there  would  be  such  a forward 
surge  in  medical  education  that  unless  it 
made  preparations  for  the  great  advancement 
in  prospect,  it  would  be  left  far  behind  and 
its  acceptability  jeopardized. 

It  was  one  of  the  great  satisfactions  and 
reliefs  when  Dr.  Wilson  came  to  realize  that 
he  had  been  “used.”  As  he  expressed  it  per- 
sonally, he  “had  been  influenced  in  ways  that 
[he]  should  not  have  been  by  one  [he]  con- 
sidered a friend."  He  also  said,  “You  may  be 
certain  that  will  never  occur  again.”  That  per- 
sonal conversation  was  not  long  before  his 
death.  Thus  was  re-established  a treasured 
association  and  an  intimate  companionship  of 
30  years’  standing  and  a mutual  regard  from 
which  arose  the  appointment  of  this  narrator 
as  Vice  Dean  in  1935  and  Dr.  Wilson’s  sug- 
gestion recorded  in  the  Board  of  Trustees’ 
minutes  that  Dr.  Kenneth  M.  Lynch  should 
be  his  successor. 

As  stated  previously  in  this  article,  the  re- 
quested appropriation  for  fiscal  1944-45  had 
already  been  slashed  to  $110,000  by  the  Bud- 
get Commission  when  the  new  dean  took 
charge.  There  had  been  severe  criticism  of 
the  Medical  College  in  the  legislative 
chambers,  there  was  an  acute  shortage  of 
doctors— accentuated  by  calls  to  war  service— 
but  the  school  could  not  admit  more  than  42 
per  class,  and  was  allowed  by  war  regulations 
to  choose  only  20%  of  these  from  South 
Carolina  applicants.  Public  relations,  good 
will  and  accreditation  status  were  at  low  ebb. 

Although  the  principal  goals  of  what  had 
to  be  done  were  already  clearly  in  mind,  there 
was  no  time  for  constructing  a proper  budget 
before  the  scheduled  House  Appropriations 
Committee  hearing  within  a few  days.  When 
the  time  came,  “the  cards  were  laid  on  the 
table”  simply  and  frankly.  The  members  put 
their  newspapers  aside  and  listened,  and 
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asked  questions.  The  upshot  was  that  the 
Committee  asked  what  we  needed  for  the 
year,  and  requested  that  a plan  for  develop- 
ment and  for  the  future  be  prepared  and  pre- 
sented at  the  next  session.  The  operational  ap- 
propriation for  the  oncoming  year  was  im- 
mediately elevated  about  fourfold,  and  it  is 
fitting  to  state  here  that  the  experience  of  the 
Administration  for  the  next  16  years  could 
hardly  be  improved  upon.  It  took  a while  to 
gain  the  confidence  of  the  Legislature;  always 
they  required  sound  evidence  of  what  was 
needed  and  what  was  intended  to  be  done  for 
the  good  of  the  State  and  its  people.  This 
narrator  had  been  taught  for  30  years  to  dis- 
trust the  political  field.  That  disability  was 
completely  cured  as  we  went  along  in 
“togetherness,”  and  such  disillusions  as  later 
occurred  did  not  result  primarily  from  fault  of 
Government.  The  hat  is  off  to  the  seven  gov- 
ernors, the  committees  of  the  legislature,  the 
branches  and  agencies  of  Government,  with 
whom  acquaintance  began  in  1935,  as  vice 
dean,  and  direct  dealings  continued  from  1944 
to  1960.  MONEY  may  be  the  source  of  evil 
but  is  more  the  medium  of  all  good  in  material 
accomplishment.  It  is  an  indicator;  the  Gen- 
eral Assembly  responded  fully  to  every  recom- 
mendation presented  as  the  Program  was 
progressively  laid  before  them.  The  full  story 
of  each  move  made  year  by  year  toward  the 
creation  of  a complete  “Medical  and  Health 
Educational,  Service  and  Research  Center” 
will  probably  occupy  as  many  more  chapters 
in  this  planned  series  of  articles  as  have  al- 
ready been  published.  That  is  because  the  nar- 
rator was  a participant  in  the  course  of  the 
Medical  College  from  1913  to  the  present,  and 
was  personally  at  the  helm  from  January  1, 
1944,  until  July  1,  1960.  For  the  present  article 
it  must  suffice  simply  to  present  a summary  of 
highlights  of  administrative  development  of  a 
Master  Plan  and  the  pioneering  accomplish- 
ment of  the  objectives.  From  the  compara- 
tively simple  organization  and  operation  of  a 
school  of  medicine  25  years  ago  this  movement 
into  the  “complex”  of  today  has  spread  over 
the  entire  country.  Nearly  all  medical  schools 
now  have  adopted  the  concept  and  some 


form  of  the  title  “Medical  Center.”  The  effort 
here  was  once  known  as  “The  South  Carolina 
Plan.”  Locally  it  was  called  the  Medical  Col- 
lege Expansion  Program— and  still  is.  The 
Master  Plan  is  still  in  course. 

The  sine  qua  non  of  the  entire  Program  was 
the  acquirement  of  a teaching  hospital  of  its 
own.  The  clinical  teaching  (patient  care)  op- 
portunity was  quite  inadequate  in  quantity 
and  in  variety  for  an  acceptable  program, 
even  for  the  size  of  classes  then  being  en- 
rolled—40  to  42  per  class.  As  could  then  be 
foreseen— and  as  was  proven  by  1959— even 
that  opportunity  in  the  facilities  depended 
upon  previously  was  bound  to  shrink.  The 
State  authorities  and  the  public  were  demand- 
ing that  more  students  be  admitted  and  more 
doctors  produced.  The  Plan  aimed  at  doubling 
the  number  of  the  medical  admissions— to  80 
per  class.  That  number  was  not  only  con- 
sidered the  most  satisfactory  for  the  personal 
teaching  attention  essential  in  medicine,  it 
was  estimated  sufficient  to  meet  South  Caro- 
lina’s needs  in  doctors  then  and  also  the  de- 
mands for  opportunity  to  study  medicine  by 
the  qualified  youth  of  the  State. 

The  Program  was  launched  before  the 
Legislature  and  its  appropriations  committees 
early  in  the  1945  session.  It  was  also  presented 
for  survey  and  approval  to  the  South  Carolina 
Medical  College  from  1913  to  the  present,  and 
and  the  authorities  of  the  American  Medical 
Association  Council  and  of  the  Association 
of  American  Medical  Colleges,  all  of  whom 
not  only  gave  it  full  approval  but  actively 
enlisted  in  the  campaign  for  it.  It  took  two 
years  to  guarantee  the  success  of  the  hospital 
proposition  against  bitter  opposition  stemming 
practically  entirely  from  Charleston.  Some 
believe  that  opposition  actually  helped  rather 
than  hindered,  since  it  was  clear  that  success 
of  the  Program  would  make  the  school  a real 
State  institution  instead  of  actually  locally 
controlled— as  it  had  always  been. 

Doubtless  the  launching  of  the  Federal  hos- 
pital construction  program,  itself  favoring 
medical  school  hospitals,  just  at  the  time  was 
a clinching  factor.  While  the  Medical  College 
had  to  wait  until  the  funds  allotted  to  South 
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Carolina  became  sufficient,  it  is  well  known 
that  the  maximum  of  66%  per  cent  of  the 
cost  by  Federal  grant  even  had  approval  from 
the  White  House,  as  attested  by  two  treasured 
pictures  of  the  Medical  College  Hospital  in- 
scribed to  this  narrator  by  President  Harry  S. 
Truman,  as  well  as  one  inscribed  by  Senator 
Lister  Hill,  of  Alabama,  father  of  the  Con- 
gressional Hospital  Construction  Act. 

Virtually  at  the  moment  when  the  several 
signatories  had  concluded  the  guarantees  and 
before  a brick  had  been  laid  or  even  a foot 
of  ground  deeded,  a telegram  was  received 
from  the  chairman  of  the  Council  on  Medical 
Education  of  the  American  Medical  Associa- 
tion, Dr.  Herman  G.  Weiskotten,  removing 
the  confidential  “probation”  that  had  been 
placed  upon  the  school  from  the  accreditation 
surveys  of  1935-38.  For  the  first  time  the 
School  of  Medicine  of  the  Medical  College 
of  South  Carolina  held  a front  rank  accredita- 
tion of  unqualified  “approval”  and  yet  every- 
thing still  had  to  be  done. 

The  Medical  College  Hospital  construction 
did  not  begin  until  1951.  There  was  a dedica- 
tion celebration  on  May  10,  1955,  and  the 
same  newspaper  that  had  opposed  it  pub- 
lished a “Special  Edition,”  but  there  had  been 
no  groundbreaking  ceremony  nor  any  corner- 
stone laying— we  were  too  busy.  The  Hospital 
overflowed  its  capacity  of  some  500  beds  in 
four  years. 

The  keystone  of  the  whole  great  complex 
of  the  Medical  and  Health  Educational,  Ser- 
vice and  Research  Center  in  which  the  Medi- 
cal College  of  South  Carolina  was  a pioneer, 
and  of  which  it  is  the  hub  here,  had  been 
laid.  The  various  connected  additions,  in- 
stitutes and  allied  institutions  there  now 
(1966)  as  well  as  large  expansions  of  the 
school  itself  now  on  the  drawing  boards, 
have  all  fitted  into  the  Master  Plan  concept 
as  continuation. 

The  land  on  which  to  build  had  to  be 
acquired;  construction  of  buildings  and  ex- 
panded quarters  for  the  basic  science  depart- 
ments, the  clinic,  the  school  of  pharmacy  and 
the  school  of  nursing,  as  well  as  housing  for 


students,  had  to  be  done  before  any  increase 
of  student  enrollment  and  recruitment  of 
adequate  faculty  could  be  undertaken.  Re- 
organization of  the  entire  administrative  area 
was  also  yet  to  be  accomplished.  The  Charles- 
ton County  hospital  and  health  department 
institutions  must  be  brought  into  the  Center 
and  a Veterans  Administration  hospital  at- 
tracted for  association  with  the  College.  A 
school  of  dentistry  must  be  created  and  ac- 
commodated, as  well  as  a section  or  school  of 
graduate  studies,  and  special  construction  for 
research  work.  Although  the  County  Health 
Center  was  contemplated  as  the  clinical  base 
for  a school  of  public  health,  the  develop- 
ment of  that  school  and  the  construction  of  a 
student  activities  center  are  about  all  which 
were  set  forth  as  principal  productions  to  be 
achieved  in  the  overall  Plan  of  the  1940’s  that 
were  not  either  accomplished  or  assured  by 
July  1,  1960,  or  in  the  throes  of  being  pro- 
duced at  the  present,  1966.  On  June  29,  1960, 
assurance  was  secured  that  the  Veterans  Hos- 
pital would  be  located  here  for  association 
with  the  Medical  College.  Construction  will 
be  completed  and  it  will  be  dedicated  on 
May  13,  1966.  The  Research  Building  finan- 
cing was  completed  about  the  same  time,  and 
a building  committee  had  been  appointed.  It 
was  completed  in  1962. 

All  of  this  took  some  doing  and  occupied 
16  years  and  6 months  of  hard-pressed  time. 
The  State  Retirement  System  concluded  the 
administration  of  the  present  narrator,  under 
the  title  of  Dean  until  1949,  when  it  was 
changed  to  President  and  Dean  of  the  Faculty. 
Dr.  John  Tindall  Cuttino  took  charge  on  July 
1,  1960,  having  been  appointed  as  Acting 
President,  until  February  1962,  when  Dr. 
Harold  Rawling  Pratt-Thomas  took  office 
under  appointment  as  President,  but  resigned 
December  21,  1964.  Each  had  served  as  dean 
of  the  School  of  Medicine  of  the  College  pre- 
viously, Dr.  Cuttino  from  1950  to  1960,  and 
Dr.  Pratt-Thomas  1960  to  1962.  They  both 
returned  to  faculty  positions  as  professor  of 
pathology. 

The  position  of  chief  of  administration  of 
the  present-day  medical  and  health  school 
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complex  is  one  of  great  pressures,  especially 
during  the  development  period.  In  the  rather 
abrupt  crisis  created  by  Dr.  Pratt-Thomas’ 
resignation,  the  Board  of  Trustees  chose  Dr. 
William  M.  McCord,  professor  of  chemistry,  as 
interim  president.  Dr.  McCord  was  given  per- 
manent appointment  as  president  on  Novem- 
ber 3,  1965,  and  has  continued  the  strenuous 
effort  of  reviving  the  opportunity  for  construc- 
tion of  basic  science-library-administrative  and 
dental  school  buildings,  under  the  inevitable 
pressures  of  confusion  attending  the  rapid 
turnover  in  the  chief  administrative  office- 
three  new  presidents  in  six  years— plus  four 
new  deans  in  the  School  of  Medicine  and  one 
each  in  dentistry,  pharmacy,  nursing  and 
graduate  studies,  as  well  as  a complete  change 
in  the  construction  and  composition  of  the 
Board  of  Trustees— and  all  of  this  added  to  the 


growth  pains  that  would  normally  be  bad 
enough  in  a developmental  period. 

Who  could  compare  the  administration  of 
a present-day  medical  school  with  that  of  the 
previous  eras,  when  it  was  rotated  frequently 
among  members  of  the  faculty  for  90  years 
and  then  got  along  with  a part-time  dean  for 
another  30  years!  Who  could  maintain  “a  firm 
hand,  with  patience,  tolerance  and  calm”  for 
very  long  under  present  conditions,  or  those 
which  will  progress  to  even  more  complexities, 
except  on  a solid  base  of  complete  immersion 
in  the  subject  and  dedication  to  the  cause— 
and  an  iron  constitution! 

No  wonder  that  nearly  all  such  “Medical 
Centers”  now  have  presidents  or  vice  presi- 
dents and  corps  of  deans  and  other  admin- 
istrative officials,  directors,  associates  and 
assistants. 
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Medical  College  Hospital 
Charleston,  S.  C. 


Fig.  1.  Barium  outlining  polypoid  mass  in  antrum. 


Fig.  2.  Air  contrast  spot  film  of  mass. 


This  upper  GI  film  demonstrating  a 
polypoid  mass  in  the  antrum  plus  an 
air  contrast  spot  film  of  this  polypoid 
mass  were  taken  on  a 49  year  old  white  male 
who  approximately  3 months  prior  to  ad- 
mission began  noting  marked  fatigue,  weak- 
ness, and  a poor  appetite,  which  had  pro- 
gressively worsened.  In  retrospect,  he  felt 
that  he  had  tired  easily  for  over  one  year.  His 
admission  CBC  revealed  a hemoglobin  of 
5.4  grams  which  subsequent  further  studies 
indicated  to  be  due  to  pernicious  anemia. 


This  polypoid  mass  in  the  antrum  is  a car- 
cinoma of  the  stomach  which  at  surgery  was 
found  to  have  regional  lymph  node  metastases. 
The  point  to  be  made  is  the  relatively  fre- 


quent association  of  cancer  and  pernicious 
anemia. 

Patients  with  pernicious  anemia  have  an 
approximately  18  fold  increase  in  instance  of 
cancer  as  compared  with  the  general  popula- 
tion.' Autopsy  studies  on  patients  with 
pernicious  anemia  indicate  a 12%  incidence 
of  cancer  of  the  stomach.1 2 

Thus  anyone  having  a diagnosis  of  perni- 
cious anemia  should  routinely  have  a GI 
series.  The  incidence  of  pickup  at  the  time  of 
initial  diagnosis  seems  to  be  higher  than  at 
any  other  time.'  It  is  further  recommended 
that  these  people  have  yearly  upper  GI 
series  performed  in  an  effort  to  recognize 
newly  developing  lesions.  Some  people  ad- 
vocate alternating  upper  GI  series  and  gastric 
cytology  studies  every  6 months. 
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Pro-Banthine 

(propantheline  bromide 


Intragastric  photography  has  provided  a 
new  and  precise  method  of  measuring  the 
effectiveness  of  anticholinergic  drugs.  The 
transition  from  gastric  motor  activity  to  re- 
laxation seen  with  effective  doses  of  such 
drugs  takes  only  a few  seconds  and  is  easily 
demonstrated. 

The  importance  of  vagal  stimulation  of 
gastric  hyperacidity  and  hypermotility 
makes  such  measurements  particularly  im- 
portant in  evaluating  the  parasympatholytic 
effect  of  drugs  used  in  patients  with  peptic 
ulcer,  gastritis,  biliary  dyskinesia  and  other 
gastrointestinal  disorders. 

Pro-Banthlne  has  been  shown1  to  produce 
complete  gastric  motor  inactivity  with  doses 
of  6 to  8 mg.  intravenously.  Comparison 
tests  were  made  with  the  belladonna  frac- 
tion, atropine.  Measured  usual  dosage  unit 
versus  usual  dosage  unit,  Pro-Banthine  was 
more  than  four  times  as  effective  as  the 
belladonna  alkaloid. 

Indications:  Peptic  ulcer,  functional  hypermotility, 
irritable  colon,  pylorospasm  and  biliary  dyskinesia. 

Oral  Dosage:  Adequate  dosage  should  be  given  for 
optimal  results.  For  most  adult  patients  this  will  be 
four  to  six  15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tablets  four  to  six 
times  daily  may  be  required.  Pro-Banthine  (brand  of 
propantheline  bromide)  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  ampuls  of  30  mg. 

Side  Effects  and  Contraindications:  Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a curare- 
like action  may  occur.  Pro-Banthine  is  contraindi- 
cated in  patients  with  glaucoma,  severe  cardiac 
disease  and  prostatic  hypertrophy. 

I.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Cinegastro- 
scopic  Observations  on  the  Effect  of  Anticholinergic  and 
Related  Drugs  on  Gastric  and  Pyloric  Motor  Activity,  Amer. 

J.  Dig.  Dis.  10:506-513  (June)  1965. 
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Complete  gastric  relaxation  with  Pro-Banthlne.  As  this  intragastric  photo- 
graph demonstrates,  gastric  relaxation  is  attained  with  6 mg.  of 
Pro-Banthine  intravenously;  the  antrum  is  relaxed  and  the  pyloric  orifice 
remains  open.  Full  intravenous  doses  of  atropine  (4  mg.)  produce  no 
measurable  effect. 
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Research  in  the  Service  of  Medicine 


President’s  Page 

Section  19  of  the  Medicare  law  will  have  even 
greater  impact  on  the  practice  of  medicine  than  will 
section  18.  This  is  an  extension  of  Kerr-Mills  Bill  which 
took  care  of  most  of  the  hospitalization  for  medically 
indigent  people  65  and  over.  Section  19  calls  for  joint 
financing  between  state  and  federal  funds  and  will  pay 
for  hospitalization,  doctors’  fees,  prescriptions,  nursing 
home  care,  prostheses,  etc.  The  proportion  of  state  to 
federal  funds  varies  from  state  to  state.  Since  South 
Carolina  has  a low  per  capita  and  per  family  income 
federal  funds  will  constitute  most  of  the  total  amount. 
The  fund  pays  all  the  fees  for  medically  indigent  in 
South  Carolina.  At  present  that  refers  to  families  with  income  of  two  thousand  dollars  or  less. 
This  is  the  group  which  now  constitute  our  Staff  patients. 

This  phase  of  the  bill  may  be  implemented  at  any  time  and  several  of  the  larger  states, 
like  California,  Illinois,  Ohio,  and  New  York,  have  already  put  it  into  practice.  If  a state  does 
not  come  up  with  a proposal  suitable  to  the  department  of  HEW  by  1970  it  will  not  receive 
any  of  the  funds  like  Crippled  Children,  Heart,  Cancer,  etc.,  which  the  state  receives  now. 

At  a called  meeting  of  the  Council  of  the  South  Carolina  Medical  Association  in  March  it 
was  moved  that  a committee  with  three  members  each  of  the  S.  C.  Medical  Association,  the 
S.  C.  Hospital  Association,  and  the  S.  C.  Department  of  Public  Welfare  be  established.  This 
committee  will  work  toward  a plan  to  present  to  the  S.  C.  Legislature  as  well  as  to  the  depart- 
ment of  HEW. 

Fees  for  doctors  will  be  “reasonable”,  that  is  perhaps  in  line  with  the  present  Blue  Shield 
Schedule  and  not  the  “usual”  and  “customary”  fees  which  are  charged  now  for  private  patients. 

This  is  a step  in  the  right  direction  and  all  parties  involved  are  anxious  to  work  out  a 
feasible  plan. 


George  D.  Johnson,  M.  D. 
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Infant  Mortality 

Figures  on  infant  mortality  in  South  Caro- 
lina in  1964  point  up  some  interesting  facts. 

Our  total  death  rate  in  this  age  group,  under 
one  year,  was  30.5  per  1,000  live  births,  a 
very  considerable  decrease  from  the  figures 
of  not  many  years  back.  As  might  be  expected 
the  pre-natal  and  natal  periods  were  the  most 
dangerous,  and  roughly  60  percent  of  the 
deaths  occurred  from  conditions  developing 
or  recognized  at  that  time.  Gastrointestinal 
diseases,  long  a tremendous  threat  to  the 
infant  were  responsible  for  only  roughly  6 
percent  of  the  deaths,  while  epidemic  and 
other  communicable  diseases,  again  once  a 
major  factor  in  fatalities  in  early  life,  were 
responsible  in  less  than  one  percent  of  cases. 

Prematurity  was  responsible  for  about  15 
percent  of  all  the  deaths,  and  was  associated 
in  some  way  with  the  deaths  of  about  33  per- 
cent of  all  the  infants.  Almost  10  percent  of 
the  innocents  shuffled  off  their  mortal  coils 
without  medical  attention. 

The  implications  of  this  and  similar  reports 
have  led  to  a tremendous  amount  of  work 
aimed  at  the  areas  in  which  mortality  is  still 
apparently  unnecessarily  high.  The  goal  of  the 
irreducible  percentage  is  still  some  distance 
away. 


That  Expensive  Courtesy  Visit 

It  comes  to  mind  that  certain  of  our  medi- 
cal brethren  are  given  to  a practice  which 
scarcely  seems  fair  or  politic,  and  has  indeed 
given  rise  to  much  justified  complaint  or  silent 
discontent.  We  refer  to  the  situation  in  which 
the  physician  sends  a patient  to  a surgeon  or 
other  specialist  who  is  adequate  for  the  hos- 
pital care  of  the  current  situation.  The  patient 
remains  for  some  time  in  the  hospital  and  the 
original  physician  pays  daily  visits  which 
provide  no  more  than  perfunctory  inquiry  as 
to  the  patient’s  condition.  For  this  apparently 
friendly  interest  the  victim  is  charged  a daily 


fee  equivalent  to  that  for  a visit  at  which 
some  service  is  actually  rendered.  There  is 
little  wonder  that  he  is  puzzled  and  offended 
by  what  he  considers  to  be  an  unjust  charge, 
and  he  is  quite  correct  in  judging  that  such 
an  arrangement  falls  outside  the  bounds  of 
honest  medicine. 


The  Annual  Meeting 

The  118th  anniversary  meeting  of  the  South 
Carolina  Medical  Association  was  held  at 
Myrtle  Beach  on  May  10,  11,  and  12.  The 
weather  was  appropriately  and  variably  cool 
and  warm  and  the  session  of  the  House  of 
Delegates  was  even  warmer. 

A number  of  important  matters  were  dis- 
cussed at  length  and  significant  decisions  were 
made.  One  of  the  first  matters  concerned  the 
approval  of  direct  billing  by  physician  to  pa- 
tient in  matters  relating  to  Medicare  and 
insurance  claims  in  general.  The  wording  of 
the  resolution  of  the  previous  year  concerning 
non-participation  was  changed  so  that  the 
word  “desirable”  was  omitted  and  a substitute 
to  the  effect  that  non-participation  was  to  be 
considered  “ethical,  proper,  moral  and  legal” 
was  made;  its  application  was  still  left  entirely 
to  the  individual  physician. 

The  Hart  Bill  now  in  Congress  was  dis- 
approved as  being  unnecessary  and  Medicare 
was  again  condemned  as  a fallacious  and  un- 
desirable program. 

The  House  also  voted  against  the  compul- 
sory use  of  generic  names  for  drugs  used  under 
federal  programs.  The  resolution  from  Aiken 
County  that  insurance  fees  under  the  work- 
men’s compensation  plan  were  inadequate  and 
a recommendation  that  they  be  revised  to 
compare  with  “usual  and  customary  fees”  was 
referred  to  a special  committee  for  study. 
Separate  billings  by  radiologists  were  ap- 
proved. The  industrial  fee  schedule  also  came 
under  criticism  and  it  was  recommended  that 
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Dr.  William  Perry 
Chairman  of  Council 

a careful  study  be  made  with  a view  of  estab- 
lishing a relative  value  fee  schedule.  Dr. 
Harold  Jervey,  consultant  to  the  Industrial 
Commission,  pointed  out  that  South  Carolina 
fees  are  now  relatively  high.  A new  study  com- 
mittee to  which  Dr.  Jervey  was  to  be  attached 
was  requested. 

Certain  changes  in  the  by-laws  were 
adopted.  The  amendments  proposed  for  the 
constitution  were  left  on  the  table  to  be  con- 
sidered next  year.  The  major  changes  sug- 
gested in  the  by-laws  were  1 ) that  members 
on  active  duty  in  time  of  war  should  be 
exempt  from  Association  dues  2)  that  special 
sessions  of  the  Association  or  the  House  might 
be  called  upon  request  of  Council  or  25  dele- 
gates representing  ten  component  societies  3) 
that  nominations  for  the  office  of  councillor 
shall  be  made  by  the  delegates  of  the  counties 
comprising  the  appropriate  district  and  that 
election  should  be  by  the  House  4)  that  the 
annual  dues  of  the  Association  be  raised  to 
$45,  of  which  $3  would  represent  subscription 
to  the  Journal  and  $5  should  be  set  aside  for 
the  permanent  building  program.  (These 
amendments  will  be  shown  in  a more  complete 
form  elsewhere  in  the  Journal.) 

The  proposal  to  limit  the  number  of  past 
presidents  entitled  to  membership  in  the 
House  of  Delegates  was  not  passed. 

One  of  the  major  questions  of  interest  was 
whether  Blue  Shield  should  be  directed  to 
withdraw  from  its  position  as  carrier  for 
Part  B of  Medicare.  This  question  was  warmly 
and  oratorically  debated  but  the  resolution 
failed  to  pass. 


Blue  Cross-Blue  Shield  was  urged  to  con- 
tinue to  provide  suitable  policies  for  persons 
over  65.  The  Individual  Responsibility  Pro- 
gram was  endorsed  with  enthusiasm.  The  co- 
operation of  the  members  in  returning  to  Blue 
Shield  the  questionnaire  concerning  customary 
fees  was  earnestly  requested  and  urged. 

The  amendment  indicating  reorganization 
of  the  structure  of  the  committee  system  of  the 
Association  was  adopted  and  will  go  into 
effect  immediately. 

Officers  were  elected  as  follows: 

President— Ceorge  Dean  Johnson,  Spartan- 
burg 

President-Elect— Norman  O.  Eaddy,  Sumter 
Vice  President— John  Hawk,  Charleston 
Secretary— Ben  Miller,  Columbia 
Treasurer— Howard  Stokes,  Florence 
Delegate  to  the  AMA— George  D.  Johnson, 
Spartanburg 

Alternate  Delegate  to  the  AMA— Tom 
Parker,  Greenville 

Councillor,  1st  District— Clay  Evatt,  Charles- 
ton 

Councillor,  4th  District— J.  P.  Booker,  Wal- 
halla 

Councillor,  7th  District— Michael  Holmes, 
Conway 

Mediation  Committee— 1st  District— S.  C. 
Black,  Dillon 

Mediation  Committee,  4th  District— Don 
Kilgore,  Greenville 

Mediation  Committee,  7th  District— T.  M. 
Davis,  Manning 

Legislative  Committee— M.  T.  Lafittc,  Co- 
lumbia; Hugh  Wells,  Seneca 
Emergency  Medical  Care  Committee— Gil- 
bert Bradham,  Charleston 
Medical  Examiners  — W.  O.  Whetsell, 
Orangeburg;  Charles  Wyatt,  Greenville 
Hospital  Advisory  Committee— Ralph  Baker, 
Sumter 

Benevolence  Committee  — Ripon  LaRoche, 
Camden 

Chairman  of  Council  — William  Perry, 
Chesterfield 

Vice-Chairman  of  Council— Martin  Teague, 
Laurens 

Clerk  of  Council— M.  Holmes,  Kingstree 


248 


The  Journal  of  the  South  Carolina  Medical  Association 


Dr.  Norman  Eaddy,  President-Elect 

After  long  membership  in  our  Association 
and  six  years  of  service  on  our  Council,  in- 
cluding the  chairmanship  for  the  last  four,  Dr. 
Norman  O.  Eaddy  of  Sumter  has  been  named 
president-elect  of  the  South  Carolina  Medical 
Association. 

Dr.  Eaddy,  whose  father  was  a doctor,  is  a 
specialist  in  diseases  of  the  eye,  ear,  nose  and 
throat.  After  attending  the  University  of  North 
Carolina  and  the  College  of  Charleston,  he 
graduated  from  the  Medical  College  of  South 
Carolina  in  1931,  served  a year’s  internship 
and  then  went  into  general  practice  for  three 
years,  after  which  he  took  postgraduate  train- 
ing to  qualify  him  for  his  chosen  specialty.  He 
served  four  years  in  the  Korean  War.  He  is  a 
diplomate  of  the  American  Board  of  Ophthal- 
mology and  member  of  a number  of  profes- 
sional societies,  including  the  South  Carolina 
Society  of  Ophthalmology  and  Otolaryn- 
gology. 

Dr.  Eaddy  married  Dorothy  Elizabeth 
Compton  of  Sumter  and  has  three  children. 


A VALEDICTORY 

Julian  P.  Price,  M.  D. 
Florence,  S.  C. 


Little  did  I realize  when  1 became  a mem- 
ber of  this  organization  thirty-eight  years  ago, 
what  a prominent  part  it  would  play  in  my 
life.  It  has  afforded  me  the  opportunity  of 
serving  in  various  capacities— as  a member  of 
this  I louse  of  Delegates,  as  Councilor  from  the 
sixth  district,  as  Secretary-Treasurer  of  the 
Association,  as  Editor  of  the  Journal,  as  a 
Delegate  to  the  American  Medical  Associa- 
tion, and  finally  as  President.  It  has  been  a 
wonderfid  experience,  it  has  given  me  the 
chance  to  know  and  to  form  friendships  with 
so  many  of  our  members— and  for  all  this  I 
am  profoundly  grateful. 

As  I deliver  my  valedictory  and  take  my 
place  on  the  shelf— as  a has-been  or  as  an  elder 


statesman,  depending  upon  whether  a friend 
or  foe  is  looking  at  me— I would  like  to  present 
some  personal  observations  on  the  changes 
which  have  taken  place  in  the  past  third  of  a 
century  and  to  note  the  effects  which  they 
have  had  on  members  of  our  profession. 

The  last  three  and  a half  decades  have  seen 
a revolution  in  the  diagnosis  and  treatment  of 
disease.  The  young  medical  student  of  today 
accepts  as  commonplace  that  knowledge  for 
which  the  professor  of  yesterday  yearned. 
Medical  schools  have  changed  their  concepts 
and  methods  of  teaching  and  continue  to 
experiment  with  new  curricula  and  techniques. 
An  increasing  number  of  men  from  scientific 
fields  closely  allied  to  medicine  now  serve  as 
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instructors  in  preclinical  subjects.  Physicians 
in  practice  care  for  their  patients  in  well 
equipped  offices  and  rare  is  the  occasion  on 
which  they  pay  a house-call.  Hospitals  have 
increased  in  number  and  quality.  The  opera- 
tion of  hospitals  has  become  a specialized 
business  and  is  entrusted  to  trained  adminis- 
trators. Professional  nurses  are  becoming  more 
highly  educated  and  their  work  is  largely  ad- 
ministrative and  educational,  leaving  the  bed- 
side care  of  the  patient  to  the  practical  nurse 
and  nurses’  aide.  Technicians,  trained  in  their 
particular  tasks,  are  serving  in  hospital  lab- 
oratories, operating  rooms,  x-ray  departments, 
and  delivery  rooms.  Public  health  workers 
have  expanded  their  activities  in  the  fields  of 
preventive  medicine  and  public  education. 
Medical  research  is  the  order  of  the  day  and  in 
many  teaching  institutions  appears  to  be  of 
more  concern  to  the  medical  staff  than  does 
the  instruction  of  the  interns  and  residents.  All 
of  this  has  increased  the  membership  of  the 
so-called  medical  team  until  today  only  one 
out  of  every  ten  members  on  that  team  is  a 
physician. 

An  entirely  new  industry  has  been  de- 
veloped and  is  now  playing  a vital  role  in  the 
care  of  the  sick— the  health  insurance  industry. 
Blue  Cross,  Blue  Shield,  and  commercial 
health  insurance  companies  now  touch  the 
lives  and  pocketbooks  of  some  two  thirds  of 
our  population. 

The  federal  government  has  assumed  a 
larger  and  larger  role  in  the  field  of  medicine. 
It  has  helped  to  build  hospitals  in  all  parts  of 
the  country.  It  has  given  aid  to  states  in  carry- 
ing on  activities  in  special  fields.  It  has  paid 
for  the  immunization  of  millions  of  children. 
It  has  rendered  assistance  to  states  in  caring 
for  those  on  welfare  rolls.  Through  research 
grants  it  has  subsidized  much  of  the  expense 
of  operating  medical  schools.  More  recently 
the  government  has  instituted  the  Medicare 
program  for  those  over  sixty-five  years  of  age. 

What  effect  have  all  these  changes  had 
upon  the  doctor  of  medicine?  What  can  we 
say  of  the  physician  of  today  as  we  compare 
him  with  the  man  who  began  his  practice 
thirty-five  years  ago? 

The  physician  of  today  is  better  educated. 


In  addition  to  the  basic  four  year  training  he 
has  had  and  continues  to  have  more  post- 
graduate training.  Much  of  this  is  due  to  his 
desire  to  specialize  and  to  qualify  for  his 
specialty  boards.  (This  has  brought  about  a 
sharp  reduction  in  the  relative  number  of 
general  practitioners  and  this  has  been  par- 
ticularly evident  in  South  Carolina.) 

In  his  well  equipped  office  the  physician  of 
today  is  able  to  see  many  more  patients  than 
did  his  older  colleague  and  to  give  more 
efficient  service.  The  trend  of  the  times  has 
made  him  much  more  conscious  of  the  legal 
implications  of  his  work.  The  financial  affairs 
of  his  office  are  run  according  to  business 
standards  and  in  many  instances  he  has  a 
business  consultant.  In  his  hospital  work  he 
relies  more  heavily  on  the  clinical  laboratory, 
the  radiologist  and  the  pathologist  than  did 
his  older  colleague. 

The  physician  of  today  is  finding  it  hard 
to  accept  his  new  position  on  the  medical 
team.  A rugged  individualist,  he  has  long  con- 
sidered himself  the  center  of  his  little  medi- 
cal world  and  he  cannot  seem  to  realize  that 
the  ninety  percent  of  the  team  who  are  not 
physicians  are  also  vitally  concerned  with 
medical  care  must  be  given  a voice.  All  too 
frequently  the  physician  becomes  critical  and 
intolerant  of  the  opinions  and  activities  of 
other  individuals  — individuals  who  may  be 
just  as  sincere  and  intelligent  and  honest  in 
their  thinking  as  he  is.  It  is  easy  to  understand 
why  friction  develops  and  tempers  flare. 

He  is  also  finding  it  increasingly  difficult  to 
adapt  himself  to  a changing  world.  He  can 
accept  what  is  happening  in  the  broad  fields 
of  science  and  education  but  is  disturbed 
deeply  at  what  he  sees  in  the  realms  of  social 
economics  and  political  activity.  The  gradual 
building  of  a welfare  state,  the  encroachment 
of  the  federal  government  upon  the  life  and 
activities  of  the  people,  the  growing  demand 
on  the  part  of  individuals  and  communities  for 
subsidies  and  handouts  at  the  expense  of  local 
initiative  and  personal  responsibility,  the 
strange  philosophy  which  insists  that  the 
greater  the  national  debt  the  greater  the  na- 
tional prosperity— all  of  these  are  inimical  to 
his  reason  and  to  his  training.  His  spirit  is 
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troubled  as  he  tries  to  determine  the  position 
which  he,  as  a physician  and  a citizen,  should 
take  in  the  world  of  today. 

Finally,  the  doctor  of  medicine  is  more 
severely  criticized  today  than  was  his  col- 
league of  the  last  generation.  He  has  become 
the  whipping  boy  of  many  politicians  and 
commentators.  He  is  pictured  as  being  more 
anxious  to  get  his  fee  than  he  is  to  render  a 
service.  He  is  accused  of  running  a business 
and  not  practicing  a profession.  Public  opinion 
polls  show  that  the  individual  physician  is  still 
highly  respected.  The  smear  campaign  has  had 
its  effect  and  the  image  of  the  profession  has 
been  harmed. 


What  has  been  the  effect  of  all  these 
changes  upon  the  physician  of  today?  As  I 
have  watched  him  over  the  years  I am  con- 
vinced that  he  is  still  carrying  on  the  traditions 
of  the  profession.  Quietly  he  goes  about  his 
work,  providing  for  those  who  come  to  him 
for  care.  He  is  ethical,  hardworking,  and  ready 
to  serve  his  patient— even  beyond  the  call  of 
duty.  He  has  been  and  still  is  a member  of  an 
honored  profession,  and  I,  for  one,  am  proud 
to  call  him  my  colleague. 

Address  made  at  the  Annual  Meeting  of  the  South 
Carolina  Medical  Association  at  Myrtle  Beach  on 
Tuesday,  May  10. 


Dr.  John  C.  Hawk,  Jr. — Vice-President 
Dr.  John  Hawk  of  Charleston  was  elected 
vice-president  of  the  Association  at  the  recent 
Annual  Meeting  at  Myrtle  Beach. 

Bom  in  Virginia,  Dr.  Hawk  spent  his  early 


years  in  China  and  returned  to  his  native  state 
to  graduate  BA,  BS  at  Emory  and  Henry  Col- 
lege and  MD  at  the  University  of  Virginia 
(1942).  After  a year  of  internship  he  spent 
three  years  in  the  Army  in  the  CBI  Theater, 
then  went  back  to  Virginia  as  fellow  in  path- 
ology at  the  University  and  assistant  resident 
in  surgery.  After  a fellowship  at  the  Memorial 
Hospital  in  New  York,  he  completed  his  sur- 
gical chief  residency  at  his  alma  mater.  He  is 
a diplomate  of  the  American  Board  of  Surgery. 

Since  1951  Dr.  Hawk  has  been  Director  of 
the  Cancer  Clinic  of  the  Medical  College  of 
South  Carolina  and  since  1956  he  has  been 
associate  professor  of  surgery.  He  is  now  presi- 
dent of  the  Charleston  County  Medical  So- 
ciety and  holds  membership  in  many  profes- 
sional societies.  He  has  written  a number  of 
scientific  papers.  He  is  a member  of  the  Steer- 
ing Committee  of  the  Congress  of  County 
Medical  Societies. 

He  is  an  elder  of  the  First  (Scots)  Presby- 
terian Church,  member  of  the  school  board  of 
Charleston,  and  member  of  the  Greater 
Charleston  Chamber  of  Commerce.  He  is  mar- 
ried to  Nancy  Dinwiddie  of  Charlottesville 
and  has  nine  children. 

Dr.  Hawk  brings  proven  ability  and  en- 
thusiasm in  the  interests  of  medicine  to  his 
new  office. 
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LEGAL  CONSENT  FOR  TREATMENT 


by  William  F.  Fairey,  LLB,  M.D. 
Greenville,  S.  C. 


There  is  a basic  concept  of  our  law  that  the  pa- 
tient’s body  is  his  own  and  that  it  cannot  be  manually 
or  medically  appropriated  without  his  consent,  i.e., 
no  matter  how  much  a patient  may  need  treatment,  he 
has  a legally  enforceable  right  to  refuse  it.  The  doctor 
who  treats  a patient  without  consent  is  guilty  of  a 
technical  assault  and  battery.  Inherent  within  the 
consent  must  be  the  patient’s  capability  of  giving 
consent,  that  the  patient  is  of  legal  age,  is  conscious 
and  is  of  sound  mind. 

The  majority  of  the  courts  in  our  land  today  pro- 
vide that  in  order  for  a consent  to  be  valid,  it  must 
be  an  informed  consent,  i.e.,  that  the  patient  is  to 
be  so  informed  in  a specific  way  that  he  is  cognizant 
of  all  risks  involved  and  is  given  the  opportunity  to 
choose  which  of  any  number  of  alternative  methods 
are  to  be  utilized  in  his  case. 

The  minority  view,  and  at  present  the  judicial 
trend,  is  that  the  method  of  approach  to  a given 
medical  problem  is  a matter  of  professional  judgment 
and  cannot  be  left  to  the  patient’s  discretion  except  in 
a broad  and  general  way.  These  courts,  in  so  holding, 
state  that  it  is  needlessly  confusing  and  detrimental 
psychologically  to  expose  the  patient  to  all  of  the 
options  available. 

An  extreme  application  of  the  informed  consent 
rule  was  resorted  to  in  a case  involving  a hip  repair 
by  an  orthopedist  where  consent  for  operation  was 
obtained,  but,  the  plaintiff  alleged  and  the  court 
supported  her  contention,  that  since  she  was  not 
given  an  opportunity  to  choose  which  one  (of  thirty 
different  combinations)  type  of  operation  was  best 
for  her  specific  case,  she  could  not  give  an  informed 
consent. 

In  another  more  appropriate  application  of  this 
rule,  an  elderly  man  consented  to  a transurethral 
prostate  resection.  In  the  course  of  the  operation  his 
spermatic  cords  were  severed  to  minimize  the  risk  of 
infection,  which  was  the  usual  procedure  in  this 
operation  on  a man  of  his  age.  The  Minnesota 
Supreme  Court  held  that  the  patient  should  have  been 
informed  of  the  alternatives  before  the  operation  and 
should  have  been  given  the  opportunity  to  choose 
between  sterility  and  the  risk  of  infection. 

Understandably  these  decisions  have  given  rise  to 


great  concern  among  doctors  as  to  how  much  in- 
formation they  must  give  a patient  in  order  to  avoid 
the  risk  of  liability  for  unauthorized  treatment.  This 
proposition  has  not  been  specifically  determined  by 
our  South  Carolina  Courts.  Whether  denominated 
“informed  consent”  or  by  some  other  term,  the  South 
Carolina  courts  in  conformity  with  their  holdings  in 
regard  to  consent  in  general  would  very  likely  apply 
the  reasonable  rules  as  applied  by  some  other 
jurisdictions,  to  wit: 

( 1 ) The  physician  owes  a duty  to  his  patient  to 
make  a reasonable  disclosure  of  all  significant  factors 
under  the  circumstances  of  the  situation  at  the  time 
by  giving  the  patient  the  benefit  of  major  risks  and 
major  alternatives  but  to  reserve  specific  methods  of 
procedure  to  the  discretion  of  the  doctor; 

(2)  The  duty  of  the  physician  to  disclose  is 
limited  to  those  disclosures  which  a reasonable  medi- 
cal practitioner  in  that  community  would  make  under 
the  same  or  similar  circumstances. 

However,  the  form  of  the  consent  is  useless  if  the 
consent  form  is  not  in  order.  Verbal  consent  is  danger- 
ous because  it  is  vulnerable  to  misinterpretation  and 
flexible  to  the  whims  of  the  unconscionable  patient. 
Consent  forms  broadly  stated  leave  the  problem  of 
proof  just  where  it  would  be  if  no  consent  form  had 
been  signed.  A blanket  consent  form  may  protect  the 
hospital,  therefore,  such  forms  placed  on  hospital 
records  are  usually  sufficient  for  the  purpose  for 
which  they  were  initiated,  i.e.,  to  cover  routine  hos- 
pital care  by  hospital  employees  (i.e.  to  protect  the 
hospital),  but  this  is  no  protection  to  the  surgeon.  In 
order  to  protect  the  physician,  the  following  form  is 
recommended: 


Consent  to  Operation,  Anesthetics,  and  Other 
Medical  Services 


A.M. 

Date..  Time.—  P.M. 

1.  I authorize  the  performance  upon  

of  the  following 

( myself  or  name  of  patient ) 

operation  , to 

( State  nature  and  extent  of  operation ) 
be  performed  under  the  direction  of  Dr. 
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2.  I consent  to  the  performance  of  operations  and 
procedures  in  addition  to  or  different  from  those  now 
contemplated,  whether  or  not  arising  from  presently 
unforeseen  conditions,  which  the  above-named  doctor 
or  his  associates  or  assistants  may  consider  necessary 
or  advisable  in  the  course  of  the  operation. 

3.  I consent  to  the  administration  of  such  anes- 

thetics as  may  be  considered  necessary  or  advisable 
by  the  physician  responsible  for  this  service,  with  the 
exception  of  

( State  “none,”  “spinal  anesthesia,”  etc. ) 

4.  I consent  to  the  disposal  by  hospital  authorities 
of  any  tissues  or  parts  which  may  be  removed. 

5.  The  nature  and  purpose  of  the  operation,  pos- 
sible alternative  methods  of  treatment,  the  risks  in- 
volved, and  the  possibility  of  complications  have 
been  fully  explained  to  me.  No  guarantee  or  assurance 
has  been  given  by  anyone  as  to  the  results  that  may 
be  obtained. 

Signed 

( Patient  or  person  authorized 
to  consent  for  patient) 

Witness 7 

This  form  should  be  signed  by  the  patient  provided 
he  is  21  years  or  older,  or  if  under  21  years  old  is 


married  or  emancipated.  Emancipation  is  interpreted 
as  self-supporting  and  not  under  the  care  and  con- 
trol of  his  parents  or  guardian.  If  the  patient  is  a 
minor  and  not  emancipated,  the  form  is  to  be  signed 
by  the  parent  or  guardian,  similarly  with  an  in- 
competent. in  which  case  a committee  consents. 
Generally  the  spouse  is  not  required  to  sign.  How- 
ever, in  borderline  circumstances  all  potentially 
relevant  signatures  should  be  obtained  if  readily 
available,  including  that  of  the  spouse. 

An  emergency  situation  is  an  exception  to  any 
consent  rule.  The  law  condones  the  physician’s  treat- 
ment in  an  emergency  by  not  requiring  permission  of 
the  next  of  kin,  whose  consent  becomes  moot  in  this 
situation.  Even  here,  however,  if  consent  is  available, 
it  is  to  be  obtained. 

In  summary,  ordinarily  a physician  is  not  respon- 
sible for  injury  to  a patient  unless  the  patient  can 
prove  that  the  doctor  was  negligent  and  such 
negligence  led  to  the  plaintiff’s  injury.  However, 
where  there  is  no  valid  consent,  the  physician  be- 
comes the  guarantor  of  results  wherein  any  injury  or 
complication  to  the  patient  is  recoverable  in  damages. 
It  behooves  the  physician  therefore,  to  obtain  the 
specific  consent  in  writing,  from  the  proper  parties 
with  witnesses  to  the  signed  consent. 
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REPORT  OF  MEDICAL  ADVISORY 
COMMITTEE  TO  SELECTIVE  SERVICE 

There  were  two  calls  for  Doctors  by  Selective 
Service  during  the  past  year,  and  another  has  just 
been  received.  Call  #36  issued  February  25,  1965 
was  for  25  Doctors  to  report  during  July  1965.  This 
was  filled.  Your  Medical  Advisory  Committee  made 
recommendations  on  several  of  these  men.  The  call 
was  largely  filled  by  graduating  Interns. 

. Call  #37  was  for  13  men.  It  was  issued  in  Septem- 
ber for  the  Doctors  to  report  in  January  and  February 
1966.  Your  Committee  made  recommendations  on 
approximately  38  Doctors  subject  to  this  call.  Of  these, 
four  were  declared  essential. 

There  is  a present  call  for  25  men  from  South 
Carolina.  This  will  go  out  shortly  for  reporting  in 
July  and  August  probably.  The  order  of  priority  for 
this  call  is  a little  different  from  previous  ones  and 
according  to  State  Selective  Service  Headquarters  is 
as  follows: 

First:  Graduating  Interns  between  ages  19  to  26- 
single— oldest  first 

Second:  Graduating  Interns  between  ages  19  to  26— 
married— oldest  first 

Third:  Those  over  26  and  not  yet  35— youngest  first, 
regardless  of  whether  single  or  married. 

It  is  anticipated  that  there  will  not  be  enough 
graduating  Interns  to  fill  the  call  and  that  it  will  be 


necessary  to  dip  into  those  beyond  the  Intern  ranks. 

Your  Committee  had  two  State-wide  meetings  with 
State  Selective  Service  officials  present  at  both  meet- 
ings. The  full  meetings  of  the  Committee  passed  on 
most  of  the  cases  up  for  consideration.  In  the  case  of 
individual  requests  for  deferment,  your  Committee 
Chairman  referred  the  case  to  the  Committee  Member 
covering  the  county  in  which  the  Doctor  was  regis- 
tered. He  investigated  the  case  and  made  his  recom- 
mendation. This  information  was  forwarded  to  the 
other  members  of  the  Committee  for  their  opinions. 
The  majority  opinion  of  the  Committee  was  forwarded 
to  State  Selective  Service  as  the  recommendation  of 
the  Committee. 

Your  Committee  has  received  requests  for  informa- 
tion and  requests  for  deferment  for  some  Doctors 
from  various  grades  of  politicians  and  a few  Doctors. 
We  have  answered  all  requests  for  information,  and 
have  taken  in  consideration  all  information  furnished 
us  in  making  our  decisions.  Information  we  wel- 
comed—pressure  we  ignored.  Your  Committee  con- 
scientiously considered  each  case  presented  to  it,  tak- 
ing into  consideration  the  needs  of  the  armed  forces 
and  the  needs  of  the  communities.  We  work  on  the 
assumption  that  the  armed  forces  would  not  call  the 
Doctors  if  they  were  not  needed  to  minister  to  the 
needs  of  our  soldiers.  We  ask  your  cooperation  in  a 
difficult  task. 

Frank  C.  Owens,  M.  D..  Chairman 
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Health  Service  Held  Seminar  April  29 

Wallace  Thomson  Hospital  was  host  to  the  South 
Carolina  Community  Disaster  Health  Service  Seminar 
April  29. 

Topics  on  the  program  were  the  Union  County 
Civil  Defense  organization;  medical  care  in  emer- 
gencies and  the  importance  of  sorting;  the  role  of  the 
dentists  in  time  of  disaster;  emergency  childbirth; 
environmental  sanitation  in  time  of  disaster;  com- 
munity hospital  administration  in  support  of  emer- 
gency medical  care. 

Participating  on  the  program  were  Dr.  Boyd  L. 
Hames  and  Dr.  F.  P.  Owings  of  the  hospital  staff 
and  Dr.  Gilbert  B.  Bradham. 


Dr.  Kuritz  To  VA  Hospital 

Dr.  Albert  B.  Knritz  has  been  named  chief  of  staff 
of  the  Charleston  Veterans  Administration  Hospital. 

Dr.  Kuritz  will  succeed  Dr.  W.  E.  Crowell  Taylor. 

He  is  currently  in  chief  of  staff  training  at  a 500- 
bed  VA  hospital  in  Oklahoma  City. 

Dr.  Kuritz,  a native  of  Wisconsin,  has  served  as 
clinical  professor  in  surgery  in  medical  schools  for  15 
years  and  has  17  years  experience  as  a chief  of 
surgery  in  the  Veterans  Administration. 

The  52-year-old  doctor  received  his  B.A.  degree 
from  the  University  of  Wisconsin  and  his  M.D.  de- 
gree from  the  University  of  Wisconsin  School  of 
Medicine.  He  interned  at  St.  Louis  City  Hospital  and 
served  his  surgery  residency  at  St.  Louis  County 
Hospital. 

Dr.  Kuritz  served  two  years  in  the  U.  S.  Navy 
during  World  War  II. 


Safety  Group  Being-  Planned 

A Medical  Advisory  Committee  to  the  State  High- 
way Department  is  in  the  making. 

In  the  keynote  address  at  the  start  of  a five-day 
course  in  “principles  and  application  of  accidental 
injury  prevention,”  Dr.  1 1 ilia  Sheriff  of  the  State 
Board  of  Health  said  the  committee  has  the  approval 
of  the  board  of  health’s  executive  committee,  the 
South  Carolina  Medical  Association  and  the  Highway 
Department. 


The  short  course  at  the  Medical  College  of  South 
Carolina  on  accident  prevention  was  attended 
by  33  public  health  officers,  nurses,  sanitarians  and 
health  educators  from  Alabama,  Florida,  Georgia, 
South  Carolina  and  Tennessee. 


Medical  ETV 

Summer  Schedule 

Re-runs  of  previous  programs— on  the  first  and 
third  Thursday  of  each  month— 8:00-9:00  P.M.  over 
the  ETV  Network  and  Channel  7 in  Charleston, 
Channel  29  in  Greenville: 

July  7— Care  of  the  Dying. 

Drs.  John  Hawk  and  George  Durst,  Medical  Col- 
lege of  S.  C. 

Reverend  James  Stirling,  Columbia,  S.  C. 

July  21— Angina  Pectoris. 

Dr.  Hilmon  Castle,  University  of  Utah 
Dr.  Campbell  Moses,  University  of  Pittsburgh 
Dr.  George  Robertson,  Tufts  Medical  School, 

Boston 

August  4— Suicide. 

Drs.  George  Orvin  and  Ramsey  Mellette,  Medical 
College  of  S.  C. 

Reverend  Edwin  C.  Coleman,  St.  Michaels  Church, 
Charleston,  S.  C. 

August  18— The  Tranquilizers. 

Dr.  Arthur  J.  Prange.  Jr.,  Assoc.  Professor  of  Psy- 
chiatry, University  of  North  Carolina 
Dr.  William  3’.  Hendrix,  Spartanburg,  S.  C. 

Dr.  William  C.  Miller,  Department  of  Psychiatry, 
Medical  College  of  S.  C. 


New  Members,  SCMA 


Dr.  J.  Ernest  Latham 

Dr.  Wm.  McG.  Woodward 

Greenville 

Charleston 

Dr.  J.  Keith  Blincow 

Dr.  Frances  P.  Woodward 

Greenville 

Charleston 

Dr.  James  C.  Hughes 

Dr.  Gerald  M.  Rittenberg 

Conway 

Charleston 

Dr.  C.  W.  Johnson,  Jr. 

Dr.  Wm  M.  Rambo 

Conway 

Charleston 

Dr.  Frankie  F.  Johnson 

Dr.  Curtis  P.  Artz 

Conway 

Charleston 

Dr.  Richard  K.  Rowe 

Dr.  Z.  L.  Agardy 

Loris 

Greenwood 

Dr.  James  G.  Tippins,  Jr. 

Dr.  John  D.  Compton 

Myrtle  Beach 

Greenwood 

Dr.  Nichols  F.  Atria 

Dr.  Kenneth  J.  Parham 

Columbia 

Greenwood 

Dr.  Adrian  D.  Duffy 

Dr.  Wm.  G.  Roche 

Columbia 

Greenwood 

Dr.  Thomas  G.  Faison 

Dr.  I.  M.  Tompkins 

Columbia 

Greenwood 

Dr.  Walter  Kochanski 

Dr.  Claude  L.  Murray 

Columbia 

Florence 

Dr.  Glenn  W.  Kindt 

Dr.  John  Morales 

Charleston 

Columbia 

Dr.  Grady  H.  Hendrix 

Dr.  Dail  W.  Longaker 

Charleston 

Columbia 
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Dr.  John  Scott  Miller.  Jr. 
Anderson 

Dr.  J.  Philip  Noury 
Anderson 

Dr.  Thomas  A.  Codings 
Anderson 

Dr.  W.  Stanford  James 
Orangeburg 


DOCTORS  IN  THE  NEWS 

Dr.  Dale  Groom,  associate  professor  of  medi- 
cine and  director  of  postgraduate  education  at  the 
Medical  College  of  South  Carolina,  has  been  ap- 
pointed a national  consultant  in  cardiology  to  the 
surgeon  general  of  the  U.  S.  Air  Force  ....  Dr. 
K.  M.  Waggett  of  Belton  has  accepted  a position 
with  the  South  Carolina  Department  of  Mental 
Health  in  Columbia.  He  has  practiced  in  Belton 
for  15  years  ....  Dr.  Thomas  A.  Codings  of 
Anderson  and  Dr.  Walter  Hart  of  Florence  have 
been  appointed  Regional  Medical  Consultants  for 
the  Office  of  Economic  Opportunity  in  Washing- 
ton ....  Dr.  T.  D.  Dotterer  has  discontinued  his 
pediatric  practice  and  has  taken  a fulltime  posi- 
tion at  Pineland  ....  Dr.  Clarence  W.  Legerton 
has  been  named  an  associate  professor  of  medicine 
at  the  Medical  College  of  South  Carolina 
effective  July  1 and  will  give  up  his  private  prac- 
tice ....  Dr.  A.  R.  Nicholson  of  Edgefield  ob- 
served his  eightieth  birthday  and  his  fifty-seventh 
year  of  practice.  Dr.  Nicholson  graduated  from 
Wofford  College  and  from  the  University  of 
Louisville  School  of  Medicine  in  1909  ....  Dr. 
Theodore  M.  Davis  was  saluted  for  his  many 
achievements  in  urology  and  medicine  by  the 
Daily  Mail  of  Anderson  ....  Dr.  John  W.  Blanton, 
Jr.  has  been  named  medical  director  of  the  South 
Carolina  Retarded  Children’s  Habilitation  Center. 
Dr.  Blanton,  a chief  resident  in  psychiatry  at  the 
Medical  College  of  South  Carolina,  will  assume 
his  duties  July  1.  A native  of  Cowpens,  he  is  a 
1952  graduate  of  the  Medical  College  and  was  in 
general  practice  in  Spartanburg  from  1953-63. 

Dr.  John  C.  Hawk  and  Dr.  Robert  F.  Hagerty 
recently  resigned  from  the  full-time  faculty  of 
the  Medical  College  of  South  Carolina.  They  have 
received  appointments  as  associate  clinical  profes- 
sors ....  Dr.  Richard  H.  Gadsden  was  elected 
president  of  the  South  Carolina  Academy  of 
Science  for  1966-67  at  the  annual  meeting  of  the 
Academy  held  April  22-23  at  Presbyterian  Col- 
lege. For  the  past  year  Dr.  Gadsden  has  served  as 
president-elect  and  program  chairman  of  the 
Academy  ....  Dr.  .1.  R.  Paul  of  the  Medical  Col- 
lege of  South  Carolina  will  be  on  a two-year 
leave  of  absence  during  which  time  he  will  serve 
as  professor  of  pediatrics  and  Director  of  the 
University  Affiliated  Center  for  Mental  Retarda- 
tion at  Georgetown  University. 


Dr.  Fishburne  Retires 


On  April  18  Dr.  W.  Kershaw  Fishburne  retired 
after  62  years  of  unbroken  service  to  the  people  of 
Berkeley  County.  Thirty-six  of  these  years  have  been 
spent  as  Public  Health  Officer  for  Berkeley  County. 
This  day  of  retirement  was  also  his  eighty-sixth  birth- 
day. 

Dr.  Fishburne  was  born  in  Walterboro  on  April  18, 
1880.  He  was  graduated  from  Porter  Military  Acad- 
emy in  Charleston,  after  which  he  entered  the  Medical 
College  of  South  Carolina. 

He  then  began  an  arduous  practice  in  Berkeley 
County,  residing  at  Pinopolis. 

During  World  War  I physical  disability  prevented 
him  from  entering  the  military  service  as  a volunteer. 
He  was,  however,  named  chairman  of  the  Draft  Board 
and  also  Medical  Examiner  for  the  Board.  At  this 
time,  he  was  also  on  the  staff  of  Governor  Richard 
I.  Manning.  In  World  War  II,  he  again  filled  these 
positions,  serving  the  draft  board. 

Dr.  Fisburne  was  almost  entirely  responsible  for  the 
building  of  the  Monek’s  Corner  Hospital  and  obtained 
large  contributions  from  some  of  the  plantation  owners 
of  the  county.  Similarly  he  was  instrumental  in  secur- 
ing the  Berkeley  County  Library. 

Dr.  Fishburne  became  Medical  Director  for  the 
Berkeley  County  Health  Department  in  1930.  Start- 
ing with  one  nurse  and  one  small  room  as  the  head- 
quarters for  operation,  the  work  grew  by  leaps  and 
bounds  and  the  department  soon  outgrew  its  cramped 
facilities. 

During  his  sixty-two  years  in  Berkeley,  Dr.  Fish- 
burne served  the  school  Board  of  Education,  The 
Library  Board,  Vestryman  at  Trinity  Episcopal 
Church.  Pinopolis,  and  many  other  positions  too 
numerous  to  mention. 

He  is  an  avid  sportsman  and  greatly  interested  in 
all  the  athletic  activities  of  the  county.  Though  now 
retiring.  Dr.  Fishburne  can  look  back  over  sixty-two 
full  years  of  service  to  his  fellow-man,  whom  he  has 
served  so  faithfully. 

This  service  has  always  been,  and  will  continue  to 
lie,  the  love  and  motivation  of  his  life. 


Dr.  Alexander  L.  Kolibac 
Columbia 

Dr.  Ramon  A.  Vigil 

Columbia 

Dr.  R.  B.  Thomas 

Columbia 
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A VETERANS  HOSPITAL 
A NEW  ARRIVAL  IN  OLD 
CHARLESTON 

At  a formal  dedication  and  commissioning  ceremony 
on  May  13.  1966,  the  new  and  imposing  $13  million, 
five-story,  498-bed  Charleston  Veterans  Administra- 
tion Hospital  is  proceeding  with  final  plans  for  re- 
ception of  its  first  patients  before  the  end  of  June.  Its 
activation  as  the  165th  VA  hospital  will  mark  the 
culmination  of  a most  complex  building  program 
begun  in  April  1963  when  the  contract  was  initially 
awarded. 

Not  only  has  Charleston  and  the  State  of  South 
Carolina  acquired  a new  hospital  for  the  care  and 
treatment  of  veterans  but  the  opening  of  this  most 
modern  of  VA  hospitals  sets  the  stage  for  a new  era 
of  expanded  medical  services,  health  education  and 
research  opportunities  as  a result  of  its  affiliated 
teaching  and  residency  training  program  with  the 
Medical  College  of  South  Carolina.  This  new  VA 
affiliation,  the  first  of  its  kind  in  South  Carolina,  will 
also  mark  the  73rd  of  the  nation’s  medical  schools  to 
enter  into  a program  of  active  cooperation  and 
reciprocal  assistance  for  mutual  benefit  with  a VA 
hospital. 

The  new  Charleston  VA  Hospital  will  provide  a 
total  of  498  operating  beds,  of  which  200  are  ap- 
portioned for  medical  patients,  188  for  surgical,  70 
for  psychiatric  care  and  40  assigned  for  treatment  of 
tuberculosis. 

Modern  in  every  respect,  equipped  for  most  medical 
emergencies  and  treatment  procedures,  and  soon  to 
be  staffed  and  supported  by  an  outstanding  assem- 
blage of  highly  skilled  and  specialized  physicians,  re- 
searchers, nurses  and  technicians  the  Veterans  Ad- 
ministration Hospital  at  Charleston,  newest  member 
of  an  expanding  “Medical  Center  of  the  South,”  is 
now  prepared  to  embark  on  its  mission  of  providing 
the  finest  medical  care  for  entitled  veterans. 


COMING  MEETINGS 

Institutes  in  the  Care  of  Premature  Infants 

at 

The  New  York  Hospital — 

Cornell  Medical  Center 
New  York  City 

The  Institutes  for  Physicians  and  Nurses  in  the 
Care  of  Premature  Infants  are  being  continued  at 
the  New  York  Hospital— Cornell  Medical  Center 
under  the  sponsorship  of  the  New  York  State  De- 
partment of  Health  and  the  U.  S.  Children’s  Bureau. 
These  institutes  are  designed  to  meet  the  needs  of 
physicians  and  nurses  in  charge  of  hospital  premature 
nurseries  and  special  premature  centers  and  of 
medical  and  nursing  directors  and  consultants  in 
state  and  local  premature  programs. 

Institutes  for  the  1966-67  fiscal  year  are  scheduled 
as  follows: 

Physicians 

September  19-30,  1966 

November  7-18,  1966 

January  16-27,  1967 

March  20-31,  1967 

May  8-19.  1967 

Nurses 

September  6 - September  30,  1966 
(Tuesday) 

October  24  - November  18,  1966 

January  3 - January  27,  1967 
(Tuesday) 

March  6 - March  31,  1967 

April  24  - May  19.  1967 

For  information  concerning  details  of  the  course, 
reservations,  stipends  and  tuition  write  Dr.  Hilla 
Sheriff,  State  Board  of  Health,  Columbia,  S.  C., 
29201. 


Obstetric-Pediatric  Seminar 

The  16th  Annual  Postgraduate  Obstetric-Pedi- 
atric Seminar  which  is  sponsored  by  the  Maternal 
and  Child  Health  Divisions  of  the  State  Health 
Departments  and  the  Maternal  Health  Com- 
mittees of  the  State  Medical  Associations  of 
Georgia,  Florida,  Alabama,  Mississippi  and  South 
Carolina  is  scheduled  to  be  held  August  18-19-20, 
1966  at  the  Daytona  Plaza  Hotel,  Daytona  Beach, 
Florida.  The  Seminar  is  approved  for  credit  12 
hours,  Category  1,  by  the  American  Academy  of 
General  Practice.  There  is  no  Seminar  registra- 
tion fee. 


A National  Conference  on  Infant  Mortality  is 
being  sponsored  by  the  AMA’s  Committee  on 
Maternal  and  Child  Care  on  August  12-13,  1966, 
at  the  Fairmont  Hotel  in  San  Francisco,  Cali- 
fornia. 

Those  interested  in  receiving  further  informa- 
tion about  registration  for  the  Conference  should 


256 


The  Journal  of  the  South  Carolina  Medical  Association 


write  the  Secretary,  Committee  on  Maternal  and 
Child  Care,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 


Self  Memorial  Hospital’s  16th  Annual  Scientific 
Seminar  on  “Stressing,”  will  be  held  on  August 
10  and  11. 


Book  Reviews 


GASTROENTEROLOGY. 
Liver,  Biliary  Tract,  and 
Pancreas  — Secondary 
Gastrointestinal  Disorders. 
Henry  L.  Bockus,  M.  D. 
Volume  III.  W.  B.  Saun- 
ders Co.,  Philadelphia. 

1965.  Pp.  1,352.  $30.00. 

Publication  of  this  volume 
completes  the  long  awaited 
revision  of  this  three  volume 
set  and  enables  it  to  once 
again  become  the  main 

reference  work  in  the  field  of  gastroenterology. 

The  first  84  pages  are  given  over  to  the  parasitic 
diseases  involving  the  gastrointestinal  tract.  Then  one 
plunges  into  a very  excellent  presentation  of  the 

status  of  the  liver  in  health  and  disease.  This  section 
admirably  presents  the  many  additions  to  our  knowl- 
edge of  this  organ  which  have  come  to  light  in 
recent  years.  Likewise,  the  newer  knowledge  of  the 
pancreas  and  its  diseases  comprises  another  major 
section  of  this  volume.  There  is  also  a very  helpful 
discussion  of  the  diagnostic  procedures  available  in 
the  study  of  the  gallbladder  and  the  biliary  tract. 

The  reviewer  was  especially  pleased  with  the 
chapters  on  psychiatric  aspects  of  gastrointestinal 

function  and  disease,  on  functional  disorders,  and 
with  those  chapters  correlating  cardiovascular,  endo- 
crine, dermatologic  and  genitourinary  affections  with 
gastrointestinal  function  and  disease. 

These  three  volumes  represent  the  most  complete 
and  authoritative  work  on  gastroenterology  available 
in  the  world  today. 

Clarence  W.  Legerton,  Jr.,  M.  D. 


RESPIRATORY  CARE,  by  H.  H.  Bendixen,  L. 
D.  Egbert,  J.  Hedley-Whyte,  M.  B.  Laver,  and  H. 
Pontoppidan.  C.  V.  Mosby  Company,  St.  Louis. 
1965.  Pp.  252.  S15.00. 

The  increasingly  important  problem  of  respiratory 
insufficiency  is  effectively  dealt  with  by  this  book 
from  the  Respiratory  Unit  and  the  Anesthesia  Lab- 
oratory of  the  Harvard  Medical  School  at  the 
Massachusetts  General  Hospital.  The  initial  sections 
review  pertinent  physiological  considerations  relating 


to  gas  exchange  and  its  disturbances.  Discussions  of 
blood  gases  and  acid-base  balance  follow.  The  re- 
maining chapters  deal  with  prophylactic  management 
aimed  at  preventing  respiratory  complications  in  medi- 
cal and  surgical  patients  by  utilizing  physical  therapy 
measures  and  humidification;  and  treatment  with 
emphasis  on  the  airway  and  its  maintenance, 
tracheostomy,  resuscitation  and  oxygen  therapy.  A 
section  on  management  of  the  patient  undergoing 
artificial  ventilation  is  very  instructive.  Chapters  deal- 
ing with  the  special  problems  presented  by  neuro- 
logical disorders,  acute  poisonings,  obstructive  pul- 
monary disease,  and  thoracic  surgical  problems  make 
up  the  final  section  of  this  book.  The  writers  have 
effectively  clarified  and  presented  solutions  to  many 
of  the  difficulties  which  are  faced  by  the  physician 
treating  the  patient  with  respiratory  insufficiency. 
The  book  is  interesting,  well  organized  and  well  writ- 
ten. It  is  an  instructive  volume  which  is  a very  useful 
addition  to  the  library  of  students  as  well  as  prac- 
ticing physicians. 

Kelly  T.  McKee,  M.  D. 


RADIOLOGIC  DIAGNOSIS  IN  INFANTS 
AND  CHILDREN,  by  Armand  E.  Brodeur,  M.  D. 
C.  V.  Mosby  Co.,  St.  Louis.  1965.  Pp.  503.  $26.50. 

The  author  is  Associate  Professor  of  Radiology  and 
Associate  Dean.  St.  Louis  University  School  of  Medi- 
cine, and  Chief  Radiologist  of  the  Cardinal  Glennon 
Memorial  Hospital  for  Children.  His  book  is  tersely 
written,  in  places  it  is  in  semi-outline  form. 

It  is  an  excellent  book  for  pediatric  and  radiology 
residents.  It  is  much  more  than  an  introduction  but  it 
is  not  complete  enough  for  use  as  a reference  text. 

Dr.  Brodeur  does  little  more  than  mention  the  vari- 
ous and  numerous  rare  diseases  that  afflict  infants. 
However,  the  book  would  be  an  excellent  refresher 
book  for  candidates  about  to  take  their  specialty 
board  examinations. 

There  are  numerous  excellent  illustrations.  A 
particularly  valuable  feature  is  the  listing  of  “pitfalls” 
at  the  end  of  each  section.  The  practicing  radiologist 
will  also  find  many  little  tips  that  are  helpful  in  his 
daily  work. 

H.  S.  Pettit,  M.  D. 
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MANAGEMENT  OE  THE  PATIENT  WITH 
CANCER,  by  Thomas  F.  Nealon,  Jr.  First  Edition. 
W.  B.  Saunders  Company,  Philadelphia.  1965.  Pp. 
1067.  $27.50. 

As  specified  by  the  author’s  preface,  the  purpose 
of  this  book  is  “To  make  available  to  the  general 
practitioner,  internist,  and  general  surgeon  the  essen- 
tial information  concerning  cancer  of  all  sites  in  a 
sufficiently  succinct  manner  that  they  can  appreciate 
the  best  approach  to  the  management  of  an  individ- 
ual.” The  editor,  who  is  Professor  of  Surgery  at 
Jefferson  Medical  College,  enlisted  the  help  of  72 
authors,  all  recognized  as  knowledgeable  in  specific 
fields  of  cancer  treatment.  However,  after  choosing 
the  specific  contributors,  he  allowed  considerable 
leeway  in  the  actual  presentations,  so  that  there  is 
some  variation  from  chapter  to  chapter,  both  as  to 
format  and  content. 

Part  I,  on  General  Considerations,  includes  11 
chapters  which  run  the  gamut  from  Pathology  and 
Cancer  Research  to  Rehabilitation  of  the  Patient  with 
Cancer.  The  remainder  of  the  volume,  Part  II.  deals 
with  specific  sites.  The  book  is  profusely  illustrated 
but  many  of  the  illustrations  are  of  limited  value  for 
the  readers  for  which  it  is  intended,  since  they  in- 
clude numerous  x-ray  films,  photomicrographs,  and 
pictures  of  gross  tumors  of  either  common  or  unusual 
variety,  which  may  be  interesting  as  case  reports,  but 
of  limited  value  in  a reference  volume.  On  the  other 
hand  there  is  a relative  paucity  of  illustrations  in 
regard  to  techniques  of  examination,  and  lymphatic 
pathways  of  specific  neoplasms. 

Each  chapter  has  a good  bibliography  which  will 
prove  useful  as  a starting  point  for  the  reader  who 
wishes  to  pursue  a given  topic  further  than  the  text 
itself.  The  book  should  prove  useful  to  the  categories 
of  physicians  for  which  it  is  designed.  However,  as 
with  any  treatise  on  a subject  which  is  changing  as 
rapidly  as  is  the  field  of  cancer,  this  volume  was  in 
some  respects  out  of  date  at  the  time  it  was  pub- 
lished. 


John  C.  Hawk,  Jr.,  M.  D. 


THE  TOWN  AND  DR.  MOORE,  by  Agatha 
Young.  Simon  and  Schuster,  New  Yoi’k.  1965. 
Pp.  382.  $5.95. 

This  is  a story  of  a changing  order  in  medicine.  An 
able  practitioner,  Dr.  Moore  belongs  to  the  older 
generation,  with  its  store  of  rough  and  ready  experi- 
ence and  a sound  knowledge  distilled  from  it.  As  the 
owner  of  a hospital  in  a converted  residence,  he 
wishes  to  see  it  preserved  and  improved  to  continue 
to  serve  a town  which  questions  its  place  in  the 
modern  picture  of  hospital  care. 

In  contrast  to  Dr.  Moore  is  his  young  assistant, 
highly  trained  and  specialized,  somewhat  puzzled  by 
Dr.  Moore’s  approaches  to  his  patients  and  by  his 
willingness  and  ability  to  handle  many  things  which 
the  assistant  would  not  dare  to  undertake  without 
elaborate  and  expensive  preliminary  investigation.  The 


way  in  which  they  adjust  their  medical  philosophies 
is  told  in  an  interesting  manner.  The  pictures  of  the 
two  doctors  are  well  painted,  and  descriptions  of  other 
characters  and  their  relationships  afford  a satisfactory 
view  of  life  in  a New  England  town  of  the  present 
day. 

JIW 


PRACTICE  OF  HYPNOSIS  IN  ANESTHESI- 
OLOGY, by  Carl  A.  Coppolino,  M.  D.  Grune  and 
Stratton,  New  York  and  London,  1965.  Pp.  204. 
$6.50. 

This  is  a well  written,  easy  reading,  authoritative 
approach  to  the  use  of  hypnotherapy  within  the  con- 
fines of  anesthesiology.  The  author  presents  this  inter- 
esting aspect  of  the  practice  of  medicine  with  enough 
background,  enough  practicality  and  enough  informa- 
tion for  one  to  begin  to  use  hypnotherapy  as  part  of 
the  armamentarium  of  the  anesthesiologist.  Presented 
also  are  the  positive  and  negative  aspects  with  the 
necessary  precautions  to  keep  one  out  of  deep  trouble. 
This  volume  will  add  depth  to  the  libraries  of  pedi- 
atricians, dentists,  and  surgeons  as  well  as  anesthesiol- 
ogists. 

Ray  Ivester,  M.  D. 


FUNDAMENTALS  OF  CLINICAL  HEMA- 
TOLOGY’. Byrd  S.  Leavell  and  0.  A.  Thorup.  W. 
B.  Saunders  Company,  Philadelphia  and  London. 
Pp.  597.  1966.  $12.50. 

The  authors  have  ably  attempted  to  give  a concise 
review  of  the  practical  aspects  of  clinical  hematology 
in  a short  readable  form.  This  second  edition  has 
brought  up  to  date  many  of  the  original  chapters, 
particularly  those  related  to  the  hemorrhagic  dis- 
orders and  the  dysproteinemias. 

Discussion  of  the  various  types  of  anemias  are  pre- 
ceded by  a description  of  the  pathologic  physiology 
involved  such  as  those  associated  with  vitamin  B)2  or 
folic  acid  deficiency,  iron  deficiency,  excessive  hemo- 
lysis, etc.  This  of  necessity  is  brief  but  does  give  an 
easy,  understandable  overall  view  to  the  student  and 
is  helpful  from  the  point  of  adequate  classification. 
The  section  on  therapy,  particularly  of  the  acute  and 
chronic  leukemias  is  perhaps  too  brief  and  does  not 
include  some  of  the  more  recent  combinations  or 
variations  and  routes  of  administration  of  the  agents 
used  in  acute  leukemia. 

In  the  appendix  there  is  a summary  of  the  com- 
monly used  laboratory  studies  with  methods  for  per- 
forming the  tests  and  the  normal  results.  This  con- 
tains much  useful  information  for  the  student  or  gen- 
eral practitioner. 

This  is  a good  general  review  text  of  clinical 
hematology  and  it  might  be  used  as  a ready  source  of 
information  by  the  medical  student  or  clinician  who 
is  not  in  close  contact  with  hematology. 

Charlton  deSaussure,  M.  D. 
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What 
is  a new 
ECG? 


Take  a look  at  the  Burdick  EK  4!  Many  important 
improvements  have  been  made  in  electrocardiographs 
in  recent  years  — this  is  why  we  invite  your  closer  in- 
spection of  the  EK  4.  Reliability,  diagnostic  accuracy, 
and  freshness  of  design  are  apparent  in  every  detail. 
Precise  recordings  of  high  fidelity  Designed  for  use 
with  auxiliary  equipment,  phone  transmission,  perma- 
nent recording  of  monitoring  phenomena  Fast 
switching  from  lead  to  lead  25-50  mm.  speeds 
J/2  x 1 x 2 standardization  on  all  leads  High  fre- 
quency response  permits  use  with  PC-100  Heart  Sound 
Preamp  Stable  Lightweight.  If  your  present 
ECG  can’t  offer  you  these  up-to-date  features,  take  a 
closer  look  at  the  EK  4.  The  EK  4 is  a sound  investment 
for  your  practice  or  department,  and  it’s  backed  by 
Burdick  dealer  service. 

WINCHESTER 

SURGICAL  SUPPLY  COMPANY 

1919  “CAROLINAS’  HOUSE 
OF  SERVICE”  1966 

200  S.  TORRENCE  ST. 
CHARLOTTE,  N.  C. 


The  dramatically  new 
Burdick  EK  4 
Electrocardiograph 


'll , Doctor j it's  sort  of 

ross  between  a smoker’s  hack  and  a seal’s  bark. 


wise  mother  who  realizes  there  may  be  more  to  her  child’s  cough  than  meets  the  ear 
d brings  the  youngster  to  you  promptly  for  diagnosis  and  treatment. 

1 cough  is  the  useless,  exhausting  type  that  often  accompanies  respiratory  infection  or 
gy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
n controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
the  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike, 
n your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine  - 
ctorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
;ough,  but  also  encourages  expectoration,  thus  easing  bronchial  constriction  and 
action. 

with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
inary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result, 
inuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
cause  addiction. 

5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
).;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 mi.  of 
histine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 
icolate,  100  mg, 


NQVAHISTINfDH 
NOVAHISTINE  EXPECTORANT 


PITMAN-MOORE 

Division  of  The  Dow  Chemical  Company,  Indianapolis 


June,  1966 
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to  help  relieve  pain 
in  common 
anorectal  disorders 


Diothane— with  its  chemically  distinct  “non-caine”  anesthetic 
agent  diperodon  — provides  effective  temporary  topical  anes- 
thetic and  emollient  actions  for  soothing  relief  of  anorectal 
pain.  Anesthetic  activity  is  effective  and  relatively  prolonged; 
sensitization  is  infrequent.  Reports  to  Merrell  on  1 ,500  patients 
treated  pre-  and  postoperatively  with  Diothane  Ointment, 
indicate  only  22  developed  local  skin  reactions.  Reactions  to 
Diothane  have  been  burning  or  stinging  sensations  and  a few 
cases  of  allergic  manifestations.  An  additional  advantage: 
Diothane  Ointment  and  Suppositories  are  mildly  antiseptic. 
Prescribe  or  recommend  either  form . . . both  are  now  available. 


DIOTHANE  OINTMENT 

COMPOSITION: 
diperodon  1.0%;  oxyquinoline 
benzoate  0.1%  in  a special  oint- 
ment base. 

INDICATIONS: 

Provides  temporary  palliation  of 
pain  that  may  result  from  hemor- 
rhoidectomy and  from  common 
anorectal  disorders  such  as  hemor- 
rhoids, anal  fissures,  pruritus  ani. 


DIOTHANE  SUPPOSITORIES 

COMPOSITION: 

Each  suppository,  weighing  ap- 
proximately 2.6  Gm.,  contains 
diperodon  1.0%;  urea  10.0%; 
oxyquinoline  benzoate  0.1%  in  a 
special  hydrophilic  suppository 
base.  A unique  shape  keeps  the 
suppository  in  intimate  contact 
with  mucous  membranes. 

INDICATIONS: 

Provide  for  temporary  palliation 
of  pain  caused  by  hemorrhoids 
and  pruritus  ani. 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215/Weston,  Ontario 


superior  cleansing  action  STOMASEPTINE  is 
"a  highly  effective  mucolytic  cleansing  agent”1 
that  removes  debris  and  flushes  out  secretions 
more  thoroughly  than  acid  douches.1  Alkaline 
STOMASEPTINE  "dissolves  and  removes  leukor- 
rheal  secretions"'— whereas  acid  douches  tend  to 
"coagulate  or  set  the  vaginal  contents.’"  Low  sur- 
face tension  and  release  of  nascent  oxygen  con- 
tribute to  deep  penetration  and  cleansing  of  rugae. 

Contains:  sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— 

6 oz.  and  15  oz.  jars;  cartons  of  12  10-gm.  packets 

Literature  and  professional  supply  on  request. 


enhances  specific  therapy  ■ Thorough  cleansing 
of  the  vaginal  vault  with  STOMASEPTINE  en- 
hances the  effectiveness  of  specific  vaginitis 
therapy,  ensures  maximum  contact  of  topical 
medication  with  mucosa. 

excellent  patient  acceptance  Anti-pruritic  and 
soothing,  pleasantly  scented -patients  feel  "fresh 
and  clean.” 

1.  Weese,  H.:  Personal  Communication,  Sept.  25, 1964. 2.  Glynn, 
R.:  Obst.  & Gynec.  20:369,  1962. 


HARCLIFFE  LABORATORIES,  INC.  Brooklyn,  New  York  11217 


DOUCHE  POWDER 
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NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  I).,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


Founded  in  1904 

Highland  Hospital, 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Inc. 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 

INCLUDES  OUT-PATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr.  Chapman  J.  Milling.  Medical  Director 
Staff  Members:  Dr.  James  B.  Galloway  — Dr.  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal  — Dr.  R.  B.  Thomas 


FOR  INFORMATION  CALL 
SUPERINTENDENT  252-4273 


2727  FOREST  DRIVE 
COLUMBIA.  S.  C. 
AIR-CONDITIONING  THROUGHOUT 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 


N.C.  28801 
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TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 1'2,3,4 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin. 5i6>7,8 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


(LX  03  ) 


icei:  (1)  Siver,  R.  H.:  CMD,  21: 109,  September 
(2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27, 
ry  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
a Acad.  Gen.  Prac.,  25:15-16,  October  1965.  (5) 
w,  D.  J.:  N.Y,  State  Jour.  Med.,  58: 2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  PENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Sen’.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 


pH-values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 


Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 


Glucose  - provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 


Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 


Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (asThiamine  Mononitrate)  10  mg 


Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


I 
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LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


diet-rite,  cola 

America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . .full  cola  taste.  The  /?H  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


tent  combination  in 


ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


in  granules 
for  oral 

susnpnQinn 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  foi 
of  the  patients. 

The  acceptance:  The  majority  of  the  14 
patients  studied  expressed  a definite  liking  fi 
the  products.  There  were  only  two  refusals.  A 
independent  taste-test  with  50  healthy  childn 
further  substantiated  the  excellent  acceptabili 
of  the  orange-flavored  forms,  c > <soi 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES 


In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 


Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications : Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  003303 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

Trc  )cinate  **«.<>  thiphenamil  hci 

BETA-DlETHYLAMiNOETHYL  DIPHENYITHIOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCI)  has  been  found 
in  three  clinical  studies.  <J.  Mo.  Med.  Assoc.. 
48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


June,  1966 
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YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 

S.C.M.A.  INCOME  PROTECTION  PLAN 


CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 


EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE.  LANCASTER,  PENNA. 


11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause,  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE  MARK ® 


things  go 

better,! 

^with 

Coke 
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brand  of 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'Dexamyl'  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'Dexamyl' 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'Dexamyl'  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming).  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IVj  gr.  of  amobarbital  [Warning, 
may  be  habit  formingl. 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 


too  young 
to  be  so  tired 


revive  interest  ...restore  activity 

'"'Alertonic 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10  mg.; 
riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride  (vitamin 
Be,),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  cholinet,  100  mg.;  inositolt, 
100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2%  MDR  for  calcium 
and  for  phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate),  and 
molybdenum  (as  ammonium  molybdate). 

^Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


the  need  for  a tonic  hnows  no  age 

Life  can  begin  at  forty— except  when  functional  fatigue 
causes  her  to  feel  tired  all  the  time;  to  start  losing  interest 
in  friends  and  surroundings;  to  look  and  act  older  than 
her  years.  Aler tonic— a prescription  tonic— can  help  your 
patient  become  her  normal  self  again.  Alertonic  helps  re- 
lieve mild  depression,  revive  interest  and  restore  purpose- 
ful activity  promptly... with  a formula  that  is  efficient  and 
economical.  Alertonic  contains  a mild  central  stimulant 
(pipradrol  hydrochloride),  15%  alcohol,  essential  vita- 
mins and  minerals.  No  hormones  or  MAO-inhibiting 
drugs  are  included.  No  iron.  No  iodine.  One  pleasant- 
tasting  tablespoonful  before  each  meal  comprises  the 
usual  daily  dose. 

Indications : 1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years;  con- 
valescence; limited  activity  or  confinement.  2.  Poor  appetite  and  vitamin- 
mineral  deficiency  as  they  occur  in:  patients  having  faulty  eating  habits; 
geriatric  patients  who  are  losing  interest  in  food;  patients  convalescing 
from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS-stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive-compulsive  states. 

Side  Effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
g;  are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 

I,  Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
K.  taken  three  times  daily  30  minutes  before  meals. 


THE  WM.  S.  MERRELL  COMPANY 

Division  of  Richardson-Merrell  Inc 
Cincinnati,  Ohio/Weston,  Ontario 
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Life-saving  words.  Required  by 
Congress  to  appear  on  all  packages  of 
cigarettes. 

Unquestionably  an  important  step 
forward  in  the  dramatic  battle  to 
decrease  the  mortality  and  morbidity 
from  cigarette  smoking. 

But  in  the  nation's  efforts  to  reduce 
death  and  disease  related  to  cigarette 
smoking,  the  most  significant  influence— 
the  key  figure  — is  you,  doctor.  The 
advice  of  the  physician  in  matters  of 
health  is  more  authoritative  and 
persuasive  than  that  of  anyone  else. 

In  the  area  of  cigarettes  and  health,  the 
importance  of  the  physician’s  attitude 
and  his  personal  action  cannot  be  ■ 
overemphasized.  That  he  has  indeed 
taken  personal  action  is  indicated  by 
the  impressive  statistic  showing  that 
only  30%  of  the  doctors  in  America  are 
cigarette  smokers  today! 

The  American  Cancer  Society's 
concerted  educational  Campaign  on  the 
hazards  of  cigarette  smoking  — plus 
government  regulations  — will  be  major 
factors  in  guiding  each  person’s 
approach  to  this  problem. 

But  in  the  final  analysis,  doctor,  it  is 
your  words  that  your  patients  will  heed. 

It  is  you  who  have  the  best  chance  of 
actually  helping  an  individual  to  stop 
smoking  or  to  prevent  him  from  starting. 


AMERICAN  CANCER  SOCIETY 


Caution:  Cigarette  Smoking  May 
Be  Hazardous  to  Your  Health 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’L 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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Blueprint  for  dealing  with  tension  due  to  stress  — Prolixin  — once-a-day 

For  the  patient  who  must  be  on  the  job  mentally  as  well  as  physically,  prescribe 
Prolixin.  The  prolonged  tranquilizing  action  of  as  little  as  one  or  two  mg.  helps 
him  cope  with  tension  all  day  long.  Markedly  low  in  toxicity  and  virtually  free 
from  usual  sedative  effects,  Prolixin  is  effective  in  controlling  both  anxiety 
associated  with  somatic  disorders  and  anxiety  due  to  environmental 
or  emotional  stress.  Patient  acceptance  is  good  — because  Prolixin 
is  low  in  cost,  low  in  dosage  and  low  in  sedative  activity.  Prescribe 
Prolixin. 


Side  Effects,  Precautions,  Contraindications:  As  used  for  anxiety  and  tension,  side 
effects  are  unlikely.  Reversible  extrapyramidal  reactions  may  develop  occasionally.  In 
higher  doses  for  psychotic  disorders,  patients  may  experience  excessive  drowsiness,  visual 
blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions,  nausea,  anorexia,  salivation, 
edema,  perspiration,  dry  mouth,  polyuria,  hypotension.  Jaundice  has  been  exceedingly  rare. 
Photosensitivity  has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines;  routine 
blood  counts  are  recommended.  If  symptoms  of  upper  respiratory  infection  occur,  discon- 
tinue the  drug  and  institute  appropriate  treatment.  Do  not  use  epinephrine  for  hypotension 
which  may  appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atropine  may 
be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or  in  patients  with  subcortical 
brain  damage.  Use  cautiously  in  convulsive  disorders.  Available:  1 mg.  tablets.  Bottles  of 
50  and  500.  For  full  information,  see  Product  Brief. 


Squibb  § 


Squibb  Quality  - the  Priceless  Ingredient 


makes  sleep  irresistible 

nidar 

EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


(WARNING:  MAY  BE  HABIT  FORMING) 

ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 


I 


i 


nidar 


Sleep  comes  easy. ..lingers... departs  naturally 
Gentle  doses  of  4 barbiturates  assure  uninterrupted  sleep 
2 barbiturates  act  fast... in  20  to  30  minutes 


2 long-range  barbiturates  come  into  play 
to  sustain  sleep  for  up  to  8 hours 

Tiny  amounts  of  individual  barbiturates 
means  Nidar  is  well  tolerated 


Patients  enjoy  a refreshing,  clear-headed  wake-up 


makes  sleep  irresistible 


IN  BRIEF: 


EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


(WARNING:  MAY  BE  HABIT  FORMING) 


Dosage:  One  or  two  tablets,  one-half  hour 
before  bedtime. 


Indications:  For  night-time  sedation  and  refreshing 
sleep  up  to  eight  hours. 

Contraindications:  Patients  sensitive  to  barbiturates. 
Use  with  caution  in  the  presence  of  moderate  to  severe 
hepatic  disease. 

Supplied:  Bottles  of  100  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without 
a prescription. 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois.  U.S.A. 


A POTENT  ORAL  ANALGESIC 

THE  PHYSICIANS’  OWN  FORMULATION  FOR  THE  RELIEF  OF  PAIN 

G-3  combines  most  of  the  ingredients  that  many  physicians  have  specially 
compounded  for  the  prompt  and  prolonged  relief  of  pain.  This  formula  is 
now  available  in  safe,  simple  and  effective  form. 


FORMULA 

Each  Capsule  Contains: 

Aspirin  IVz  gr. 

Codeine  Vz  gr. 

Pentobarbital  V\  gr. 

Warning:  Codeine  and/or  pentobarbital  may  be  habit  forming. 


WARNING 


G-3  is  contraindicated  for  patients  that  have  any  known  sen- 
sitivity or  idiosyncrasy  to  barbiturates  or  opiates.  Deleterious 
effects  may  be  produced  from  habituation  to  this  drug.  Federal 
law  prohibits  dispensing  without  prescription.  Narcotic  order 
required. 


WRITE  FOR  COMPLETE  INFORMATION  AND  SAMPLES 


PALMEDICO,  INC.  • BOX  3115  • COLUMBIA, 


S.C. 


June,  1966 
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now... introducing  a new  high-strength  dosage  g 

SIGNED 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC’* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 
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rcur  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  trie  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
\ mended  range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
j experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-being* 
New  York,  N.Y.  10017 
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Lessens  motility, 
reduces  secretions  and 
maintains  mild  sedation 
in  the  ulcer  patient 


ANTISPASMODIC 

ANTISECRETORY 

SEDATIVE 


Each  tablet  or  capsule  contains  Atropine 
sulfate  0.324  mg.  Phenobarbital  16  mg. 
Warning,  may  be  habit  forming.  *Ben- 
sulfoid  65  mg.  *See  White  Sec.  P.D.R. 
p.  851. 

INDICATIONS:  Peptic  ulcer.  Func- 
tional digestive  disturbances. 
DOSAGE:  In  peptic  ulcer  4 to  8 tablets 
or  capsules  per  day.  Dryness  of  mouth 
is  a guide  to  proper  dosage  in  acute  ulcer. 
As  the  ulcer  heals,  increased  sedation 
is  an  indicator  to  reduce  dosage.  In 
functional  digestive  disturbances,  1 tab- 
let or  capsule  every  six  hours  maintains 
sedation  at  the  threshold  of  calmness. 
The  mild  antisecretory  action  does  not 
disturb  the  average  patient. 
SIDE-EFFECTS:  Dryness  of  mouth, 
blurred  vision  and  difficult  urination. 
PRECAUTIONS:  Use  cautiously  in 
prostatic  hypertrophy.  Do  not  use  in 
glaucoma. 


Bamadex  Sequels 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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First  aid  for  a 
button  popper 


^TTTTTit! 


Bam  ADEN 
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SEQUELS 


Second  aid  for  a 
button  popper 


Bamadex  Sequels 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 

LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

6655 
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C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key:™«Group 

A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  arid  Ornup  B,  one  nonsustained-release  tablet 

containing  50  mg.  nicotinic  acid,  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 

at  0,  4 and  8 hours. 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 
absent-minded  patients) 


i 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  ( See  Figures  I and  II ) The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  tab 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazc 
TT  will  provide  the  well-known  peripheral  vasodilata 
tion  needed  in  patients  with  deficient  circulation  am 
with  a minimum  amount  ( if  any)  of  “flushing.”  Alsc 
cerebrovascular  circulation  is  complemented  by  pen 
tylenetetrazol,  long-established  as  a cerebral  and  res 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate 
signs  of  senile  confusion.  Patients  become  more  alerl 


led  and  debilitated 


TIME  AFTER  ADMINISTRATION  (Hours) 


In  confused  and  moody.  Personal  care,  memory, 
e jtional  stability,  social  attention  improve.  Fatigue, 
aithy  and  irritability  are  reduced. 

V prescription  for  100  tablets  of  Geroniazol  TT  will 
F mit  your  patients  to  enjoy  the  benefits  of  time- 
, P longed  nicotinic  acid/pentylenetetrazol  therapy, 
W‘n  economical  price.  Dosage  is  only  one  tablet  every 
ljhours. 

C 11 rnmdications : There  are  no  known  contraindica- 
tj  is. 

f ' nations : Exercise  caution  when  treating  patients 
a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids” 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol*  Time  Controlled  Tablet 


Despite  the  lack  of  proof,  the  consensus  of  informed  persons 
has  tended  more  and  more  to  the  view  that  it  is  better 
to  have  a nocmal  cholesterol  level  than  an  elevated  one.”1 


THE  DRUG  TO  LOWER  CHOLESTEROL... 

NICALEX 


(ALUMINUM  NICOTINATE) 


□ Reduces  cholesterol  by  15-30%  in  most  patients2 

□ Matches  nicotinic  acid  in  effective  reduction  of  elevated 
serum  lipids— but  with  minimized  tendency  to  cause  flushing3 

□ Simpler,  more  practical  than  diet1 


WALKEI 


Division  of  Richardson-Merrel I Inc.,  Mount  Vernon,  New  York  10551 


NICALEX  Prescribing  Information:  COMPOSITION:  Each  tab- 
let contains:  Aluminum  Nicotinate  625  mg. -a  complex  con- 
sisting of  (approx.):  Aluminum  Hydroxydinicotinate  450  mg. 
and  Nicotinic  Acid  155  mg.  (Equivalent  in  activity  to  Nico- 
tinic Acid  500  mg.)  INDICATIONS:  The  primary  indications 
for  NICALEX  (Aluminum  Nicotinate)  are  to  reduce  the  serum 
cholesterol  and  total  lipid  levels  in  hypercholesteremia  and 
hyperlipemia.  It  may  also  be  useful  in  reducing  xanthomatous 
tissue  cholesterol  deposits.  PRECAUTIONS  AND  WARNINGS: 
Patients  with  peptic  ulcer,  liver,  or  gallbladder  disease 
should  be  observed  closely  while  taking  the  medication. 
Diabetic  patients  may  require  adjustment  of  diet  and  in- 
sulin dosage  in  the  event  of  decreased  tolerance.  Patients 
receiving  anti-hypertensive  drugs  of  the  adrenal-blocking 
type  should  be  watched  for  signs  of  postural  hypotension. 
Occasional  side  effects  of  Nicotinic  Acid  in  large  dosage 
are  decreased  glucose  tolerance  (resembling  diabetic-type 
curve)  sometimes  with  glycosuria,  temporary  activation  of 
peptic  ulcer,  transient  jaundice,  and  metabolic  disturbance 
of  liver  function  without  definite  hepatic  pathology.  These 
side  effects  were  found  to  be  reversible  upon  discontinuing 
nicotinic  acid  therapy.  Certain  transitory  skin  changes  have 
been  observed  with  nicotinic  acid  therapy.  These  include: 
dryness  of  the  skin  and  keratosis  nigricans,  particularly  in 
axillae.  SIDE  EFFECTS:  Administration  of  NICALEX  (Alumi- 
num Nicotinate)  may  produce  temporary  flushing  and  pruri- 
tus, also  mild  gastrointestinal  distress,  but  these  reactions 
are  transient  and  apparently  not  serious.  DOSAGE:  The  adult 
dose  is  2 to  4 tablets  t.i.d.  with  meals.  HOW  SUPPLIED:  In 
bottles  of  100  and  1000.  CAUTION:  Federal  law  prohibits 
dispensing  without  prescription.  REFERENCES:  1.  Parsons, 
W.B.,  Jr.,  Mayo  Clin.  Proc.,  40:822,  1965.  2.  Goldsmith, 
G.A.,  Amer.  J.  Dig.  Dis.,  9:651,  1964.  3.  Boyle,  E.,  Jr..  J. 
Amer.  Geriat.  Soc.,  10:822,  1962.  U.S.  Patent  2,970,082 
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Doctor, 

Here  is  the  Abbott  anorectic 
Drogram  designed  to  meet 
.he  individual  needs  of  your 
werweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Prograrr 


YN®  Gradumet  (metham-  If  she  can't  take  plain  amphetamine, 
phetamine  hydrochloride)  put  her  on  DESBUTA1!  Gradumet 


Smooth  appetite  control  plus  mood  elevation. 


Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a singl 
tablet.  One  section  contains  Desoxyn  to  curb  th 
appetite  and  lift  the  mood;  the  other  contain 
Nembutal®  (pentobarbital)tocalm  the  patientan 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 

ratin  thrm  icrhni  it  tho  Haw 


controlled  release 


Abbott 

Anorectic 

Program 


ot  all  long-release  vehicles  are 
le  same.  Here  is  why  the  Gradumet 
different  and  what  it  means 
>r  your  overweight  patients. 


■ :■  ■ m 


:e  release  action  is  purely  physical  and  relies  on 
1 ly  one  factor  common  to  every  patient:  gastro- 
i estinal  fluid.  There  is  no  dependence  on  enteric 
i ' atings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
>ntration  in  the  gastrointestinal  tract, 
four  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
'hey  are  not  subjected  to  ups  and  downs  of 
ug  release  ...  or  to  erratic  release  from  patient 


t patient  ...  or  to  erratic  release  in  the  same 
(tient  from  day  to  day. 

iat’s  why  the  Gradumet  provides 
mtrolled-release  as  well  as 

ng  release. 

I 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths 


Abbt 


Anorec; 


Progr 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 


» 


Front  Side 


DESBUTAL  15  Gradum 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


>3 

Front 


<9 


Side 


samples  available 


s 

) 

e 
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Desbutal  15  Gradumet 


Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 


As  an  anorectic  in  treatment  ot 
obesity . also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
tients  taking  a monoamine  oxidase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
ollen  these  eltects  mill  disappear  alter  a tew  days  Use 
with  caution  in  patients  w»th  hypertension,  cardiovascular 
disease,  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetic  drugs  Carelul  supervistcn  is  advisable  with 
matad lusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all  day  appelite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  IScontains  15 mg  of  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  ot  100  and  500 


Sucaryl  Sweetener 

8>ind  “ 


Brand 

A proven  aid  to  weight  contrJ 


For  use  in  beverages  and  fci 
—stable  to  heat 


A constant  reminder  to  your  - 
tient  to  “watch  her  calories" 


A carefully  balanced  formulo 
prevent  aftertaste 


—in  tablets  and  liquid— 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Press  out  tablets  tiom  this  side 
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Directions: 
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economy 


CONTRAINDICATION:  Desoxyn  and  Desbutaa 


Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


contraindicated  in  patients  taking  a monoarii 
oxidase  inhibitor. 


PRECAUTIONS:  Use  with  caution  in  patients /t 
hypertension,  cardiovascular  disease,  hype 
roidism,  old  age,  or  those  sensitive  to  symp; 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,98  4 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage."' 


CANTIL® 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg. 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

!.  Riese.  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 
100  mg.;  Taurocholic  acid,  15  mg. 


•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied : Bottles  of  60  and  250. 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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Obstetrical  or  post— surgical  patients 
requiring  a dependable  increase  in 
hemoglobin  will  receive  as  much  iron 
f250  mg.  in  a 5 cc.  ampul)  as  in  one 
pint  of  blood.  Imferon  ("iron  dextran 
injection)  is  less  expensive  and  it  avoids 
the  well-recognized  hazards  of  whole 
blood  transfusion.  When  patients 
cannot— or  cannot  be  relied  upon  to— 
take  oral  iron,  Imferon  (iron  dextran 
injection)  will  rapidly  supply  needed 
iron  for  reserve  stores. 


ONE  PINT 
OF  BLOOD 
PROVIDES 
NO  MORE 
IRON 


THAN  ONE  5 CC. 
AMPUL  OF 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 

(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy:  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery:  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb./lOO  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
The  total  iron  requirement  for  the  individual  patient  is  readily 
obtainable  from  the  dosage  chart  in  the  package  insert.  Deep 
intramuscular  injection  in  the  upper  outer  quadrant  of  the 
buttock,  using  a Z-track  technique,  (with  displacement  of  the 
skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylactoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported.  Initial  test  doses  of 
0.5  cc.  are  advisable. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses,  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


62-A 


The  Journal  of  the  South  Carolina  Medical  Association 


METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name”  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


METAHYDRir 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides, 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN’ 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg,, 

4 mg.— bottles  of  100  and  1000. 
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NORPRAMIN 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


overcomes  guilt,  lifts  depression,  restores  confidence 


Feelings  of  guilt,  worthlessness,  emptiness  and  loss 
frequently  characterize  depression.  Such  feelings, 
along  with  insomnia,  physical  complaints,  sadness, 
apprehension,  and  other  symptoms  of  depression 
rapidly  respond  to  Norpramin  (desipramine  hydro- 
chloride). Improvement  often  begins  in  2-5  days, 
sometimes  in  less.  A few  patients,  sensitive  to  central 
nervous  system  stimulants  may  become  restless  as 
depression  is  lifted— in  such  cases  dosage  may  be 
reduced  or  a tranquilizer  added. 


Indications:  In  depression  of  any  kind— neurotic  and  psychotic  depressive 
reactions;  manic-depressive  or  involutional  psychotic  reactions.  Dosage: 
Optimal  results  are  obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150 
mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral  or  ure- 
teral spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease 
and  epilepsy.  Should  not  be  given  within  two  weeks  of  treatment  with  a 
monoamine  oxidase  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Side  effects,  usually  mild  may  include:  dry 
mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  “bad  taste,” 
sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness, 
blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia,  granulo- 
penia, altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied: 
Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of 
50,  500  and  1000. 
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QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


A&tsWfc: 


In  colicky  infants  Pediatric  Piptal  wit 
Phenobarbital  slows  down  spasm,  diminisht. 
pain  and  crying  and  improves  feeding  paj] 
terns.  It  permits  sleep  and  rest  for  patient  aril 
family.  The  less  than  hypnotic  amounti 
phenobarbital  in  the  recommended  dosl 
affords  a mild,  calming  action  and  enhance! 
the  antispasmodic  action  of  Piptal  (pipenz'i 
late  bromide).  The  latter  drug,  as  reported 
the  medical  literature,  has  a favorable  ratio1 
effectiveness  to  side-effects  which  is  unusu 
in  anticholinergics  and  thus  is  particular 
appropriate  to  pediatric  use. 


PEDIATRIC  PIPTAL* 
WITH 

PHENOBARBITAL 


I 


each  cc.  contains  6 mg.  phenobarbital  (warning:  nrJ jgj 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromic 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  wi  Ur 
Phenobarbital  is  miscible  in  milk,  formul 
and  fruit  juices,  and  may  also  be  given  : 
dropper  directly  on  the  infant's  tongue.  Dc 

■ 'IT 

age  is  0.5  cc.  15  minutes  before  feeding;  • 
severe  cases,  1.0  cc.  four  times  daily.  Hi 
doses  may  occasionally  cause  constipati 
with  tenesmus  and,  rarely,  flushing  withe  . 
fever.  It  is  contraindicated  in  bowel  obstri 
tion  or  sensitivity  to  phenobarbital  or  ar 
cholinergics.  Available  in  30  cc.  dropf 
bottles,  droppers  calibrated  to  deliver  0.5 
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f years  of  clinical  use 
id  still  the  most 
idely  prescribed 
lent  of  its  kind 


Complete  information  for  usage  available  to 
physicians  on  request.  St966 
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heart  disease 
or  psychic  tension? 

“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic  masks 
of  psychic  tension,  arising  from  constant  encounters 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychom 
rotic  reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneuro 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d. 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  mus 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i 
Geriatric  patients:  1 or  2 mg/day  initially,  increase  gradually 
needed. 

Contraindications:  Infants,  patients  with  history  of  convulsi: 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patien 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 


with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally  pro- 
duced, consider  Valium  (diazepam)  as  adjunctive 
therapy.  Valium  (diazepam)  acts  rapidly  to  calm  the 
patient,  to  reduce  his  psychic  tension  and  relieve 
associated  cardiovascular  complaints. 

Neurotic  fatigue — the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be  con- 
trolled by  this  highly  useful  agent.  Valium  (diazepam) 
often  achieves  results  where  other  psychotherapeutic 
agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsiness 
occur,  they  usually  disappear  with  dosage  adjustment. 


Precautions:  Limit  dosage  to  smallest  effective  amount  in  elde 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclt 
ataxia  or  oversedation.  Advise  patients  against  possibly  haza: 
ous  procedures  until  correct  maintenance  dosage  is  establish! 
driving  during  therapy  not  recommended.  In  general,  concurn 
use  with  other  psychotropic  agents  is  not  recommended.  Wi 
patients  of  possible  combined  effects  with  alcohol.  Safe  use 
pregnancy  not  established.  Observe  usual  precautions  in  impaii 
renal  or  hepatic  function  and  in  patients  who  may  be  suicid 
periodic  blood  counts  and  liver  function  tests  advisable  in  loi 
term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatig 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzint 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  spee 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  i 
pression,  stimulation,  sleep  disturbances  and  hallucinations)  a 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  ov 
dosage  may  produce  withdrawal  symptoms  similar  to  those  st 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 


Supplied:  Tablets,  2 mg,  S mg  and  10  mg;  bottles  of  SO  for  c<| 
venience  and  economy  in  prescribing. 


\^llUm°(diazepam) 

2-mg,  5-mg,  10-mg  tablets 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


I 

i 


I 


I 


I 


I 


own  antibodies 


now  a victim  of  his 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven't  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  h Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine"  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 

• ThenfadiL  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

•Zephiran"  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 


Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


Prescribe 

nTz 


Nasal  Spray 

ne  HCI) 

l/\//f7f/jro/7  Winthrop  Laboratories,  New  York,  N.Y.  10016 


(contains  Neo-Synephrine  HCI) 


Once  merely  a man 
with  HAY  FEVER- 


A MODERN  PSYCHIATRIC  HOSPITAL 


for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 

IN  TRANSPORTATION 


facts  count,  too,  in  selecting  health  care  coverage 


Decision  makers  in  transportation  make  facts  count 
every  day,  every  mile.  They  have  to  anticipate  the 
needs  of  mobile  America  . . . transporting  people, 
produce  and  manufactured  goods.  Facts  count  all  the 
way — on  subjects  as  diverse  as  the  location  of  distri- 
bution centers  in  South  Carolina  and  elsewhere,  manu- 
facturers' production  schedules,  the  perishability  of 
produce,  current  ICC  rates  and  traffic  flow. 

Some  of  the  country's  biggest  and  busiest  shippers 
and  leasers  have  made  facts  count  in  selecting  health 
care  coverage,  too.  They  have  chosen  Blue  Cross  and 
Blue  Shield  for  their  employees.  The  fact  that  this 


health  care  program  is  good  anywhere  in  the  world 
counts  for  them.  So  does  the  breadth  of  coverage.  Only 
Blue  Cross  and  Blue  Shield  offer  such  comprehensive 
coverage  so  economically.  Benefits  are  determined  by 
services,  not  fixed  dollar  amounts. 

Let  these  and  other  facts  count  for  your  company.  Talk 
with  your  experienced  Blue  Cross  and  Blue  Shield  rep- 
resentative soon.  He  can  tailor  a health  care  program 
to  meet  your  specific  company's  needs.  Health  care 
coverage  is  his  only  business.  He  has  the  facts  at  his 
fingertips — and  the  country's  biggest  health  care 
organization  behind  him. 


Blue  Cross,- Blue  Shield. 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


When  blood  pressure  won't  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —"resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


"...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen  R. 

“As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES.  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


Most  of  my  patients  with 
high  biood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’ re  grateful  when  lean 
keep  prescription  costs 
down. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 

Geigy 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  arc  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Mcprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Relore  prescribing,  con- 
sult package  circular. 

WALLACE  LABORATORIES 
\kr  Cranbury,  \.J.  cm.»*h 
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eczema:  scourge  of  childhoo 


R.  R,  Age  77  — Before  treatment—  After  treatment  — with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT*1  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 


Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 


Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 


Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 


measures  taken.  Use  on  infected  areas  should  be  at 
with  caution  and  observation,  bearing  in  mind  the  p 
spreading  of  infection  and  the  advisability  of  discon 
therapy  and/or  initiating  antibacterial  measures.  Gene 
dermatological  conditions  may  require  systemic  corti 
oid  therapy.  Steroid  therapy,  although  responsible  for 
sions  of  dermatoses,  especially  of  allergic  origin  canno 
pected  to  prevent  recurrence.  The  use  over  extensiv 
areas,  with  or  without  occlusive  nonpermeable  dn 
may  result  in  systemic  absorption.  Appropriate  prec 
should  be  taken.  When  occlusive  nonpermeable  di 
are  used,  miliaria,  folliculitis  and  pyodermas  will  son 
develop.  Localized  atrophy  and  striae  have  been  n 
with  the  use  of  steroids  by  the  occlusive  technique 
occlusive  nonpermeable  dressings  are  used,  the  p 
should  be  aware  of  the  hazards  of  suffocation  and  f| 
bility.  The  safety  of  use  on  pregnant  patients  has  n 
firmly  established.  Thus, do  not  use  in  large  amount| 
long  periods  of  time  on  pregnant  patients. 


Packages:  Tubes  of  5 Gm.  and  15  Gm.;  V2  lb.  jar. 


Aristocort' 
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Topical  Ointment  0.1%  and  Cream  0.1%, 

-i-  • • | a . *1  Also  available  in  foam  form  and  with  nel 

Triamcinolone  Acetomde 


a potent  combination  in 


-flavored  forms: 


3YTHR0MYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 


96.5%.  Side  effects  were  experienced  by  only  u 
of  the  patients. 


The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


The  acceptance:  The  majority  of  the  4 
patients  studied  expressed  a definite  likingfo 
the  products.  There  were  only  two  refusals  A 
independent  taste-test  with  50  healthy  chil  e 
further  substantiated  the  excellent  acceptaln 
of  the  orange-flavored  forms,  c ) 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES  j 


In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
| mg.  each  of  sulfadiazine,  sulfa- 

merazine  and  sulfamethazine  . 000303 


Lessens  motility, 
reduces  secretions  and 


maintains  mild  sedation 


ANTROCOL' 


ANTISPASMODIC 

ANTISECRETORY 

SEDATIVE 


Each  tablet  or  capsule  contains  Atropine 
sulfate  0.324  mg.  Phenobarbital  16  mg. 
Warning,  may  be  habit  forming.  *Ben- 
sulfoid  65  mg.  *See  White  Sec.  P.D.R. 
p.  851. 

INDICATIONS:  Peptic  ulcer.  Func- 
tional digestive  disturbances. 

DOSAGE:  In  peptic  ulcer  4 to  8 tablets 
or  capsules  per  day.  Dryness  of  mouth 
is  a guide  to  proper  dosage  in  acute  ulcer. 
As  the  ulcer  heals,  increased  sedation 
is  an  indicator  to  reduce  dosage.  In 
functional  digestive  disturbances,  1 tab- 
let or  capsule  every  six  hours  maintains 
sedation  at  the  threshold  of  calmness. 
The  mild  antisecretory  action  does  not 
disturb  the  average  patient. 
SIDE-EFFECTS:  Dryness  of  mouth, 
blurred  vision  and  difficult  urination. 
PRECAUTIONS:  Use  cautiously  in 
prostatic  hypertrophy.  Do  not  use  in 
glaucoma. 

Tablets  packaged  in  bottles  of 
100,  500  and  5000 
Capsules  packaged  in  bottles  of 
100, 500  and  1000 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIHCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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PENTID-SULFAS  FOR  SYRUP 

SQUIBB  BUFFERED  PENICILLIN  POWDER  WITH 
SULFADIAZINE, SULFAMETHAZINE, AND  SULFAMERAZINE 


the  fruit  punch 
that  packs  a wallop 


.01 


Pentid  Sulfas  for  Syrup  is  a real  knock  out  when  it 
comes  to  good  taste.  And,  with  a single  prescrip- 
tion, you  provide  an  anti-infective  that  combats 
both  gram-positive  and  gram-negative  bacteria. 
Notable  for  its  economy,  Pentid-Sulfas  for  Syrup  is 
everybody’s  choice,  patient,  parent  and  physician. 

Contraindications:  Contraindicated  in  patients  sensitive  to 
sulfa  or  penicillin,  pregnant  females  at  term,  premature  in- 
fants, newborns  during  first  week  of  life.  Precautions:  Watch 
for  hypersensitivity  reactions  and  overgrowth  of  nonsuscep- 
tible  organisms.  Observe  usual  precautions  for  sulfonamide 
therapy:  adequate  fluid  intake:  force  fluids  if  urine  volume  is 
low;  maintain  urinary  pH  of  7 or  higher;  use  only  after  critical 
appraisal  in  patients  with  liver  or  renal  damage,  urinary  ob- 
struction, blood  dyscrasias.  Adverse  Reactions:  Anaphylactoid 


shock  (rare),  G.l.  disturbances,  hepatitis,  pancreatitis, 
blood  dyscrasias,  neuropathy,  drug  fever,  urticaria,  pur- 
pura, hematuria,  crystalluria,  conjunctival  and  scleral 
varicula,  petechiae  may  occur.  Dosage:  Daily  pediatric  dos- 
age should  supply  65-100  mg.  trisulfapyrimidines  per 
pound  body  weight  in  divided  doses  q.  4 to  6 h.  Supply: 
Pentid-Sulfas  for  Syrup  when  prepared,  provides  80  cc.  (16 
doses)  or  150  cc.  (30  doses)  of  fruit-flavored  syrup  provid- 
ing in  each  5 cc.  teaspoonful  125  mg.  (200,000  u.)  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine. and  sulfamerazine. 

Now  . . . NEW  PENTID®  ‘400’-SULFAS  FOR  SYRUP  (buffered 
penicillin  powder  with  sulfadiazine,  sulfamethazine,  and  sulfa- 
merazine each  5 cc.  providing  250  mg.  [400,000  units]  potas- 
sium penicillin  G and  167  mg.  each  of  sulfadiazine,  sulfa- 
methazine, and  sulfamerazine).  Available  in  16  dose  (80  cc.) 
and  30  dose  (150  cc.)  bottles. 

For  full  information,  see  Product  Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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Many 
anxious 
patients 
need  more 
than  just 
calming. 

Stelazine 

brand  of  trifluoperazine 

offers 
true 
tranquilization 


Sedative  or  muscle  relaxant-type  tranquilizers  are  often  all  that's 
needed  for  patients  with  temporary  situational  anxiety.  But  in 
the  many  patients  whose  anxiety  presents  a continuing  problem 
these  agents  are  limited  by  their  generalized  dulling  effects. 
'Stelazine'  can  attack  anxiety  directly  without  producing 
annoying  dulling  effects.  On  'Stelazine',  patients  can  react 
more  normally  to  day-to-day  stress  yet  remain  alert,  able  to 
carry  on  their  normal  activities. 

Contraindicated  in  comatose  or  greatly  depressed  states  due  to  CNS  depressants 
and  in  cases  of  existing  blood  dyscrasias.  bone  marrow  depression  and  pre-existing 
liver  damage.  Principal  side  effects,  usually  dose  related,  may  include  mild  skin 
reaction,  dry  mouth,  insomnia,  fatigue,  drowsiness,  dizziness  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness,  anorexia,  rash,  lactation  and 
blurred  vision  may  also  be  observed.  Blood  dyscrasias  and  jaundice  have  been 
extremely  rare.  Use  with  caution  in  patients  with  impaired  cardiovascular  systems. 
Before  prescribing,  see  SK&F  product  Prescribing  Information. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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illustration  after  Boyden 


IN  YOUR  DIAGNOSES  OF  SMOOTH  MUSCLE  SPASM? 


jHulips  Roxane,  Inc 


PERHAPS  VERY 


The  sphincter  of  Oddi  is  made  up  primarily  of  smooth  muscle 
fibers.  It  permits  the  gall  bladder  to  fill,  regulates  the  flow  of 
bile  and  pancreatic  enzymes  and  in  dysfunction  is  a primary 
cause  of  Biliary  Dyskinesia.  The  sphincter  of  Oddi  is  but  one  of 
five  major  foci  of  smooth  muscle  spasm  where  SPACOLIN® 
(Alverine  citrate)  acts  directly  with  rapid  onset  and  long  dura- 
tion. No  neurotropic  side  effects  because  Spacolin  is  a 
musculotropic  counter-spasmodic  unrelated  to  atropine  or 
atropine-like  drugs.  Spacolin  is  not  contraindicated  in  prostatic 
hypertrophy. 

SP ACOLIN^  (Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 

INDICATIONS:  Smooth  muscle  spasmolytic  for  use  in  spastic  colon,  spastic  conditions  of  the 
gastrointestinal  tract,  biliary  dyskinesia,  cholecystitis,  spasm  associated  with  peptic  ulcer,* 
achalasia,  pylorospasm,  spasm  attendant  to  diarrhea,  spastic  conditions  of  the  genitourinary 
tract  attributable  to  inflammation  and  calculi,  certain  primary  dysmenorrheas  and  as  an  aid 
in  cystoscopic,  esophagoscopic  and  gastroscopic  examinations.  DOSAGE:  One  tablet  after 
meals  1 to  3 times  daily  at  discretion  of  physician.  When  treating  spasm  associated  with 
peptic  ulcer,  achalasia  or  pylorospasm,  administer  tablets  V2  hour  before  meals.  In  dys- 
menorrhea, one  tablet  3 times  daily  starting  at  onset  of  discomfort.  PRECAUTION:  Caution  is 
recommended  when  using  in  hypotensive  patients.  SIDE  EFFECTS:  In  common  with  other 
smooth  muscle  depressants,  Spacolin  temporarily  lowers  blood  pressure. 


smooth  muscle  sphincter  of  Oddi 


•Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer  treatment  and  should 
not  be  neglected. 


Bill  Wold 


owns  a 
delicatessen 
He  puts  up 
stock, 
unloads  the 
produce, 
even 

helps  make  the  potato  salad. 


i 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional 
discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you  of  the  Posture- 
pedic's  distinctive  benefits  and,  we  would  hope,  merit  your  valued 
recommendation. 

The  professional  discount  represents  a minimum  saving  of  $39 
per  set  over  the  regular  retail  price  for  mattress  and  foundation. 
To  receive  your  professional  discount  certificate,  mail  this  coupon 
to  Sealy,  Inc.,  666  North  Lake  Shore  Drive,  Chicago,  Illinois  60611. 


Please  send  me  complete  information  on  your  professional  discount. 

E-7 

Dr 

Residence 

City State Zip  Code 


At  night  he  sleeps  like  a baby. 

(On  a too-soft  mattress) 

Maybe  that’s  why  his  back  hurts. 

You  probably  have  patients  who  are  strong  as  a bull  — 
who  have  no  postural  defects  or  spinal  deformities-yet  still 
complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies-on  nice,  soft, 

feathery  mattresses  that  can  do  more  harm  than  good.  And  this 
too-soft  mattress  can  lead  to  morning  backaches. 

That's  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

.Posturepedic  is  designed  in  cooperation  with  leading 
orthopedic  surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pain,  why  not 
recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 


) 

i 


l 


( 
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The  human  spine  is  not  enginee 
prolonged  sitting  at  desks,  piano 
writers  and  drafting  boards.  The' 
set  up  by  the  heavy,  forward-tiltf 
and  trunk,  balanced  precariousl 
insufficient  base,  result  in  strain 
dorsal  musculature,  particularly 
low  lumbar  level. 

The  unusual  muscle-relaxant 
gesic  properties  of  ‘Soma’  make 
daily  useful  in  the  treatment  of 
sprains  and  strains.  ‘Soma’  is 
prescribed  □ to  relieve  pain  □ 
muscles  □ to  restore  mobility. 


inoicauons:  soma  is  userui  tor  manai 
muscle  spasm,  pain,  and  stiffness  in  a 
inflammatory,  traumatic,  and  degenerati 
loskeletal  conditions.  It  also  may  act  to 
motor  activity  in  certain  neurologic  dis 

Contraindications:  Allergic  or  idiosync 
tions  to  carisoprodol. 

Precautions:  ‘Soma',  like  other  centre 
system  depressants,  should  be  used  wi: 
in  patients  with  known  propensity  for 
cessive  quantities  of  drugs  and  in  pa  i 
known  sensitivity  to  compounds  of  sim 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reporte . 
frequency  is  sleepiness,  usually  on  hy 
recommended  doses.  An  occasional  p 
not  tolerate  carisoprodol  because  of  ar 
reaction,  such  as  a sensation  of  weakr 
rarely  observed  reactions  have  includes 
ataxia,  tremor,  agitation,  irritability,  her 
crease  iq  eosinophil  count,  flushing  o ; 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia 
penia,  occurring  when  carisoprodol  \ 
istered  with  other  drugs,  has  been  repo  I 
an  instance  of  fixed  drug  eruption  wither 
and  subsequent  cross  reaction  to  met 
Rare  allergic  reactions,  usually  mild,  ha  i 
one  case  each  of  anaphylactoid  reactici 
shock  and  angioneurotic  edema  with  j 
difficulty,  both  reversed  with  appropri, ! 
In  cases  of  allergic  or  hypersensitivity 
carisoprodol  should  be  discontinued  am 
ate  therapy  initiated.  Suicidal  attemp! 
duce  coma  and/or  mild  shock  and< 
depression. 

Dosage:  Usual  adult  dose  is  one  35CS 
three  times  daily  and  at  bedtime. 
Supplied:  Two  Strengths:  350  mg.  vf 
and  250  mg.  orange,  two-piece  capsi- 
Before  prescribing,  consult  package  ci  I 

for  the  relief 
of  low  back 
sprains  and  sti 

SOM 

(CARISOPRO 


Wallace  Laboratories,  Crar« 


"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 
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volving  purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 


BAYER  , 

chil'6'ren  ) 
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good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 


s\ G G 1-  | Q o <3 G FT 


two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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ETOMIDE 

A NEW  NONNARCOTIC  ANALGESIC  AGENT  FOR  THE  RELIEF  OF 
POSTPARTUM  CRAMPING  AND  PERINEAL  PAIN 

SAM  M.  KING,  M.  D. 

JACK  D.  PARKER,  M.  D.* 

Greenville,  S.  C. 


Multiparous  women  often  experience 
painful  uterine  contractions  during 
the  first  few  days  after  delivery.  Al- 
though primiparas  usually  do  not  have  such 
pains  because  the  puerperal  uterus  after  the 
first  delivery  tends  to  remain  in  a state  of  tonic 
contraction  and  retraction,  contractions  may 
occur,  even  in  primiparas,  if  the  uterus  has 
been  subjected  to  unusual  distention  or  if 
foreign  bodies  such  as  blood  clots  have  been 
retained  within  it.  Many  patients  first  notice 
afterpains  at  the  first  nursing  and  many  pa- 
tients also  notice  the  afterpains  are  stronger 
during  nursing.  Although  uterine  contractions 
may  last  for  days,  they  usually  decrease  in 
intensity  after  the  first  48  hours. 

Codeine  is  frequently  prescribed  for  the 
relief  of  postpartum  pain.  While  codeine 
possesses  potent  pain-relieving  properties,  it 
is  an  addictive  drug.  This  characteristic  limits 
its  usefulness,  especially  in  nursing  mothers 
whose  infants  may  receive  the  drug  in  their 
mothers’  milk.  Aspirin  is  also  commonly  used 
for  the  relief  of  afterpains.  Aspirin  has  no  ad- 
dictive property  and  it  will  effectively  relieve 
mild  pain  but  aspirin  has  less  analgesic  effect 
than  codeine  and  when  administered  alone,  it 

"From  the  Department  of  Gynecology  and  Obstetrics 
Greenville  General  Hospital,  Greenville,  South  Caro- 
lina 


is  ineffective  in  controlling  moderate  or  severe 
pain.  A number  of  other  nonaddictive  anal- 
gesic drugs  are  at  present  available,  certain 
salicylates  and  paraminophenols  among  them, 
but  all  have  shortcomings  related  either  to 
efficacy  or  toxicity.  A definite  need  exists  for 
a potent  nonaddictive  analgesic  agent  which 
may  be  used  with  safety  in  all  types  of  pa- 
tients, including  puerperas  who  are  experi- 
encing postpartum  pain. 

This  report  is  concerned  with  an  investiga- 
tional nonaddictive  systemic  analgesic  agent 
that  was  used  by  the  authors  for  the  control 
of  postpartum  cramping  and  perineal  pain  in 
66  women  who  were  delivered  in  the  Green- 
ville General  Hospital. 

Materials  and  Methods 

The  subjects  of  this  study  were  66  women  who 
were  unselected  as  to  age,  parity  or  previous  obstetric 
history.  They  all  had  just  been  delivered  of  live 
infants  and  were  experiencing  afterpains.  These  pa- 
tients ranged  in  age  from  15  to  38  years,  with  an 
average  age  of  25  years:  8 were  under  20  years  of 
age;  43  were  between  20  and  30  years  of  age;  and 
15  were  in  the  third  decade  of  life.  As  shown  in 
Table  I.  22  were  primiparas,  25  were  secundiparas, 
and  19  were  multiparas.  Two  patients  had  hyper- 
tension and  another  had  pre-eclampsia. 

Delivery  was  spontaneous  in  25  patients,  by  low 
forceps  in  36  patients  and  by  midforceps  in  5 pa- 
tients. Episiotomy  was  performed  in  55  patients,  and 
labor  was  induced  in  6 patients.  5 of  whom  received 
oxytocics.  All  births  were  live,  although  1 of  3 pre- 
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TABLE  1 


OBSTETRICAL 

HISTORIES  OF 

66  UNSELECTED  PUERPEHAS 

GIVEN  ETOMIDE  CAPSULES*  FOR  THE 

CONTROL  OF 

POSTPARTUM  PAIN 

Number  of 

Number  of 

Number  of 

Number  of 

Live  Births 

Pregnancies 

Abortions 

Puerperas 

1 

1 

20 

1 

2 

1 

1 

1 

4 

3 

1 

2 

2 

19 

2 

4 

2 

1 

2 

3 

1 

5 

3 

3 

5 

3 

4 

1 

4 

3 

5 

2° 

2 

4 

4 

6 

5 

5 

2 

“Including  an  ectopic  pregnancy  in  1 patient. 

mature  infants  died  neonatally.  Four  of  the  66  pa- 
tients of  the  series  underwent  abdominal  surgery  in 
the  postpartum  period,  tubal  ligation  in  3 patients 
and  partial  bilateral  salpingotomy  in  1 patient. 

Medication 

The  purpose  of  this  study  was  to  evaluate  the 
effectiveness  of  Bandol  (etomide  hydrochloride)0  for 
the  alleviation  of  cramping  and  perineal  pain  during 
the  first  5 days  postpartum.  This  compound,  which  is 
a basic  amide  derived  from  benzylic  acid,  is  2-ethoxy- 
N-methyl-N-[2-(  methylphenethylamino ) ethyl] -2-2di- 
phenylacetamide  hydrochloride.1  Preliminary  clinical 
study  has  demonstrated  that  etomide  will  effectively 
relieve  chronic  pain  in  doses  of  50.  100,  or  150  mg, 
with  increasing  analgesic  effect  in  larger  doses,  and 
that  physical  dependence  on  the  medication  does  not 
develop  when  the  drug  is  administered  repeatedly.2 

Etomide  hydrochloride  was  administered  to  each 
patient  of  this  series  as  a combined  preparation,  each 
capsule  containing  75  mg  of  the  drug  plus  250  mg 
acetyl-p-aminophenol  and  30  mg  caffeine.  The  dose 
was  1 capsule,  1 to  4 times  a day,  according  to  need. 

"Proposed  Squibb  Trademark.  The  etomide  cap- 
sules that  were  used  in  the  present  investigation  were 
generously  supplied  by  the  Squibb  Institute  for 
Medical  Research,  New  Brunswick,  New  Jersey. 


Careful  records  were  kept  of  the  number  of  capsules 
administered  to  each  of  the  66  patients  during  the 
first  5 postpartum  days.  Other  analgesic  medications 
were  used  only  when  sufficient  relief  of  afterpains 
was  not  obtained  by  the  administration  of  etomide. 

The  effectiveness  of  this  etomide  preparation  for  the 
relief  of  afterpains  was  rated  according  to  the  follow- 
ing numerical  scale:  0 (no  relief),  1 (slight  relief). 
2 (moderate  relief).  3 (almost  complete  relief,  and 
4 (complete  relief).  In  addition,  each  patient  was 
observed  carefully  for  the  occurrence  of  side  effects 
that  might  be  attributable  to  the  medication,  such  as 
nausea,  vomiting,  constipation,  diarrhea,  excitement, 
drowsiness,  vertigo,  abdominal  cramping,  tremor,  and 
miscellaneous  unfavorable  effects.  The  severity  of 
these  reactions,  if  they  occurred,  was  to  be  rated  as 
0 (none),  1 (mild),  2 (moderate),  or  3 (severe). 

Results 

At  the  termination  of  the  study  period,  it 
was  found  that  a total  of  296  capsules  had 
been  administered  to  these  66  subjects  during 
the  first  5 days  postpartum  (Table  2). 

Five  patients  of  the  series  required  addi- 
tional analgesic  medication.  Four  of  the  5 had 
undergone  postpartum  abdominal  surgery 
(tubal  ligation  in  3 and  partial  salpingotomy 
in  1 ) and  all  4 were  given  meperidine  on  1 or 
2 days  concomitantly  with  the  etomide  cap- 
sides.  The  fifth  patient  who  required  addi- 
tional analgesic  medication  was  a multipara, 
delivered  prematurely,  who  had  a history  of 
psychoneurosis  of  long  duration.  She  had  re- 
ceived 2 capsules  of  the  etomide  preparation 
on  the  first  postpartum  day  with  complete 
relief  of  afterpains;  on  day  2 she  also  received 
2 capsules  of  etomide  but  complained  of  pain 
and  that  evening,  she  was  given  a preparation 
containing  propoxyphene,  aspirin,  phenacetin 


TABLE  2 


DOSAGE 

OF  ETOMIDE 

CAPSULES*  IN 

RELATION  TO 

PARITY  OF  66 

PUERPERAS 

No.  Capsules 

Total  No. 

Total  No. 

Per  Patient 

Para  I 

Para  II 

Para  III 

Para  IV 

Para  V 

Patients 

Capsules 

1 

6 

3 

1 

10 

10 

2 

4 

o 

1 

7 

14 

3 

5 

4 

3 

1 

13 

39 

4 

2 

2 

2 

2 

1 

9 

36 

5 

3 

2 

1 

6 

30 

6 

1 

1 

2 

1 

5 

30 

7 

1 

2 

2 

1 

6 

42 

8 

4 

4 

32 

9 

4 

4 

36 

13 

1 

1 

13 

14 

1 

1 

14 

22 

25 

11 

6 

2 

66 

296 
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and  caffeine.  On  day  3,  the  etomide  prepara- 
tion was  discontinued  because  of  side  effects 
and  the  propoxyphene  combination  was  con- 
tinued for  the  3 remaining  days  of  the  trial. 

Results  were  universally  good,  with  com- 
plete or  almost  complete  relief  of  postpartum 
pain  reported  by  every  patient  after  treatment 
with  the  etomide  capsules.  A rating  of  4 (com- 
plete relief)  was  recorded  for  55  of  the  66 
patients  on  each  day  that  the  etomide  anal- 
gesic was  received.  To  13  of  these  55  patients, 
the  drug  was  given  on  1 day  only,  to  18  pa- 
tients on  2 days,  to  16  patients  on  3 days,  and 
to  8 patients  on  4 of  the  first  5 days  post- 
partum. A rating  of  4 was  also  recorded  for 
another  patient  on  3 days  but  no  rating  was 
recorded  for  the  other  2 days  on  which  she 
received  the  drug.  Eight  additional  patients 
had  ratings  of  4 ( complete  relief ) or  3 ( almost 
complete  relief)  for  each  day  they  received 
the  etomide  capsules.  To  1 of  these  patients, 
the  analgesic  agent  was  given  on  2 of  the  first 
5 days  postpartum,  to  2 on  2 days,  to  2 others 
on  4 days,  and  to  3 on  each  of  the  first  5 days 
after  delivery.  In  the  remaining  2 patients  of 
the  series,  results  were  rated  as  3 ( almost 
complete  relief)  on  the  1 and  2 days,  re- 
spectively, that  they  were  treated  with  eto- 
mide capsules.  Three  of  the  5 patients  who 
received  concomitant  analgesic  medication  on 


the  1 or  2 days  that  etomide  capsules  were 
also  given  had  consistent  ratings  of  4 (com- 
plete relief  );  the  other  2 had  ratings  of  3 or 
4 ( complete  or  almost  complete  relief,  re- 
spectively). 

Table  3 shows  the  number  of  patients  who 
received  the  etomide  capsules  on  each  of  the 
first  5 days  postpartum  and  the  results.  It  is 
evident  from  this  table  that  of  the  41  patients 
treated  with  the  drug  on  the  first  day  after 
delivery,  40  had  complete  relief  and  1 had 
almost  complete  relief  of  postpartum  pain, 
that  of  the  54  who  were  treated  on  day  2 
postpartum,  49  had  complete  relief  and  5 had 
almost  complete  relief.  Similarly,  complete 
relief  was  experienced  by  30  of  35  patients 
treated  on  day  3,  by  22  of  24  patients  treated 
on  day  4,  and  by  13  of  15  patients  treated  on 
day  5 postpartum.  All  other  patients  who  re- 
ceived the  analgesic  medication  on  these  days 
had  almost  complete  relief  of  afterpains.  It  is 
also  evident  from  this  table  that  more  patients 
recpiired  analgesic  medication  during  the  first 
3 days  than  during  day  4 and  day  5 after 
delivery. 

Side  effects  were  encountered  in  only  1 
patient  of  the  series.  This  patient  complained 
of  itching  and  a mild  rash  after  treatment  with 
the  etomide  preparation  for  2 successive  days. 
The  etomide  capsules  were  discontinued  and 


TABLE  3.  NUMBER  OF  PATIENTS  GIVEN  ETOMIDE  CAPSULES0  ON  EACH  OF  THE  FIRST  5 DAYS  POSTPARTUM  AND  THE 

RESULTS 


Day 

No.  of  Patients  Receiving 
Etomide  (Capsules/Day) 

Total 
No.  of 
Patients 

Total 
No.  of 
Capsules 

Results  ( Degree  of  Relief 
Obtained)® 

Postpartum 

1 

2 

3 

4 

Treated 

Given 

4 

3 

NR 

1 

19 

17 

4 

1 

41 

69 

40 

1 

2 

(a) 

19 

19 

10 

6 

54 

111 

49 

5 

3 

(b) 

20 

7 

4 

4 

35 

62 

30 

5 

4 

(c) 

13 

11 

24 

35 

22 

1 

1 

5 

13 

1 

1 

15 

19 

13 

1 

1 

°4  represents  complete  relief  and  3 represents  almost  complete  relief  of  postpartum  cramping  and  perineal 
pain. 

N.R.:  not  recorded. 

(a)  Other  analgesic  medication  was  administered  to  2 of  these  patients  on  day  2. 

(b)  Other  analgesic  medication  was  administered  to  3 of  these  patients  on  day  3. 

(e)  Other  analgesic  medication  was  administered  to  1 of  these  patients  on  day  4. 
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an  antihistamine  preparation  was  prescribed; 
both  itching  and  rash  disappeared  within  a 
few  hours. 

No  interference  with  lactation  was  ob- 
served in  any  of  the  nursing  mothers  who 
were  treated  with  etomide  capsules  and  no 
adverse  effects  were  noted  in  their  breast-fed 
babies. 

Comment 

Our  findings  in  this  series  of  patients  indi- 
cates that  the  etomide  preparation  admin- 
istered to  these  patients  is  an  effective  anal- 
gesic agent  for  the  relief  of  postpartum 
cramping  and  perineal  pain.  Following  the 
administration  of  1 to  4 capsules  a day,  relief 
of  pain  was  virtually  complete  in  every  one  of 
the  treated  patients.  Except  for  1 patient,  all 
who  required  additional  analgesia  had  under- 
gone abdominal  surgery.  The  1 patient  who 
had  had  no  surgery  and  yet  required  addi- 
tional analgesia  was  the  same  patient  and  the 
only  1 of  the  series  who  experienced  side 
effects.  This  patient  is  a profoundly  neurotic 
patient  whom  we  have  known  for  the  past  10 
years.  From  her  history  we  believe  that  she 
is  an  exceptional  patient.  We  also  believe  that 
it  is  uncertain  whether  the  side  effects  in  her 
case  were  related  to  the  administration  of 
etomide. 

As  was  to  have  been  expected,  the  22  primi- 
paras  in  our  series  required  less  of  the  anal- 
gesic drug  to  control  postpartum  pain  than  did 
the  multiparas.  The  average  total  dose  of  the 
etomide  preparation  for  multiparas  was  5 cap- 
sules as  compared  to  the  average  total  dose  of 
3 capsules  for  the  primiparas. 

On  the  basis  of  our  findings  in  this  study 
we  believe  that  the  etomide  preparation  ad- 
ministered to  this  series  of  patients  is  superior 
to  a preparation  containing  aspirin,  phena- 
cetin,  caffeine,  and  codeine,  which  we  have 
previously  used  for  relief  of  postpartum  pain 


in  our  patients.  Not  only  does  the  etomide 
preparation  appear  to  be  more  effective  in  its 
analgesic  action  but  also  it  seems  to  be  better 
tolerated  than  the  older  preparation. 

Summary 

A new  nonnarcotic  agent,  etomide,  has  been 
administered  to  66  puerperas  for  the  relief  of 
postpartum  cramping  and  perineal  pain  dur- 
ing the  first  5 days  postpartum.  The  medica- 
tion was  given  as  capsules,  each  containing 
75  mg  of  etomide  hydrochloride,  250  mg 
acetyl-p-aminophenol  and  30  mg  caffeine.  The 
dosage  was  a single  capsule,  1 to  4 times  a day 
as  needed. 

At  the  end  of  the  trial  it  was  found  that  a 
total  of  296  capsules  had  been  administered 
to  the  66  women,  the  number  given  to  each 
puerpera  varying  from  1 to  14.  The  22  primi- 
paras had  received  a total  of  65  capsules,  or 
an  average  of  3 capsules  each,  while  the  25 
secundiparas  and  the  19  multiparas  had  re- 
ceived 139  and  92  capsules,  respectively,  or  an 
average  of  5 capsules  each.  Five  patients  re- 
quired additional  analgesic  medication  con- 
comitantly with  the  etomide  preparation.  Of 
these,  4 had  undergone  abdominal  surgery 
(tubal  ligation  in  3 and  partial  salpingotomy 
in  1 ) postpartum;  the  fifth  was  a multipara, 
delivered  prematurely  who  had  a history  of 
psychoneurosis  of  long  duration. 

A mild  and  transient  rash  occurred  in  1 
patient  which  disappeared  within  a few  hours 
after  the  administration  of  antihistamine.  This 
was  the  only  side  effect  encountered  in  any 
patient. 

The  results  of  this  trial  indicate  that  the 
etomide  preparation  under  evaluation  in  a 
dosage  of  1 to  4 capsules  a day,  will  provide 
adequate  analgesia  for  postpartum  cramping 
and  perineal  pain  with  only  minimal,  if  any, 
side  effects. 


REFERENCES 

1.  Krapcho.  J.  and  Turk,  C.  F.:  Analgesics.  Basic  2.  Cass.  L.  J.  and  Frederik.  VV.  S.:  Clinical  evaluation 
amides  of  alpha-alkoxydiphenylacetic  acids.  J Med  of  SQ  10,269  in  patients  with  chronic  pain.  I New 

Chem  6:547,  1963.  ' ' Drugs  4:38,  1964. 


262 


The  Journal  of  the  South  Carolina  Medical  Association 


SYSTEMIC  THIABENDAZOLE  TREATMENT  OF 
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That  dreaded  bane  of  hot  weather  season, 
creeping  eruption,  stands  menacingly  in 
the  offing.  Those  of  us  who,  in  the  past, 
have  stood  by  more  or  less  helplessly  while 
our  patients  suffered  excruciating  pruritus 
from  many  little  larvae  busily  chewing  then- 
way  through  the  skin  forming  the  typical  little 
tortuous  trails,  may  breathe  a bit  easier.  I 
have  contributed  my  own  mistaken  share  to 
the  number  of  systemic  medications  thought 
to  he  helpful  in  the  past  but  always  dis- 
appointing on  extensive  clinical  trial.  In  1950 
I had  a series  of  20  cases  which  cleared  when 
given  Hetrazan  (diethyl  carbamazine  in  the 
piperazine  group).1  By  coincidence,  these  pa- 
tients must  all  have  been  infested  with  the 
strains  of  Ancylostoma  brasiliense  which  die 
naturally  in  14  days  and  they  must  have  all 
come  in  at  the  opportune  time  for  a few  days 
of  the  Hetrazan  medication.  The  next  season 
proved  the  futility  of  drawing  conclusions 
from  a small  number  of  cases. 

Waisman2  in  his  inimitable  way,  wrote 
“studies  in  vitro  by  various  investigators 
Ritchie,  Blank  and  Hitch  foretold  that  no 
available  medication  offered  effective  lethal 
action  against  the  larval  parasite.  This  pessi- 
mistic conclusion  accorded  with  the  clinical 
experience  of  physicians  in  endemic  areas, 
whose  deep  dissatisfaction  with  prevailing 
treatment  was  exceeded  only  by  the  irre- 
pressible discomfort  of  the  unfortunate  pa- 
tient.” 

We  were  dependent  on  the  application  of 
dry  ice  or  ethyl  chloride1  spray  to  freeze  and 
blister  out  the  little  larvae.  This  painful 
method  was  never  satisfactory.  In  1961  thia- 
bendazole was  found  to  be  a potent  broad 


spectrum  anthelmintic  with  low  toxicity.  In 

1963  Stone  and  Mullins3  gave  thiabendazole 
systemically  to  a very  extensive  and  severe 
case  with  dramatic  relief  and  clearing  of  the 
eruption. 

Its  method  of  action  is  still  not  clear.4  It  has 
been  shown  that  the  third  stage  larvae  have  no 
functioning  mouth  parts  and  are  not  affected 
by  the  drug.  They  must  progress  to  some  sus- 
ceptible stage  while  in  the  skin. 

This  study  of  61  cases  of  larva  migrans  in- 
festation was  started  in  the  early  summer  of 

1964  and  was  continued  through  the  1965  hot 
weather  season.  Three  of  these  cases  were 
treated  with  topical  thiabendazole  in  1964 
and  nine  cases  in  1965.  The  rest  were  given 
thiabendazole  emulsion  or  tablets  25  mg/kg 
body  weight  per  dose  twice  daily  for  three 
days.  If  the  eruption  was  still  present  and 
causing  itching  after  a week,  the  course  was 
repeated.  In  several  cases  three  weekly  courses 
were  required  for  clearing  of  the  eruption. 
Soothing  local  liniments  were  also  given. 

It  is  interesting  to  note  that  of  25  cases, 
treated  systemically  in  1964  a rather  large 
group  of  eight  patients  either  were  too  nause- 
ated to  continue  the  treatment  or  did  not 
respond  to  the  treatment.  The  author  was  ad- 
mittedly somewhat  skeptical  at  that  time.  This 
is  a 25%  failure  rate.  In  1965  the  author  was 
much  more  enthusiastic  and  in  a group  of  29 
patients,  only  two  did  not  respond.  The  aver- 
age good  to  excellent  results  reported  by  a 
large  number  of  investigators  in  1965  was 
85'  < . Why  did  this  difference  and  variation 
in  response  from  season  to  season  occur?  No 
definite  information  is  available  at  present. 

Fifteen  to  20%  of  the  patients  required  a 
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second  course  of  treatment  and  6%  required 
a third  course  of  treatment.  The  two  patients 
in  1965  and  the  eight  patients  in  1964  who  did 
not  respond  to  treatment  with  thiabendazole 
were  then  treated  locally  with  dry  ice  until 
clear. 

The  rather  high  incidence  of  nausea,  with  a 
few  cases  of  vomiting,  is  the  major  dis- 
advantage, at  the  present  time,  of  the  systemic 
treatment.  This  is  apparently  of  central  ner- 
vous system  origin  and  occurs  with  other 
anthelmintics. 

Retention  of  eutieular  sheaths  and  possible 
failure  of  the  larvae  to  progress  to  a stage 
where  functioning  mouth  parts  are  present 
may  partially  explain  why  some  patients  do 
not  respond  to  the  treatment. 

But  the  ecstatic  gratefulness  of  the  patients, 
when  their  suffering  is  in  most  cases  so 
dramatically  relieved  within  24  hours  attests 
to  the  very  real  value  of  this  method  of  treat- 
ment. I have  in  my  files  a number  of  letters 
from  patients  who  have  had  treatment  by 
older  methods  in  the  past  and  by  the  present 
treatment.  They  are  enthusiastic  and  pleased 
with  the  rapid  response  and  the  lack  of  pain. 

Topical  application  of  thiabendazole  in 
ointment  and  estergel  form,  either  with  occlu- 
sion or  without,  is  apparently  without  effect. 
In  1965  the  thiabendazole  was  dissolved  in 
dimethylsulfoxide  and  this  was  much  more 
successful.  Of  nine  patients  treated  in  this 
way,  seven  responded  well.  Response  was  bet- 
ter in  infants  than  in  adults,  possibly  being 
related  to  the  relatively  thinner  skin  of  babies. 


Studies  of  topical  therapy  by  Smith,6  and 
Katz,"  indicate  that  the  DMSO  vehicle  pro- 
vides an  efficient  method  of  penetrating  the 
cutaneous  barrier. 

The  DMSO  vehicle  is  not  at  present  avail- 
able for  either  research  or  prescription.  For 
local  treatment,  in  lien  of  systemic  therapy 
when  the  patient  either  does  not  tolerate  the 
drug  or  there  are  only  one  or  two  lesions, 
injection  of  100  mg /ml  of  thiabendazole  sus- 
pension by  the  use  of  the  dermo  jet0  (this  is  a 
spring-pressured  instrument  which  produces 
a highpowered  jet  stream  of  .1  ml  into  the 
dermis  but  not  through  it)  may  be  the  only 
answer  during  1966. 7 Neither  the  vehicle  nor 
the  thiabendazole  is  yet  available  except  under 
strict  FDA  control.  It  may  be  necessary,  when 
only  one  or  two  trails  are  present,  to  return 
to  the  old  time  freezing  method.  A blister 
must  be  raised  to  be  effective  and  this  is 
really  a mechanical  method  of  removing  the 
larva. 

SUMMARY 

Thiabendazole  is  apparently  a safe  and 
unusually  effective  drug  for  the  treatment  of 
creeping  eruption.  The  high  incidence  of 
nausea  is  the  major  disadvantage  of  systemic 
treatment  and  topical  treatment,  when  avail- 
able, may  be  the  answer  in  many  cases. 

This  method  of  treatment  constitutes  a 
definite  and  most  acceptable  advance  in 
therapy. 

° The  use  of  these  solutions  by  dermo  jet  has  not 
yet  been  officially  approved. 
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Those  of  us  who  live  in  the  endemic  areas 
of  Ancylostoma  braziliense  and  other  animal 
parasites  which  temporarily  invade  the  skin 
of  man  can  find  solace  in  any  method  that 
would  replace  the  use  of  the  freezing  and 
other  traumatic  methods  of  treating  this  worri- 
some problem. 

After  using  thiabendazole  in  dimethyl  sul- 
foxide ( DMSO ) in  the  treatment  of  tinea 
pedis  and  onychomycosis,  I considered  the 
possibility  of  its  use  in  treating  creeping 
eruption.  Since  the  report  of  Mullins5  and 
others  concerning  the  effectiveness  of  thia- 
bendazole given  orally  for  this  disease,  I felt 
that  the  possibility  of  putting  the  drug  in  con- 
tact with  or  into  the  invader  would  give  an 
easier  and  more  dependable  method  for  treat- 
ing these  elusive  parasites.  Thus  we  might 
eliminate  the  side  effects  such  as  the  gastro- 
intestinal symptoms  seen  in  a fair  percentage 
of  the  cases  treated  with  thiabendazole  orally. 

Materials  and  Methods 

This  series  is  composed  of  31  cases  of 
cutaneous  larva  migrans,  ranging  in  age  from 
20  to  54  years.  The  diagnosis  was  made  clin- 
ically by  the  writer  in  all  cases.  The  lesions 
involved  the  trunk  and  extremities  and  ranged 
in  number  from  one  to  over  100  parasites  in 
the  cases  seen.  Dimethyl  sulfoxide  90%  with 
2%  thiabendazole,  dimethyl  sulfoxide  70% 
with  0.25%  thiabendazole,  and  dimethyl  sul- 
foxide 90%  without  thiabendazole  were  the 
three  preparations  used.  To  begin  with,  an 
area  of  about  two  centimeters  in  diameter  at 
the  active  end  of  the  track  was  painted  with 
an  applicator  soaked  in  one  of  the  above 
solutions.  Where  the  activity  of  the  parasite 


could  not  be  located,  the  general  area  was 
painted  since  no  reactions,  either  local  or 
general,  were  noted  with  the  smaller  areas 
treated.  In  many  cases  the  larvae  were  so 
thick  in  an  area,  it  was  considered  feasible  to 
paint  up  to  eight  centimeters  in  diameter.  The 
plain  DMSO  solution  was  tried  in  a few  pa- 
tients. However,  it  was  soon  noted  that  satis- 
factory results  were  not  forthcoming,  and  it 
was  discontinued.  The  patients  were  seen  at 
two  day  intervals,  where  possible,  and  in  all 
treatment  was  stopped  when  there  was  no 
evidence  of  activity  in  the  skin  and  all  pruritus 
had  ceased.  This  was  done  to  observe  the  last- 
ing effect  of  the  drugs  and  to  locate  any  new 
or  not  yet  controlled  parasites. 

Results 

A clinical  cure,  based  on  the  complete  dis- 
appearance of  all  pruritus  and  cessation  of  all 
activity  of  the  parasite,  was  obtained  in  all 
but  three  cases.  Since  all  those  responding  did 
so  within  96  hours,  in  the  three  not  respond- 
ing the  medication  was  stopped  after  one 
week.  It  may  be  of  interest  that  one  of  those 
not  responding,  failed  to  respond  to  oral  thia- 
bendazole also. 

Comment 

Based  on  the  rapid  clearing  of  the  symp- 
toms and  signs  of  the  active  parasite  and  the 
lack  of  relapse  in  any  of  the  cases  reported, 
the  writer  believes  this  to  be  a method  for 
treating  creeping  eruption  worthy  of  further 
study  and  wider  usage  to  support  or  deny 
these  findings.  If  further  study  and  experience 
support  these  findings,  this  should  become 
the  treatment  of  choice  for  this  troublesome' 
problem. 
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Summary 

The  use  of  dimethyl  sulfoxide  with  thia- 
bendazole painted  on  the  skin  for  the 
treatment  of  cutaneous  larva  migrans 
was  studied.  All  lesions  disappeared  within 
96  hours  in  28  of  31  cases  treated.  There  was 
recurrence  of  activity  in  three  of  the  cases 
responding.  No  side  effects  were  observed 
generally  and  in  only  two  cases  was  there  a 


complaint  of  local  burning  sensation.  There 
was  a partial  response  in  one  of  the  three 
cases  using  dimethyl  sulfoxide  without  thia- 
bendazole. The  use  of  DMSO  90%  with  thia- 
bendazole 2%  showed  an  advantage  over 
DMSO  70%  with  thiabendazole  0.25%  in 
three  cases  not  responding  to  the  lesser  con- 
centration. 
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Cigarette  smoking  and  respiratory  infections  in  a 
class  of  student  nurses— J.  L.  Parnell,  D.  O.  Anderson, 
and  C.  Kinnis.  New  Eng  J Med  274:979-983  (May  5) 
1966. 

Incidence  and  duration  of  pure  upper  respiratory 
infections,  tracheitis-bronchitis-pneumonia,  and  of  the 
coryza  syndrome  were  determined  for  two  groups  of 
senior  student  nurses.  The  groups  consisted  of  47  stu- 
dents who  were  regular  smokers  and  a group  of  47 
nurses  who  had  never  smoked  regularly.  All  illnesses 
reported  to  the  health  service  which  resulted  in  at 
least  half-a-day  excused  from  duty  were  obtained 
retrospectively  from  records  without  knowledge  of  the 
smoking  habits.  The  incidence  and  incidence  rate  for 
respiratory  diseases  were  less  in  nonsmokers;  coryza 
syndrome  and  tracheitis-bronchitis-pneumonia  were 
found  to  occur  more  often  in  smokers  than  in  non- 
smokers,  and  the  total  number  of  days  off-duty  per 
student  per  year  was  greater  for  smokers.  For  non- 
respiratory  diseases  the  incidence  was  also  greater  in 
smokers  although  the  duration  was  longer  in  non- 
smokers.  The  absentee  time  attributable  to  smoking 
was  2.3  days  per  year.  In  the  total  group  of  47 
smokers,  smoking  was  responsible  for  122  extra  ill- 
nesses totaling  108  days’  duration  during  the  year  of 
study.  Smoking  was  also  responsible  for  43  respiratory 
illnesses  totaling  77  days’  duration. 


Accidental  malathion  poisoning— W . J.  Crowley,  Jr., 
and  T.  R.  Johns.  Arch  Neurol  14:611-616  (June) 
1966. 

A case  of  accidental  ingestion  of  a large  amount  of 
Malathion,  a long  acting  anticholinesterase  insecticide, 
with  nearly  fatal  consequences  is  presented.  De- 


polarization blockade  of  the  neuromuscular  junctions, 
a nicotinic  effect  of  acetylcholine  excess,  was  demon- 
strated electromyographically.  Respiratory  muscle 
weakness,  the  muscarinic  manifestations  of  acetyl- 
cholinesterase inhibition,  pneumonitis  created  by  the 
hydrocarbon  carrier  of  the  insecticide,  and  preexisting 
pulmonary  illness  combined  to  create  severe  and  pro- 
longed pulmonary  insufficiency.  Pralidoxine  chloride 
at  first  appeared  to  be  beneficial,  but  an  electromyo- 
graphic study  with  erythrocyte  acetylcholinesterase 
activity  levels  as  controls  demonstrated  that  3 gm  of 
the  oxime  produced  no  improvement.  The  failure  of 
the  oxime  to  reverse  the  cholinesterase  inhibition  may 
be  the  result  of  ( 1 ) the  acetylcholinesterase  having 
become  irreversibly  bound,  and  (2)  pralidoxime 
chloride  being  administered  in  insufficient  doses. 


Three  hundred  cases  of  ulcerative  colitis  treated  by 
total  colectomy  and  ileorectal  anastomosis—  S.  O. 
Aylett.  Brit  Med  J 1:1001-1004  (April  23)  1966. 

Three  hundred  cases  in  this  series  were  treated  by 
total  colectomy  and  ileorectal  anastomosis.  The  over- 
all mortality  was  5.7%.  Among  53  fulminating  cases 
included  in  the  series  it  was  17%.  To  lessen  this  num- 
ber, particularly  when  there  is  gross  distension  of  the 
colon,  simple  decompression  of  the  intestine  is  ad- 
vised as  the  initial  operative  procedure.  Three  patients 
developed  carcinoma  in  the  rectal  stump.  Ileorectal 
anastomosis  was  abandoned  in  favor  of  ileostomy  in 
5%  of  the  cases.  Of  259  patients,  250  were  in  perfect 
health.  Total  colectomy  and  ileorectal  anastomosis  is 
recommended  as  the  method  of  choice  when  surgery 
is  required  in  the  treatment. 
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Lineocin  ( lincomycin  hydrochloride  mono- 
hydrate) is  a new  antibiotic  produced 
by  streptomyces  lincolnesis  and  intro- 
duced for  general  clinical  use  in  November, 
1964.  The  following  is  a report  of  what  is 
believed  to  be  a case  of  severe  fever  and  mild, 
transient  granulocytopenia  secondary  to  this 
drug. 

Case  Report 

A 38  year  old.  white  male  was  admitted  to  the 
Anderson  Memorial  Hospital  on  April  9,  1965,  be- 
cause of  left  flank  pain.  Investigation  revealed  a 
calculus  obstructing  the  left  renal  pelvis.  He  under- 
went a left  pyelonephrotomy  with  an  uneventful 
operative  and  immediate  postoperative  course.  How- 
ever. one  week  following  the  surgery,  he  developed 
a wound  infection  with  staphylococcus  A coagulase 
positive  organisms.  Review  of  the  initial  record  re- 
vealed that  he  was  treated  with  several  antibiotics 
during  his  first  hospitalization.  He  received 
Mysteclin-F  ( tetracycline  phosphate  complex  with 
amphotericin  B ) 250  mg  every  six  hours  for  five  days 
postoperatively.  He  had  been  placed  on  NegGram  1 
gram  q.i.d.  and  remained  on  this  for  22  days  follow- 
ing surgery.  In  addition  he  received  Polycillin 
(ampicillin)  500  mg  q.i.d.  for  nine  days  following 
the  diagnosis  of  the  wound  infection  and  then  was 
changed  to  Lineocin  which  he  received  for  15  days 
in  a dosage  of  500  mg  intramuscularly  every  six  hours 
for  six  days  and  then  500  mg  p.o.  every  six  hours  for 
nine  days. 

The  patient  became  afebrile  shortly  after  starting 
on  Lineocin.  He  was  released  from  the  hospital  one 
month  after  entry  feeling  quite  well,  afebrile  and 
taking  no  medication. 

Two  weeks  following  the  release  from  the  hospital 
the  patient  was  seen  again  with  a low-grade  fever  and 
discovered  to  have  a superficial  wound  abscess.  This 
abscess  was  opened  and  drained.  At  that  time  he  was 
begun  again  on  Lineocin  500  mg  every  six  hours 
orally.  He  was  kept  on  this  dosage  of  Lineocin  for 
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14  days  prior  to  the  second  hospital  stay.  During 
this  period  the  patient’s  incision  seemed  to  have 
healed  well  witli  no  evidence  of  recurrent  abscess. 
However,  the  patient  continued  to  run  a low-grade 
fever.  Two  days  prior  to  entry  he  developed  a fever 
up  to  levels  of  101  to  102  degrees  with  associated 
bitemporal  headache,  anorexia  and  lethargy.  On  the 
day  of  admission  to  the  hospital  his  temperature  rose 
to  103°  F.  and  he  had  a shaking  chill. 

Examination  on  this  occasion  revealed  a febrile, 
acutely  ill,  white  male  who  was  oriented  but  some- 
what lethargic.  He  was  complaining  of  a slight  bi- 
temporal headache.  Blood  pressure  was  130/80  mm 
Hg.  The  pulse  was  110  and  regular.  Respirations  were 
20  per  minute.  Other  than  the  mild  lethargy,  the 
neurological  examination  was  within  normal  limits. 

X-ray  films  of  the  chest  were  negative.  An  intra- 
venous pyelogram  revealed  good  drainage  from  both 
kidneys  with  residual  stone  in  the  parenchyma  of  the 
lower  pole  of  the  right  kidney.  A lumbar  puncture 
revealed  clear  spinal  fluid  under  normal  pressure  with 
free  dynamics.  There  was  one  cell,  a lymphocyte.  The 
sugar  content  was  64  mg/ 100  ml.  The  protein  was  65 
mg  ( upper  limits  of  normal  for  this  laboratory  — 50 
mg).  The  spinal  fluid  test  for  syphilis,  and  the  col- 
loidal gold  test  were  negative. 

The  initial  blood  count  showed  a hematocrit  read- 
ing of  43;  hemoglobin  of  13.6;  white  cell  count  of 
5,960  with  64  segs,  4 stabs.  26  lymphocytes,  6 mono- 
cytes and  a red  cell  count  of  4.930.000.  The  sedi- 
mentation rate  was  40  mm/hour  (Wintrobe).  The 
serum  bilirubin,  alkaline  phosphatase,  SGOT.  calcium, 
phosphorous,  total  protein  and  electrophoretic  pattern, 
fasting  blood  sugar  and  BUN  were  all  within  normal 
limits. 

Lineocin  was  stopped  on  entry  and  the  patient 
remained  febrile  for  the  first  three  days  while  he  was 
in  the  hospital  with  rectal  temperatures  ranging  from 
102  to  103  degrees.  A second  white  blood  cell  count 
done  two  days  after  admission  showed  a total  count 
of  5,330  witli  34  segs,  51  lymphocytes,  3 stabs.  10 
monocytes.  1 eosinophile  and  1 basophile.  The  follow- 
ing day  the  white  blood  cell  count  was  5.280  with  22 
segs.  6 stabs,  57  lymphocytes,  1 1 monocytes,  and  4 
eosinophiles.  At  this  time  a bone  marrow  examination 
was  done,  revealing  a moderately  cellular  marrow 
with  a normal  maturation  sequence. 
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The  patient’s  temperature  gradually  returned  to 
normal  and  he  was  completely  afebrile  on  the  fourth 
hospital  day.  He  was  observed  closely  for  three  more 
days  during  which  time  he  had  no  recurrence  of  the 
fever.  The  white  blood  cell  count  done  on  the  day  of 
release  was  8,970  with  50  segs,  3 stabs,  40  lympho- 
cytes, 3 monocytes,  2 eosinophiles  and  2 basophiles. 

Comments 

We  believe  that  this  patient’s  fever  and 
granulocytopenia  represents  a toxic  reaction 
to  the  drug  Lincocin  as  administered  in  the 
amount  of  2 grams  per  day  which  is  the  upper 
limit  of  the  usual  recommended  dosage  for 
severe  infection.  It  is  to  be  noted,  however, 
that  he  did  receive  several  other  antibiotics 
during  his  first  hospital  stay,  but  received  only 
Lincocin  for  a period  of  two  weeks  prior  to 
the  development  of  the  fever  and  granulo- 
cytopenia. This  case  presented  a problem  in 
diagnosis  in  that  the  history  of  a previous 
staphylococcal  wound  infection  made  us 
greatly  concerned  that  there  might  be  an 
unrecognizable  staphylococcal  abscess  with 


secondary  septicemia.  The  possibility  of  a 
paraspinal  abscess  with  central  nervous  system 
involvement  was  also  seriously  considered. 
Multiple  blood  cultures  done  after  the  anti- 
biotic was  discontinued  were  all  reported  as 
showing  no  growth  after  seven  days.  The 
spinal  fluid  culture  also  produced  no  growth. 
We  have  no  ready  explanation  for  the  elevated 
spinal  fluid  protein  and  have  elected  to  follow 
the  patient  in  reference  to  the  possible  de- 
velopment of  central  nervous  system  symp- 
toms. 

The  prompt  subsidence  of  the  fever  and  dis- 
appearance of  the  symptoms  along  with  failure 
to  demonstrate  a localized  abscess  or  other  in- 
fection leads  us  to  believe  that  this  case  repre- 
sents a toxic  reaction  to  the  drug  Lincocin. 

The  brochure  distributed  by  the  Upjohn 
Company  mentions  occurrence  of  neutropenia 
or  leukopenia  as  a side  effect,  and  notes  a rare 
case  of  drug-related  jaundice,  rash,  urticaria 
and  itching,  but  to  our  knowledge  fever  due  to 
this  drug  has  not  been  reported. 


Assessment  of  mi  isothiazole  thiosemicarbazone  in 
the  prophylaxis  of  contacts  of  variola  major— A.  R. 
Rao  et  al  (G.  D.  W.  McKendrick,  St.  Ann’s  Hosp, 
London)  Lancet  1:1072-1074  (May  14)  1966. 

The  prophylactic  assessment  of  M & B 7714  (4- 
bromo-3-methylisothiazole-5-earbo.\aldehyde  thiosemi- 
carbazone) is  described  in  contacts  of  variola  major 
in  the  city  of  Madras.  The  trial  was  double-blind  and 
the  contacts  were  visited  daily  for  16  days  and  a 
clinical  assessment  was  made  at  each  visit.  The  com- 
pound was  administered  as  a suspension  at  a single 
dose  of  4 gm  daily  for  three  days  with  smaller  doses 
for  younger  age  groups.  The  drug  was  not  well 
tolerated,  vomiting  being  the  major  side  effect;  196 
contacts  received  the  drug  and  201  had  the  placebo. 
In  the  drug-treated  group  there  were  40  cases  of 
smallpox  with  seven  deaths  and  in  the  placebo  60 
cases  with  12  deaths.  The  difference  in  the  incidence 
of  smallpox  was  significant  at  the  5%  level,  but  there 
was  no  significant  difference  in  the  case  fatality 
rates.  Because  of  the  toxic  effects  of  the  compound 
and  the  relatively  small  reduction  of  case  incidence 
achieved,  M & B 7714  is  not  recommended  in  the 


routine  prophylaxis  of  smallpox  although  its  use  might 
be  indicated  in  special  circumstances. 


Spontaneous  pneumothorax— l.  J.  Levy.  Dis  Chest 
49:529-537  (May)  1966. 

On  the  basis  of  an  analysis  of  170  episodes  of 
spontaneous  pneumothorax,  the  following  methods  of 
treatment  have  been  suggested:  (1)  If  collapse  is  at 
least  15%,  the  patient  may  be  treated  by  bed  rest. 
(2)  If  collapse  does  not  exceed  30%  in  patients 
younger  than  40  years  they  may  be  treated  with  bed 
rest,  but  discharged  in  seven  to  ten  days  if  significant 
expansion  is  noted.  ( 3 ) Aspiration  in  addition  to  bed 
rest  may  significantly  reduce  expansion  time  in 
patients  with  more  massive  collapse.  ( 4 ) Primary 
intercostal  drainage  with  suction  is  advocated  for 
patients  with  massive  collapse  and  chronic  pulmonary 
disease,  tension  pneumothorax,  hemopneumothorax. 
and  advanced  age.  Failure  to  expand  after  seven  days 
is  an  indication  for  open  thoracotomy.  (5)  Primary 
open  thoracotomy  is  recommended  for  massive  hemo- 
pneumothorax, trapped  lung,  third  episode  of  collapse, 
or  a bilateral  initial  episode. 


268 


The  Jouhnal  of  the  South  Carolina  Medical  Association 


DIAGNOSIS  AND  TREATMENT  OF  LOW  BACK 
PAIN  WITH  EMPHASIS  ON  THE  HERNIATED  DISC 


JULIAN  R.  YOUMANS,  M.  D,  Ph.  D. 
O.  CHARLES  MITCHELL,  M.  D.° 

Charleston,  South  Carolina 


Low  back  pain  is  one  of  the  most  com- 
mon ailments  of  man  and  may  be 
caused  by  a large  variety  of  lesions.1’ 13 
For  purpose  of  discussion,  they  can  be  divided 
into  two  general  groups:  the  neurogenic  pain 
due  to  compression  of  nerves  or  nerve  roots 
and  the  non-neurogenie  pain  due  to  stretching 
or  tearing  of  muscles  or  ligaments,  fractures 
of  bones,  arthritis  of  the  joints,  etc. 

N on-neurogenic  Pain 

Non-neurogenic  pain  is  most  frequently 
caused  by  muscle  strain  or  ligament  sprain. 
These  sprains  or  strains  are  easily  recognized 
and  most  of  them  clear  up  in  a few  days  with 
conservative  therapy. 

Treatment  of  muscle  sprain  consists  of  pro- 
tection from  further  stretching.  The  back 
should  be  immobilized  so  as  to  restrict  harm- 
ful motion  but  not  to  stop  it  completely  from 
bending.  Temporary  rest  on  a firm  bed  is 
necessary  in  severe  back  sprains.  Local  heat, 
gentle  massage  and  restricted  active  motion 
improve  circulation  of  the  part  and  may 
hasten  absorption  of  edema  fluids.  Strapping 
of  the  back  after  the  individual  is  more  active 
protects  him  from  excessive  mobility  during 
the  final  healing  stage.  If  the  patient  con- 
tinues to  have  symptoms,  he  should  have  a 
belt  or  a brace  but  not  be  immobilized  in  a 
plaster  jacket. 

°l-rom  the  Division  of  Neurosurgery,  Department  of 
Surgery,  Medical  College  of  South  Carolina,  Charles- 
ton, South  Carolina. 


The  treatment  of  a strained  ligament  is 
to  relax  the  ligament.  In  general,  the  treat- 
ment is  the  same  as  with  a strained  muscle. 
Complete  healing  of  a severely  strained  liga- 
ment takes  up  to  three  or  more  weeks.  The 
ligaments  of  the  back  that  are  most  subject  to 
sprain  are  those  that  stabilize  the  trunk  on  the 
pelvis,  particularly  the  lumbosacral,  lumbo- 
iliacs,  and  sacro-iliacs. 

Joint  pain  is  frequently  a chronic  and  re- 
curring pain  that  may  occur  at  any  level  in 
the  back.1’  2 It  usually  develops  rather  in- 
sidiously over  a period  of  time.  Older  in- 
dividuals are  usually  affected,  and  it  appears 
to  be  an  accentuation  of  the  wear  and  tear 
process  that  starts  between  25  to  35  years  of 
age  when  the  physical  prime  is  passed.  The 
primary  change  in  this  so-called  “arthritis”  is 
degeneration  of  the  articular  cartilage.  Mod- 
erate trauma  increases  the  difficulty,  and  the 
patient  complains  of  having  “catches”  that  are 
severe  at  first  and  gradually  go  away  or 
occasionally  clear  up  very  abruptly  when  the 
patient  moves  his  back  around  as  if  to  “un- 
hinge” the  sore  joint.  Immobilization  in  bed, 
strapping  of  the  back  and  conservative  ther- 
apy with  salicylates,  sedatives,  tranquilizers 
and  physical  therapy  usually  relieve  the  pain 
associated  with  this  problem.  In  the  more  ad- 
vanced stage,  there  may  be  hypertrophic 
changes  around  the  neural  foramen  and  com- 
pression of  the  nerve  root.  In  this  instance,  the 
difficulty  can  mimic  the  herniated  disc  in 
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every  detail;  and  indeed,  the  diagnosis  and 
therapy  are  essentially  the  same  even  down 
to  the  surgical  decompression  of  the  nerve 
when  that  treatment  is  necessary. 

Unstable  joints  of  the  back  may  cause  pain, 
however,  most  of  them  are  asymptomatic.  In- 
stability of  the  low  back  is  a relative  matter. 
Every  back  has  joints  that  move.  The  question 
is,  do  the  joints  move  in  an  abnormal  man- 
ner? Even  though  25  percent  of  human  spines 
have  some  abnormality  that  can  be  detected 
radiographically,  most  of  them  are  clinically 
unimportant.3'5  When  they  do  cause  difficulty, 
it  is  usually  due  to  secondary  strain  on  the 
muscles  and  ligaments  of  the  back  due  to  in- 
stability and  abnormal  weight  bearing  stress 
lines. 

A congenital  anomaly  that  may  cause  diffi- 
culty is  spondylolisthesis.1’  8 This  lesion  con- 
sists of  a malformed  pedicle  allowing  the 
affected  vertebral  body  to  slip  forward  on  the 
body  immediately  inferior  to  it.  The  abnormal 
stress  on  the  associated  ligaments  can  cause 
chronic  low  back  pain  but  usually  does  not 
cause  nerve  root  compression.  The  treatment 
is  bed  rest  to  get  the  patient  through  the  acute 
phase  and  then  a brace  to  help  reduce  the 
degree  of  movement  of  the  back.  If  this  diffi- 
culty is  associated  with  radicular  or  nerve 
root  pain,  then  the  laminae  can  be  removed 
with  complete  decompression  of  the  nerve 
roots. 

The  annulus  fibrosus  and  the  posterior 
longitudinal  ligaments  are  innervated  by  fine 
unmyelinated  nerve  fibers  and  may  be  a 
source  of  localized  non-neurogenic  pain.7 
When  a person  is  lifting  in  an  awkward  pos- 
ture, or  with  a weight  that  is  too  heavy  for 
him,  and  has  the  quick  onset  of  severe 
back  pain  without  radiation  into  his  lower 
extremities,  one  of  the  more  frequent  sources 
of  the  pain  is  a bulge  or  tear  in  the  annulus 
fibrosus  with  disc  material  protruding  or  ex- 
truding through  the  defect.  If  this  disc  herni- 
ates anteriorly  or  laterally,  there  will  be  no 
nerve  root  compression;  and  hence  the  pain 
will  be  localized  to  the  low  back  area  and 
never  radiate  into  the  legs.  This  disc  capsule 


may  cause  chronic  back  pain  over  a few  days 
to  a few  weeks  and  then  heal  without  further 
complications.  Quite  possibly,  these  lesions 
cause  many  of  the  chronic  low  back  pains  that 
are  lumped  together  as  “chronic  lumbo-sacral 
strain.” 

Neoplasms  causing  low  back  pain  usually 
are  metastatic  to  the  epidural  space.8  Typi- 
cally, they  cause  chronic  pain  involving  sev- 
eral vertebral  segments.  It  is  present  with  rest 
as  well  as  with  activity.  The  general  examina- 
tion may  show  the  site  of  the  primary  lesion. 
The  x-ray  examination  will  show  erosion  of 
the  pedicles  to  confirm  the  diagnosis.  The 
treatment  is  surgical  excision  of  the  gross  por- 
tions of  the  tumor  and  then  x-ray  therapy. 

Local  infections  of  the  spine  occur  with  al- 
most every  type  bacteria.9' 10  Both  the  tuber- 
culous and  pyogenic  organisms  cause  chronic 
back  pain  that  is  accompanied  by  marked 
tenderness,  increase  in  pain  with  movement, 
extreme  muscle  spasm  and  rigidity,  and  early 
changes  in  the  intervertebral  spaces.  With 
tuberculous  lesions,  there  are  early  radio- 
graphic  changes  of  the  interspaces  and  body 
to  suggest  their  etiology.  When  these  symp- 
toms are  accompanied  by  even  the  slightest 
degree  of  neurological  impairment,  the  situa- 
tion is  an  emergency  one  and  necessitates 
immediate  laminectomy  to  prevent  the  con- 
tinued compression  that  may  produce  an 
ischemic  infarction  of  the  spinal  cord  or 
nerves  and  cause  a permanent  paralysis. 

Fractures  of  the  spine  usually  are  suggested 
by  a history  of  trauma.  When  fractures  are 
seen  without  trauma  there  is  strong  sug- 
gestion of  malignancy.  Usually  a myelo- 
gram is  indicated  to  rule  out  an  epidural 
metastatic  carcinoma. 

Gynecological  problems  cause  low  back 
pain  by  stretching  the  uterosacral  ligaments, 
but  it  is  unusual  for  them  to  present  them- 
selves as  primarily  a back  pain  problem.  The 
physician  should  be  very  wary  of  this  diag- 
nosis. When  primary  back  pains  are  treated 
by  gynecological  procedures,  they  usually  are 
treated  later  by  another  procedure. 

Functional  overlay  is  a constant  problem 
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because  of  the  frequency  of  hysterical, 
malingering  and  compensation  aspects  asso- 
ciated with  hack  injuries.  Much  of  the  func- 
tional overlay  is  undoubtedly  caused  by  the 
patient’s  insecurity  and  pain,  as  well  as  occa- 
sionally the  future  sight  of  financial  gain.  It 
would  appear  that  the  best  assurance  against 
making  mistakes  in  treatment  because  of  the 
patient’s  complaints  or  findings  associated 
with  secondary  gain  is  to  limit  the  evaluation 
when  possible,  to  objective  findings.  This  is 
particularly  true  in  assessment  of  problems  of 
herniated  intervertebral  disc. 

Neurogenic  Low  Back  Pain 

The  more  severe  and  debilitating  type  of 
low  back  pain  is  caused  by  compression  or 
irritation  of  the  nerve  roots.  The  most  frequent 
cause  is  herniation  or  protrusion  of  the  inter- 
vertebral disc.  This  is  particularly  true  in 
cases  associated  with  recent  injury  to  the 
back  as  seen  in  industrial  injuries. 

Osteoaiihritic  Upping  with  encroachment 
on  the  nerve  foramina  may  be  present  in  older 
individuals.  This  may  cause  bilateral  or  uni- 
lateral nerve  root  compression  and  simulate  a 
herniated  intervertebral  disc  in  every  way.11 

Adhesions  around  a nerve  root  usually  are 
a “surgeons  tracks.”  This  is  a definite  hazard 
when  the  nerve  root  is  handled  roughly,  ex- 
cessive electrocautery  is  used  in  obtaining 
hemostasis,  or  if  thorough  hemostasis  is  not 
obtained  prior  to  closure  of  the  wound  in 
disc  surgery.  This  should  be  a very  infrequent 
accompaniment  of  disc  surgery,  and  indeed 
it  is  when  the  operator  is  well  trained  in 
handling  nerve  tissues.11  The  emphasis  should 
be  on  gentleness  in  handling  these  tissues. 

Nomenclature 

There  is  no  term  to  include  all  the  probems 
associated  with  the  intervertebral  disc. 
Strictly  speaking  a herniated  intervertebral 
disc  is  a bulging  of  the  annulus  and  the  rup- 
tured disc  has  a tear  of  the  annulus.  Herniated 
nucleus  pulposus  may  encompass  both  con- 
ditions. The  term  “slipped  disc”  is  slang  and 
should  be  avoided. 

The  distribution  of  herniated  discs  in  the 
lumbar  area  helps  in  the  differential  diag- 


nosis. Ninety-five  percent  of  herniated  or  rup- 
tured intervertebral  discs  occur  at  interspaces 
L4-5  or  L5-S1.12  They  occur  in  about  equal 
proportions  at  these  two  levels.  Almost  all  of 
the  other  five  percent  occur  at  the  next  inter- 
space above  the  L3-4.  It  is  also  of  interest  to 
note  that  the  nerve  compressed  by  the  disc  at 
the  respective  interspace  is  the  nerve  that  is 
drifting  over  towards  the  outside  of  the  dura 
to  exit  at  the  next  lower  interspace.11  This 
means  that  the  lower  three  lumbar  discs 
compress  the  L4,  L5  and  SI  nerve  roots. 

The  majority  of  patients  who  are  employed 
or  insured  give  a history  of  their  low  back- 
problem  beginning  with  a definite  injury.  If 
not  employed  or  insured,  about  half  of  the 
patients  say  their  symptoms  came  on  grad- 
ually. Apparently  they  are  secondary  to 
chronic  wear  and  tear  and  the  individual  is 
unable  to  mention  a specific  injury  that  initi- 
ated his  difficulty.  The  most  frequent  situa- 
tion is  for  the  patient  to  be  injured  while  lift- 
ing in  an  awkward  position  or  while  stooping. 
Characteristically  the  pain  will  be  localized 
to  the  low  back  area  for  a time  and  may  even 
clear  up  completely.  Later,  a second  injury  is 
sustained  ( often  by  an  apparently  trivial 
motion  or  strain ) which  produces  an  ex- 
acerbation of  the  back  pain  and  either  then  or 
later  radiation  of  pain  into  the  sciatic  nerve 
distribution  down  the  posterior  and  lateral 
aspect  of  the  leg  merely  means  that  the  disc 
has  bulged  further  out.  Along  with  the  pain 
from  tension  on  the  disc  capsule  that  causes 
the  low  back  pain,  there  is  compression  of  the 
nerve  root  that  gives  the  pain  down  the  sciatic 
nerve.  Once  a radicular  pain  pattern  has 
evolved,  the  chances  of  subsidence  of  symp- 
toms with  conservative  treatment  decreases 
considerably. 

A detailed  history  with  close  attention  to 
progression  and  changes  in  the  pain  pattern 
is  one  of  the  main  clues  to  accurate  diagnosis 
and  localization  of  the  diseased  disc.  Usually 
the  patient  has  noted  that  coughing,  sneez- 
ing or  straining  at  stool  will  aggravate  both 
the  back  and  the  radicular  pain.  The  pain  is  of 
a severe,  biting,  aching  nature.  It  usually  is 
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not  a mild  discomfort  and  is  not  a burning 
one. 

If  the  patient  complains  of  burning  pain, 
this  complaint  is  a caution  signal  that  he 
should  be  thoroughly  evaluated  as  to  having 
a functional  overlay,  being  neurotic,  or  having 
a herpetic  involvement  along  the  nerve.  Oc- 
casionally the  patient  will  use  the  term  “burn- 
ing pain”  but  on  further  questioning  he  will 
clarify  the  matter  and  will  not  describe  the 
typical  causalgic  type  of  pain. 

The  location  of  the  pain  is  very  important. 
If  it  goes  around  into  the  groin  or  the  anterior 
or  medial  aspect  of  the  leg,  it  very  probably 
is  not  due  to  a herniated  disc.  Most  disc 
lesions  cause  radiation  of  pain  into  the 
posterior  aspect  of  the  leg  and  the  few  higher 
ones  at  L3,  4 interspaces  cause  the  pain  to  be 
in  the  lateral  aspect  of  the  leg.  When  the  pain 
goes  into  the  foot,  it  usually  can  be  definitely 
localized  to  the  appropriate  dermatome.13 

Paresthesias  or  “pins  and  needles”  sensations 
are  usually  noted  only  in  the  distal  portion  of 
the  dermatome.  When  they  are  present  over 
the  foot  or  toes,  they  are  practically  diagnostic 
of  a nerve  root  compression. 

Motor  deficits  usually  are  not  noticed  by 
the  patient.  When  present,  the  deficit  is 
usually  limited  to  extension  of  the  great  toe. 
When  a progressive  motor  deficit  or  loss  of 
urinary  bladder  control  is  noted,  an  emergency 
is  present.  Operation  must  be  done  immedi- 
ately and  the  nerve  roots  decompressed.12 

Examination 

Examination  should  be  made  with  the  pa- 
tient in  the  nude  or  at  least  stripped  to  the 
underclothes  in  an  opened  back  dressing 
gown.  It  is  absolutely  essential  to  be  able  to 
see,  palpate,  press  and  generally  inspect  the 
entire  back  area.  Many  leads  to  diagnosis  are 
suggested  by  the  inspection  of  the  back.  A 
midline  cutaneous  defect  such  as  a patch  of 
hair,  lipoma,  dimple  or  angioma  may  suggest 
an  underlying  congenital  defect. 

The  presence  of  paraspinous  muscle  spasm 
is  extremely  important.  If  not  present,  it  is 
reasonably  safe  to  conclude  that  the  patient 
is  not  having  severe  pain  at  that  time.  When 


the  pain  is  present,  it  reflexly  produces  a 
paraspinous  muscle  spasm.  This  is  one  of  the 
means  of  determining  the  veracity  of  the  pa- 
tient’s complaint  in  industrial  cases.  Without 
significant  muscle  spasm,  there  is  doubt  as  to 
the  lesion’s  being  seriously  debilitating  to  the 
patient,  and  it  certainly  is  not  one  that  would 
warrant  a laminectomy  for  relief. 

Pressure  over  the  lumbar  spine  with  the 
fist  and  thumb  will  frequently  localize  the 
level  of  the  difficulty.  The  patient  will  note 
the  palpation  to  be  painful  in  the  back,  and 
frequently  there  is  an  aggravation  of  the  pain 
in  the  leg  as  well. 

Bending  forward  and  straightening  up  is 
one  of  the  more  helpful  tests  in  evaluating  an 
individual  with  a herniated  intervertebral 
disc.  If  he  can  go  forward  and  straighten  up 
with  ease,  again  it  is  safe  to  conclude  that  he 
does  not  have  a serious  disc  problem,  is  not 
seriously  debilitated,  and  furthermore  is  not  a 
candidate  for  operative  treatment.  Usually  it 
is  noted  that  the  lumbar  spine  is  straightened. 
The  normal  lordotic  curve  is  flattened  and 
forward  motion  is  quite  limited.  When  the 
patient  with  severe  disc  pathology  attempts 
to  straighten  up  from  the  bending  position, 
his  pain  is  greatly  aggravated. 

The  presence  of  hypalgesia  or  hypesthesia 
is  helpful  in  confirming  the  presence  of  nerve 
root  compression  and  localizing  the  nerve  root 
that  is  compressed.  Despite  the  fact  that  the 
dermatome  goes  higher,  the  hypalgesia 
usually  is  limited  to  the  foot. 

Reflex  testing  is  helpful  only  when  there  is 
asymmetry  from  side  to  side  or  from  the  knee 
to  the  ankle  level.  A decrease  in  the  knee  jerk 
suggests  herniated  disc  at  L3-4  level  and  a 
decrease  in  the  ankle  jerk  suggests  an  L5-S1 
disc.12  When  neither  reflex  is  affected  and 
the  patient  has  significant  signs  of  a disc  dis- 
ease, it  probably  is  at  the  L4-5  level. 

The  motor  system  in  the  entire  lower  ex- 
tremities should  be  tested.  Usually  the  weak- 
ness of  the  extensor  hallucis  longus  muscle 
can  be  noted  by  having  the  patient  pull  up 
and  the  examiner  pull  down  gently  on  the 
great  toe.  If  the  patient  is  not  co-operating 
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fully,  it  will  be  noted  that  he  has  intermittent 
strength  and  weakness.  Nerve  lesions  do  not 
change  in  a matter  of  seconds  or  minutes  and 
hence  the  patient  is  not  co-operating,  is  hyster- 
ical, or  is  malingering.  Usually  these  patients 
can  be  coaxed  into  cooperating  by  varying  the 
pull  on  the  muscle  and  testing  them  re- 
peatedly. 

The  straight  leg  raising  test  is  very  impor- 
tant.12 As  the  leg  is  elevated,  tension  is  put 
on  the  sciatic  nerve.  The  lumbar  nerve  roots 
are  pulled  down  and  slide  by  the  area  of  the 
disc,  thus  allowing  the  sciatic  nerve  to  reach 
the  increased  length  around  the  flexed  hip.  If 
the  nerve  is  compressed,  it  can  not  slide 
downward  through  the  foramen  and  hence 
the  stretching  of  it  sets  up  a very  painful  stimu- 
lus in  the  sciatic  nerve.  If  the  patient  has  a 
painless  straight  leg  raising  test,  it  is  safe  to 
conclude  that  he  does  not  have  significant 
nerve  root  compression  at  that  time.  This  is 
very  helpful  in  evaluating  cases  that  may 
have  had  symptoms  for  a long  time.  In  these 
cases  the  disc  may  have  herniated  years  before 
and  caused  a nerve  root  lesion  that  gave  a 
permanently  changed  ankle  reflex,  derma- 
tomal  sensory  change,  and  muscle  weakness. 
If  such  is  the  case,  and  the  patient  has  a nor- 
mal straight  leg  raising  test  along  with  ab- 
sence of  muscle  spasm  in  the  back,  it  is  safe  to 
conclude  that  the  nerve  root  deficit  is  a long- 
standing one  and  that  the  current  complaints 
are  not  due  to  a fresh  injury  that  is  causing 
nerve  root  compression  and  pain. 

Spine  films  are  necessary',  but  are  of  limited 
value  since  the  diagnosis  of  a herniated  inter- 
vertebral disc  is  primarily  a clinical  one.  The 
films  help  to  rule  out  neoplasm,  fracture,  con- 
genital anomalies  and  indicate  the  presence 
or  absence  of  arthritis.  The  height  of  the  inter- 
vertebral space  is  of  little  help.’1  Many  pa- 
tients who  have  no  back  pain  have  a narrowed 
interspace.  In  other  cases,  a large  disc  hernia- 
tion is  seen  with  a normal  interspace. 

Diagnosis 

The  patient  who  has  a history  of  pain  in 
the  back  with  sciatic  distribution  that  is  ag- 
gravated by  coughing  and  sneezing  and  other 


factors  as  noted,  and  who  has  positive  straight 
leg  raising,  lumbar  muscle  spasm,  localizing 
neurological  signs  and  x-ray  findings  as  men- 
tioned should  be  classified  as  having  a her- 
niated intervertebral  disc.  This  diagnosis  is 
properly  a clinical  one  and  treatment  should 
be  instituted  without  consideration  of  further 
diagnostic  studies,  such  as  a myelogram. 

T reatment 

Fortunately  the  conservative  treatment  of 
low  back  pain  caused  by  a herniated  disc  is 
relatively  simple  and  inexpensive.  Of  prime 
importance  is  complete  bed  rest.  The  mattress 
should  be  firm  with  boards  under  it.  Non- 
opiate analgesics  such  as  10  grains  of  aspirin 
four  times  a day  and  an  occasional  slightly 
stronger  analgesic  such  as  Darvon  compound 
will  control  pain  once  the  patient  is  in  bed. 
Tranquilizers  are  useful  because  of  their  gen- 
eralized relaxing  effect,  elevation  of  pain 
threshold  and  helping  the  patient  to  “put  up” 
with  the  conservative  treatment.  Mepro- 
bamate in  the  dosage  of  400  to  800  mg  four 
times  a day  is  suggested.  Heat  is  not  used 
except  in  the  acute  injury  when  there  is  asso- 
ciated muscular  and  ligamentous  injury  and 
probably  a fluid  exudate  into  the  tissues. 

The  value  of  pelvic  traction  is  debated  by 
many  people.13  We  believe  in  it.  It  certainly 
helps  to  keep  the  patient  in  bed  and  this  may 
well  be  its  chief  value,  however,  it  also  seems 
to  improve  the  results.  With  the  gentle  down- 
ward pull  on  the  pelvis,  it  may  help  to  relax 
the  muscles  and  separate  the  intervertebral 
spaces.  Fourteen  pounds  of  continuous  trac- 
tion is  used  throughout  the  day.  If  he  wishes 
to  do  so,  the  patient  may  sleep  in  traction 
during  the  night. 

Selection  and  Timing  of  Treatment 

Conservative  treatment  should  be  instituted 
in  every  case  except  for  the  few  emergencies 
involving  rapid  progressive  motor  deficits, 
such  as  foot  drop  or  those  with  bladder  in- 
volvement of  any  kind.  Not  infrequently  the 
patient  will  have  a temporary  difficulty  with 
urination  secondary  to  pain  or  narcotics.  These 
cases  can  present  a difficult  problem  as  to  the 
need  for  an  emergency  laminectomy.  By 
checking  the  bulbocavernous  reflex,  one  can 
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usually  ascertain  whether  or  not  the  difficulty 
of  the  bladder  is  reflex  and  due  to  pain  and 
narcotics  or  to  nerve  root  pressure.16  This 
reflex  is  checked  by  inserting  one  finger  into 
the  rectum  and  pressing  on  the  glans  penis 
or  the  clitoris.  This  produces  a reflex  contrac- 
tion of  the  rectal  sphincter  and  thus  an  in- 
dication that  the  neural  arc  is  intact  to  the 
bladder.  If  this  reflex  arc  is  intact,  it  indicates 
that  the  voiding  problem  is  a reflex  one  and 
not  due  to  nerve  root  compression. 

How  long  to  continue  the  conservative 
treatment  and  when  to  consider  surgical 
management  is  often  a debatable  question.  It 
would  appear  to  be  as  erroneous  to  prolong 
conservative  treatment  beyond  a reasonable 
period  of  time  as  it  would  be  to  operate  too 
early.  If  a patient  has  had  two  weeks  of  full 
conservative  treatment  w ithout  significant  re- 
lief, he  very  probably  has  a disc  herniation  of 
the  type  that  will  not  be  benefited  signifi- 
cantly by  further  traction.  Even  if  he  is  re- 
lieved of  the  current  episode  by  many  weeks 
of  conservative  therapy,  he  very  probably 
will  have  an  early  relapse  of  symptoms  once 
normal  activity  is  resumed.  This  type  of  pa- 
tient will  be  rehabilitated  much  more  rapidly 
by  using  the  operative  treatment  as  soon  as  it 
is  known  that  he  is  not  going  to  respond 
properly  to  conservative  treatment. 

The  general  physician  is  not  trained  in 
neurosurgical  techniques  and  does  not  per- 
form disc  operations;  however,  this  should 
not  imply  that  he  cannot  or  should  not  make 
the  diagnosis  and  supervise  the  conservative 
phase  of  treatment  either  at  home  or  in  the 
hospital.  Eighty  percent  of  those  patients  who 
have  disc  disease  severe  enough  to  seek  medi- 
cal attention  will  respond  to  the  conservative 
program  as  outlined.12  The  one  patient  in 
five  who  does  not  respond  properly  to  the 
conservative  program  should  be  confronted 
with  the  need  for  operation  before  his  nerve 
root  has  been  irritated  for  weeks  or  months 
by  the  chronic  pressure,  before  secondary 
osteoarthritic  changes  have  formed,  before 
the  pain  pattern  has  become  firmly  ingrained 
into  the  patient’s  mind,  before  his  hospital 


insurance  has  been  exhausted  and  before  he 
is  quite  in  debt  from  being  disabled  and 
off  work  for  many  weeks  or  months. 

Another  indication  for  operative  treatment 
is  frequent  relapse,  even  though  the  patient 
responds  to  conservative  treatment  each  time. 
In  some  instances  a prolonged,  documented 
disability  that  has  borderline  findings  will  be 
considered  as  one  of  the  indications  for  opera- 
tion. Unfortunately,  the  prolonged  cases  are 
difficult  to  evaluate  and  are  the  ones  that 
make  up  a disproportionate  share  of  the  fail- 
ures in  any  treatment  regimen. 

In  counselling  the  patient  concerning  the 
operative  procedure,  he  should  be  reassured 
that  although  it  is  a major  operative  pro- 
cedure, the  overall  risk  is  less  than  an  ap- 
pendectomy or  similar  procedure.12  The  risk 
of  paralysis  is  nil.  The  authors  have  never 
known  of  its  occurring  when  the  disc  surgery 
w'as  performed  by  a properly  trained  surgeon. 

As  mentioned  above,  the  diagnosis  of  disc 
herniation  is  a clinical  diagnosis.  The  myelo- 
gram is  not  indicated  until  it  is  decided  that 
conservative  therapy  has  failed  and  the  de- 
cision has  been  made  to  operate.  The  myelo- 
gram is  remarkably  helpful  but  it  is  not  ab- 
solutely reliable.  It  has  about  six  percent 
false  negatives  and  about  six  percent  false 
positives.16 

There  are  at  least  three  major  reasons  for 
doing  a myelogram  prior  to  operation.  ( 1 ) 
The  clinical  localization  is  not  always  entirely 
accurate  (L4-5  versus  L5-S1  ).1B' 17  (2)  When 
the  operation  is  being  done,  every  effort 
should  be  made  not  only  to  cure  the  patient 
of  his  condition  hut  to  remove  any  other  pro- 
truding and  abnormal  discs  that  may  cause 
difficulty  in  the  future  even  though  they  are 
not  the  prime  cause  of  symptoms  at  the  pres- 
ent time.  It  should  be  emphasized  that  if  a 
patient  is  operated  on  and  all  his  diseased 
tissue  is  not  properly  localized  and  removed, 
he  has  been  done  a greater  disservice  than 
merely  an  inadequate  operation.  No  surgeon 
likes  to  re-operate  on  these  patients  and  the 
patient  will  have  to  suffer  a long  time  before 
he  can  convince  a surgeon  that  he  needs  r6- 
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operating.  This  means  further  pain  and  pro- 
longed disability  if  he  is  not  properly  treated 
the  first  time.  (3)  If  the  myelogram  is  nor- 
mal, a reassessment  is  in  order.  This  doesn’t 
mean  that  the  laminectomy  shouldn’t  be 
done.  It  does  mean,  however,  that  it  shouldn’t 
be  done  unless  the  clinical  signs  are  quite 
clear.  This  helps  to  weed  out  the  borderline 
case  whose  symptoms  are  overdrawn  and  on 
a basis  other  than  a herniated  disc. 

Spine  Fusion 

The  question  arises  as  to  whether  a particu- 
lar patient  should  have  a spinal  fusion,  a disc- 
procedure  or  both.  The  majority  of  authors 
seem  to  agree  that  a laminectomy  and  disc 
removal  or  unroofing  of  the  nerve  root  fora- 
men should  be  done  in  patients  who  have 
nerve  root  pain  and  that  they  should  not  have 
a spinal  fusion.13' 18  Incidently,  this  too  is  a 
clinical  and  not  altogether  a radiographic 
decision.  Many  backs  appear  to  be  unstable 
when  the  laminae  are  exposed  at  surgery, 
grabbed  with  a large  instrument  and  pulled 
back  and  forth.  This  finding  is  not  important 
unless  the  patient  has  pain  related  to  it.  Many, 
many  patients  have  what  would  appear  to  be 
instability  by  this  test  at  operation  and  yet 
they  are  completely  free  of  pain  after  the 
herniated  disc  is  removed.  They  certainly 
should  not  have  had  a spinal  fusion. 

The  importance  of  the  decision  between 
these  two  procedures  is  shown  in  the  contrast 
of  their  relative  morbidity.13, 18  The  patient 
with  a disc  procedure  is  in  bed  for  one  to 
two  days  and  is  discharged  from  the  hospital 
in  seven  to  ten  days.  He  is  back  at  work  in  two 
to  four  months  and  only  10  to  20  percent  of 
the  results  are  poor  to  fair.  On  the  other  hand, 
the  spinal  fusion  patient  is  in  bed  up  to  six 
weeks  even  though  he  may  be  out  of  the 
hospital  in  ten  days.  lie  is  in  a brace  for  at 
least  four  to  six  months  and  he  is  not  back  to 
work  until  six  to  nine  months  after  the  opera- 
tion. Even  in  these  cases,  there  is  a 25  to  30 
percent  or  better  incidence  of  pseudo- 
arthrosis that  may  itself  cause  pain.13 

Ninety-five  percent  or  more  of  the  patients 
with  low  back  pain  and  in  whom  the  question 


of  fusion  versus  disc  procedure  arises,  will 
need  only  the  disc  procedure.18  It  would  seem 
appropriate  to  have  the  disc  procedure  per- 
formed and  then  if  the  patient  is  not  relieved 
and  there  is  evidence  of  need  for  a fusion,  it 
can  be  done  later.  Only  about  five  percent  or 
less  of  the  patients  will  need  a disc  operation 
and  later  the  fusion.13, 18 

Results 

If  the  patients  are  properly  selected  as  out- 
lined and  the  exploration  is  done  in  a very 
thorough,  gentle  manner,  the  results  should 
be  very  good  in  80  percent  of  the  patients.12’ 18 
These  patients  should  have  immediate  relief 
of  their  disc  symptoms  and  only  a mild,  aching 
cramp  in  their  legs  for  a few  weeks  during 
recuperation  and  then  be  essentially  symp- 
tom free.  Another  ten  percent  should  be  im- 
proved although  not  as  satisfactorily  as  the 
first  group.  The  ten  percent  poor  results  are 
essentially  unchanged  but  should  not  be  made 
worse.  These  failures  are  made  up  of  those 
who  have  been  misdiagnosed,  those  who  had 
bony  spurs  that  could  not  be  completely 
decompressed,  and  those  who  have  functional 
overlay  and  other  such  problems  that  prevent 
their  satisfactory  rehabilitation. 

Resuming  Activity 

After  the  patient  responds  to  conservative 
treatment  or  has  had  surgical  treatment,  he 
should  be  told  to  resume  his  normal  activities 
in  a reasonable  and  fairly  slow  manner.  With- 
in a few  weeks  after  the  conservative  treat- 
ment and  within  two  to  three  months  after  a 
laminectomy  he  should  be  able  to  gradually 
resume  his  normal  life.  He  should  realize  that 
once  he  has  injured  his  back,  he  should  not 
perform  heavy  labor  that  involves  lifting  more 
than  20  to  50  pounds  for  a number  of  months. 
If  he  is  completely  free  of  pain  after  a year 
or  so,  then  he  can  increase  the  heaviness  of 
his  work.  He  can  go  back  to  almost  any  type 
of  recreation  that  does  not  cause  back  stress. 

The  chance  of  recurrence  of  a disc  hernia- 
tion is  higher  than  normal  in  the  individual 
who  has  once  had  a ruptured  or  herniated 
disc,  but  it  is  not  so  much  higher  that  he 
should  drastically  alter  his  life  except  to  avoid 
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heavy  lifting,  etc.18  The  disability  rating  of 
these  people  is  always  a difficult  matter,  yet 
it  is  one  on  which  we  all  are  forced  to  express 
an  opinion.  Even  after  a successful  result  of 
treatment,  they  usually  are  given  a 10  to  20 


percent  disability  rating  since  they  have  an 
increased  chance  of  re-injuring  their  backs, 
and  also,  they  will  have  greater  difficulty  in 
keeping  their  old  jobs  or  finding  new  em- 
ployment.10' 20 
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ERRATUM 

In  the  June  issue  in  the  article  on  Medical  School- 
ing in  South  Carolina  by  Kenneth  M.  Lynch  an  error 
was  made  on  page  240  in  the  second  paragraph  of 
the  second  column  which  begins  “The  Program  . . . .” 
The  fifth  line  of  this  paragraph  should  read  “Medical 
Association,  the  Alumni  Association.”. 
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X-RAY  FILM  OF  THE  MONTH 


S.  E.  PUCKETTE,  M.  D. 

Medical  College  Hospital 
Charleston,  S.  C. 


This  lateral  film  of  the  elbow  was  taken  on 
a 25-year  old  white  male  who  several 
hours  earlier  had  been  in  an  automobile 
accident.  The  patient  complained  of  pain  in 
the  elbow  region  and  tenderness  was  noted  in 
the  supracondylar  area.  On  the  initial  AP  and 
lateral  film  of  the  elbow,  no  fractures  were 
demonstrated,  however,  the  posterior  inter- 
condylar fat  pad  was  demonstrated.  (The  fat 
pad  has  been  retouched  for  clarity— see 
arrows. ) 


The  demonstration  of  this  posterior  inter- 
condylar fat  pad  is  a very  useful  soft  tissue 
phenomenon  that  should  always  be  checked 
for  on  lateral  90°  flexion  films  of  the  elbow. 
This  fat  pad  lies  normally  in  the  olecranon 
fossa  and  is  thus  over-shadowed  by  overlying 
bone.  However,  when  it  is  displaced  pos- 
teriorly by  fluid  within  the  synovial  capsule  of 
the  joint,  it  becomes  visible,  often  exhibiting  a 
concavity  on  its  anterior  inferior  surface. 
There  are  also  two  fat  .pads  anterior  to  the  joint 
which  are  superimposed  on  the  lateral  flexion 
films.  They  do  not  offer,  however,  much  aid  in 
evaluating  distention  of  the  synovial  mem- 
brane by  fluid.  It  should  be  noted  that  these 
thi  ee  fat  pads  lie  within  the  joint  capsule  but 
outside  the  synovial  membrane  of  the  joint. 

The  point  to  be  made  is  that  when  this 
posterior  fat  pad  is  demonstrated  coupled 
with  a history  of  trauma,  one  should  be  highly 
suspicious  of  an  unrecognized  fracture.  In  this 
instance,  oblique  views  demonstrated  a hair- 
line non-displaced  fracture  in  the  supra- 
condylar area.  It  may  take  several  hours  for 
enough  fluid  to  enter  the  joint  space  to  make 
the  displacement  recognizable.  Also,  if  the 
synovial  membrane  is  ruptured,  the  fluid  may 
leak  elsewhere  and  not  distend  the  joint  syno- 
vial membrane.  Thus,  only  when  demonstrated 
is  this  sign  of  value. 
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in  diarrhea 


Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ....  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


is  a c*rker 


Effectiveness:  Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Convenience:  Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

Versatility:  The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  full  therapeutic  effect  — Rx  full  therapeutic  dosage. 
The  recommended  initial  daily  dosages,  given  in  divided  doses,  until 
diarrhea  is  controlled,  are: 

Children:  3 to  6 months  — 3 mg.  (Vi  tsp.*  t.i.d.) 

6 to  12  months—  4 mg.  {Vi  tsp.  q.i.d.) 

1 to  2 years  — 5 mg.  (*/2  tsp.  5 times  daily) 

2 to  5 years  — 6 mg.  (1  tsp.  t.i.d.) 

5 to  8 years  — 8 mg.  (1  tsp.  q.i.d.) 

8 to  12  years  —10  mg.  (1  tsp.  5 times  daily) 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily) 
*Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  therapeutic 
dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  used  with  caution  in  patients  with 
impaired  liver  function  and  in  patients  taking  addicting  drugs  or 
barbiturates.  The  subtherapeutic  amount  of  atropine  is  added  to 
discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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In  April  of  this  year  Governor  McNair  signed  into 
law  a bill  regulating  drugs.  This  bill  is  important  to  all 
physicians.  It  covers  depressants  or  stimulant  drugs  such 
as  barbituric  acid  or  any  of  its  salts  or  any  derivative  of 
barbituric  acid  which  has  been  designated  as  habit 
forming  by  the  State  Board  of  Health  and  the  appropri- 
ate Federal  Drug  authorities.  It  further  covers  any  drug 
which  contains  any  quantity  of  amphetamine  or  any  of 
its  optical  isomers,  any  salts  of  amphetamine  or  any  salt 
of  an  optical  isomer  of  amphetamine;  or  any  substance 
which  is  designated  by  the  State  Board  of  Health  and 
appropriate  Federal  authorities  as  habit  forming  because 
of  its  stimulant  effect  on  the  central  nervous  system,  and  any  drug  which  may  be  designated  as 
having  potential  for  abuse  because  of  its  depressant  or  stimulant  or  hallucinogenic  effect.  This 
should  effectively  discourage  the  amateur  use  of  LSD,  and  similar  drugs. 

No  prescription  may  be  filled  or  refilled  more  than  six  months  after  the  date  on  which  the 
prescription  was  issued  and  no  such  prescription  which  is  authorized  to  be  refilled  may  be 
refilled  more  than  five  times  except  that  any  prescription  for  such  a drug  after  six  months  after 
the  date  of  issue  or  after  being  refilled  five  times  may  be  renewed  by  the  practitioner  in 
writing  or  orally.  This  means  that  all  the  prescriptions  for  phenobarbital  which  have  auto- 
matically been  refilled  all  these  years  will  now  have  to  be  renewed  at  least  every  six  months. 

If  a physician  is  in  the  habit  of  dispensing  drugs,  the  drugs  covered  in  this  law  must  be 
in  a container  which  bears  a label  on  which  appear  the  directions  for  use,  the  name  and  ad- 
dress of  the  patient. 

The  possession  of  one  of  the  drugs  covered  in  this  law  unless  obtained  properly  or  in  a 
container  properly  labelled  shall  be  unlawful. 

Persons  who  keep  a supply  of  these  drugs  on  hand  must  make  a complete  record  of  all  such 
drugs  to  comply  with  the  requirements  of  the  Federal  Drug  Abuse  Control  Amendments  of 
1965. 

Physicians  shall  keep  a record  of  all  such  drugs  purchased  for  a period  of  three  calendar 
years  immediately  following  the  date  of  the  last  purchase.  ( Invoices  shall  be  considered  proper 
records. ) They  shall  also  keep  a record  of  all  such  drugs  dispensed  or  sold  and  the  kind  and 
quantity  of  such  drugs  sold.  Records  shall  show  the  date,  name  and  address  of  the  person  to 
whom  dispensed  or  sold,  and  the  kind  and  quantity  of  such  drugs  dispensed  or  sold.  Such  rec- 
ords must  be  kept  for  a period  of  three  years  after  the  date  of  the  last  transaction.  Physicians 
shall  not  be  required  to  keep  records  of  such  drugs  that  they  personally  administer  to  any  one 
person  for  treatment,  not  to  exceed  twelve  dose  units  at  any  one  time. 

The  State  Board  of  Health  is  authorized  to  promulgate  and  enforce  rules  (a)  for  the 
efficient  enforcement  of  this  act,  and  (b)  necessary  to  conform  with  those  promulgated  by 
the  Federal  Food  and  Drug  Administration  under  the  Drug  Abuse  Control  Amendments  of 
1965. 

This  law  is  similar  to  and  in  keeping  with  Federal  statutes  covering  drugs.  It  is  brought 
to  the  attention  of  physicians  because  very  few  of  us  have  ever  heard  of  it.  Our  druggist 
friends  are  anxious  for  doctors  to  know  the  details  of  it  so  they  may  help  explain  the  bother- 
some portions  of  refills  to  patients.  This  law  puts  further  burden  on  us  as  physicians  in  keeping 
records.  In  short,  barbiturates  and  the  amphetamine  family  of  drugs  must  be  handled  like 
narcotics.  Persons  who  fail  to  keep  records  or  fail  to  comply  may  be  guilty  of  a misdemeanor. 
It  is  a good  law  and  necessitated  by  the  misuse  and  abuse  of  the  drugs  covered. 

George  Dean  Johnson,  M.  D. 
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The  Practical  Nurse 

It  is  common  knowledge  that  nowadays  the 
amenities  of  bedside  nursing  comfort  the 
patient  less  commonly  than  they  did  in  the 
older  times.  The  nurse  on  whom  we  de- 
pended for  sympathy,  tender  handling  and  the 
bedtime  backrub  has  perforce  assumed  a 
supervisory  and  administrative  role  which 
greatly  reduces  the  time  she  has  to  provide 
actual  nursing  care  for  her  patient.  In  ad- 
vancing to  her  new  position  of  increased 
importance  and  greater  remuneration,  which 
we  do  not  begrudge  her,  she  left  a vacancy 
which  was  in  time  filled  by  the  practical  nurse, 
whose  education  in  the  niceties  of  nursing 
was  less  elaborate  but  whose  manual  skills  for 
the  necessary  simpler  procedures  were  ade- 
quate. This  practical  nurse  now  gives  the 
greater  part  of  the  direct  care  in  hospitals  and 
elsewhere,  care  which  requires  a minimum  of 
hypothetical  knowledge  and  a maximum  of 
ordinary  intelligence. 

The  two  national  and  important  nursing 
organizations,  the  American  Nurses  Associa- 
tion and  the  National  League  for  Nursing 
appear  now  to  be  in  agreement  that  the  status 
of  the  practical  nurses  must  he  improved  by 
requirement  of  rather  rigid  accreditation  of 
their  schools,  which  will  necessitate  prolong- 
ing their  courses  to  two  years  instead  of  the 
usual  one  year,  and  including  much  teaching 
not  now  listed  in  the  curriculum.  In  the  face 
of  a rather  desperate  shortage  of  nurses  of  all 
categories,  this  would  seem  to  he  a drastic  and 
dangerous  effort.  The  practical  nurse  does 
not  pretend  to  be  more  than  she  is,  a very 
important  person  on  the  medical-nursing  team. 
She  is  serving  satisfactorily  a very  real  need. 
Why  should  she  be  made  into  something  that 
she  does  not  need  to  he,  something  that  she 
need  not  be? 

An  article  on  the  subject  in  a nursing  journal 
says  that  “.  . . the  nurse  is  faced  with  con- 
sequential changes  between  the  beckoning 
gadgets  of  medicine  and  the  traditional  role  of 


compassionate  personal  care.”  Why  must  the 
practical  nurse  be  pushed  toward  a dangerous 
little  knowledge  of  the  gadgets  when  there  is 
so  much  need  for  the  less  technical  nursing  of 
the  past?  The  gadgets  are  for  the  baccalaureate 
students;  the  practical  nurse  is  for  our  bedside, 
where  we  hope  she  remains  for  our  good  and 
comfort. 


A New  Concept  in  Convalescent  Care 

The  shortage  of  hospital  beds  and  the  ex- 
pense of  hospital  care  to  the  patients  and  to 
the  institutions  which  provide  the  care  are 
subjects  too  hackneyed  to  dwell  upon.  Possible 
solutions  are  many  and  expensive. 

A new  idea  proposed  by  officials  of  the 
Holiday  Inns  of  America  seems  to  carry 
much  merit.  It  proposes,  and  indeed  it  has 
already  been  implemented  in  some  places,  that 
“Medieenters”  be  established  for  patients  who 
have  progressed  beyond  the  need  for  intensive 
hospital  care  and  are  not  yet  ready  to  return 
to  normal  active  life.  In  other  words,  this  is  a 
type  of  convalescent  home,  but  it  aims  par- 
ticularly to  provide  care  at  moderate  rates, 
which  may  be  achieved  by  setting  up  a general 
countrywide  managerial  system  with  the 
standardization  and  simplification  of  many 
procedures  from  a knowledge  gained  by  long 
and  extensive  innkeeping.  These  “Medi- 
centers”  are  inspected  regularly  by  the  parent 
company,  will  be  approved  by  the  Joint 
Commission  on  the  Accreditation  of  Hospitals, 
and  will  be  affiliated  with  at  least  one  general 
hospital.  Admissions  will  be  entirely  under 
control  of  attending  physicians.  Most  of  the 
centers  will  contain  100  beds,  though  smaller 
units  may  be  used  on  occasion. 

The  parent  company  plans  to  build  400 
“Medieenters”  over  the  United  States  in  the 
next  several  years.  According  to  an  announce- 
ment from  Medieenters  of  America,  Inc.,  a 
licensed  center  will  be  opened  in  Columbia  in 
July.  It  will  be  interesting  to  observe  the 
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progress  of  this  institution  operating  under  » 
somewhat  new  concept. 


On  Dispensing 

Here  is  not  criticism  but  a suggestion  for 
help  toward  a happy  way  of  life  free  from 
baleful  bite  of  conscience,  and  full  of  joy  at 
honor  upheld  and  oath  well  kept. 

Mine  has  been  a greater  experience  than 
many  of  my  readers  in  variety  of  method  of 
supplying  glasses.  In  years  gone  by  rebates 
were  accepted  from  wholesale  opticians.  Dur- 
ing this  period  the  only  way  I could  live  with 
my  conscience  was  to  tell  each  patient  that  a 
profit  was  made  on  glasses  and  as  a con- 
secpience  professional  fees  were  small.  This 
was  not  entirely  acceptable.  Later  it  was 
found  that  wholesalers  would  dispense  and 
furnish  me  the  invoice  which  was  given  the 
patient  with  separate  and  adequate  fee.  My 
income  did  not  suffer.  I enjoyed  an  indescrib- 
able feeling  of  freedom  and  release  from  what 
was  felt  as  the  fetters  of  irregularity  and  the 
dungeon  of  dependence  on  being  a merchant 
rather  than  a physician. 

This  went  on  for  some  time  while  the  fed- 
eral government  was  preparing  its  indictment 
against  me  and  some  two  thousands  other  eye 
physicians,  and  while  retail  eyeglass  salesmen 
were  bringing  pressure  to  bear  on  the  whole- 
salers, until  finally  dispensing  was  dis- 
continued by  the  optical  companies.  My  bub- 
ble burst.  At  this  time  an  optician  was  given 
space  in  my  office  at  a rental  commensurate 
only  with  the  space  involved.  Here  my  pre- 
scriptions are  filled  unless  the  patient  wishes 
to  go  elsewhere.  The  optician  makes  a good 
living  at  a fair  price,  and  my  time  is  free  for 
more  important  things.  My  bubble  is  again 
fullblown. 

There  is  no  reason  why  the  patient  should 
not  be  informed  as  to  what  the  approximate 
cost  of  glasses  will  be.  This  avoids  his  being 
overcharged.  Satisfactory  opticianry  is  attain- 
able in  every  town  of  any  size  if  an  effort  be 
made  to  secure  it.  Where  this  is  not  possible, 
glasses  can  be  supplied  at  cost  while  the  pa- 
tient willingly  pays  a deservedly  respectable 
fee  for  eye  examination  and  refraction  (two 
entirely  different  things)  whether  glasses  are 


prescribed  or  not.  Opticians  do  not  take  pa- 
tients away.  With  proper  rapport  they  will 
indeed  build  practice.  Those  who  really  prefer 
your  service  will  always  return  for  adjustment 
or  correction  of  an  error;  and  we  all  make 
errors. 

Whether  you  like  it  or  not  there  is  an  onus 
attached  to  the  doctor  of  medicine  selling 
merchandise.  This  has  been  frankly  discussed 
with  varied  individuals  and  there  is  no  doubt 
that  selling  glasses  for  profit  lowers  the  physi- 
cian in  the  esteem  of  colleagues  and  friends, 
who,  while  they  might  not  openly  say  so,  hold 
a dim  view  of  the  merchant  doctor.  I believe 
that  no  one  who  sells  a glass  should  have  the 
privilege  of  also  prescribing  it.  My  view, 
heretical  at  the  moment,  is  that  refractions 
could  well  be  done  by  optometrists  in  the  doc- 
tor’s office  if  under  his  supervision,  as  is  done 
in  the  armed  services. 

There  is  nothing  either  illegal  or  immoral  in 
dispensing  for  profit.  The  advantages  and  the 
dangers  of  this  practice,  however,  are  equally 
obvious.  It  will  not  be  prevented  by  rules  of 
any  kind,  and  will  cease  only  when  those  who 
engage  in  it  realize  the  evil  consequences. 
These  are  already  evident  in  young  men  in 
ophthalmology  unashamedly  proud  of  incomes 
derived  substantially  from  optical  sales.  The 
sincerity  of  those  who  honestly  have  a differ- 
ent opinion  is  not  questioned.  I simply  believe 
them  shortsighted,  and  hope  to  make  no 
enemies  in  voicing  my  deepest  convictions  and 
objections.  Any  physician  reflectively  studying 
the  matter,  will,  I believe,  come  to  the  realiza- 
tion that  this  practice  is  distasteful  and  de- 
meaning to  the  profession.  As  for  me,  I am 
justly  paid  for  diligence  and  accomplishment. 
I welcome  discussion,  fear  no  criticism,  and 
feel  like  the  million  dollars  I do  not  have, 
shall  never  possess,  do  not  need,  and  frankly 
do  not  want. 

Being  human,  and  therefore  inherently  sel- 
fish, what  we  all  really  wish  for  above  money 
and  all  else,  is  the  acclaim  and  approval  of 
our  fellow  men,  especially  our  colleagues.  This 
we  can  have  and  deserve  when  we  do  good 
work  and  if  we  stay  strictly  within  the  bounds 
of  our  professional  attainments. 

J.  W.  Jervey,  Jr. 
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Abstract  of  Minutes  of  Council 

Myrtle  Beach,  May  9,  1966.  Council  transacted  a 
variety  of  business  at  this  meeting.  It  was  noted  that 
Dr.  C.  H.  Andrews  was  a fifty-year  member  and  a 
fifty-year  pin  is  to  be  awarded  by  Dr.  Eaddy. 

Council  moved  to  recommend  to  the  House  of 
Delegates  that  in  the  resolution  of  last  year  concern- 
ing non-participation  in  Medicare  that  the  word 
“desirable”  be  deleted. 

A communication  from  the  state  society  of  radiolo- 
gists concerning  direct  billing  was  received  and 
endorsed. 

Council  has  decided  that  it  could  not  underwrite  a 
television  program  on  alcoholism  as  has  been  re- 
quested by  Dr.  Solomon.  The  high  school  essay  con- 
test was  endorsed  for  another  year  and  an  amount  of 
$175  was  appropriated  for  prizes. 

The  treasurer’s  report  was  received  and  is  as 
follows: 

January  1,  1965  - December  31,  1965 

REVENUE 

JOURNAL 
Advertising 
Subscriptions 

Total  Revenue  from  Journal 
GENERAL 
State  Dues 
Directories 
Miscellaneous 
Benevolence  Fund 
Total  General  Revenue 
TOTAL  JOURNAL  & GENERAL 
REVENUE 

EXPENSES 

JOURNAL 
Printing 

Editor’s  Expense 
Salaries: 

Editor  $2,400.00 

Advertising  Mgr.  1.200.00 

3.600.00 


Total  Journal  Expense 

$25,859.49 

EXECUTIVE  OFFICE 

Rent 

$ 1.500.00 

Office  Supplies 

Exec.  Sec’y  Travel  & Expense 

783.36 

2,709.71 

Salaries 

24,287.34 

Total  Executive  Office  Expense 

$29,280.41 

SECRETARY 

Clerical  Help 

$ 900.00 

Office  Expense 

104.92 

Total  Secretary  Expense 

$ 1.004.92 

COMMITTEE  ON  PUBLIC  RELATIONS , 
J.  I.  Waring,  Chairman 

Salary 

$ 1,200.00 

Chairman’s  Expense 

151.18 

Total  Expense.  Committee  on  P.  R. 

$ 1.651.18 

GENERAL  EXPENSE 

Delegates’  Travel  & Expense 

$ 451.35 

Other  AMA  Meetings  Travel  Expense 

908.04 

$24,005.34 

4.704.50 

$28,709.84 

$46,984.00 

266.00 

807.37 

503.50 

$48,560.87 

$77,270.71 


$21,253.45 
1 .006.04 


President’s  Expense 

1.375.00 

Treasurer’s  Expense 

100.00 

Telephone  & Telegraph 

1,798.89 

Postage 

639.60 

Insurance 

1,321.60 

Newsletter 

328.84 

Accounting  & Audit 

710.00 

Taxes  ( Soc.  Sec.  & Federal  Unemplov.) 

906.98 

Medico-Legal 

1,510.28 

State  Meetings 

Woman’s  Auxiliary  Appropriation 

386.77 

688.50 

Woman’s  Auxiliary  Bulletin 

1,536.10 

Historical  Committee 

500.00 

Public  Health  Information  Committee 

153.75 

Miscellaneous  Committee  Expense 

158.45 

Directories 

2,054.20 

Benevolence  Fund 

1.125.00 

Miscellaneous 

1,075.90 

Interest 

582.02 

Hospitality  Room 

156.08 

Delegate  to  Student  AMA 

200.00 

President’s  Gift 

150.00 

Total  General  Expense 

$18,817.35 

TOTAL  EXPENSE 

$76,613,35 

EXCESS  OF  REVENUE  OVER 
EXPENSE 

1 

$ 657.36 

ITEMS  HANDLED  WHICH  ARE  NOT 

REVENUE 

A.  M.  A.  - E.  R.  F. 

4 

$ 6,885.00 

A.  M.  A.  Dues 

62,055.00  ; 

County  Dues 

425.00 

INCOME  FROM  INVESTMENTS 
Peoples  Federal  Savings  & Loan 
Association 

- 

498.11 

Dividends  Reinvested  ( Investors  Stock 
Fund ) 

322.12 

Dividends  Reinvested  (Investors  Mutual 
Fund ) 

4,655.72 

Total  Income  From  Investments 

$ 5.475.95 

INVESTMENTS 
GENERAL  FUND 

Peoples  Federal  Savings  and  Loan 
Association 

$12,827.69 

Investors  Mutual  Fund— 6,266.436  shares 
(a)  $12,233 

77.515.81  < 

(Value  as  of  May  3,  1966  — 
6,378.183  shares  @ 11.79  - 
$75,198.78) 

Total  General  Fund 

$90,343.50 

PERMANENT  HOME  FUND 
Aiken  First  Federal  Savings  & Loan 
Association,  Aiken.  S.  C. 

$10,378.38 

Security  Federal  Savings  & Loan 
Association,  Aiken,  S.  C. 

10,378.38 

Anderson  Savings  & Loan  Association, 
Anderson.  S.  C. 

10,380.06 

First  Federal  Savings  & Loan  Association, 

Anderson.  S.  C. 

10,380.08 

Home  Building  & Loan  Association, 
Orangeburg.  S.  C. 

10,338.13 

Pickens  Building  & Loan  Association, 
Pickens,  S.  C. 

3,810.75  | 

Total  Permanent  Home  Fund 

$55,665.78 

All  of  the  above  currently  pay  interest  at  4!4%. 
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Dr.  William  Hunter  and  Dr.  Donald  Saunders 
reported  for  the  Committee  on  Promotion  of  Careers 
in  Medicine  and  requested  the  sum  of  S5.000  to 
assist  a “fair”  in  Columbia  to  further  the  purpose. 
(At  the  meeting  on  May  11  Dr.  Saunders’  request 
that  $5,000  be  contributed  to  tire  project  was  passed 
by  proper  motion. ) 

Dr.  Wyman  King  reported  that  there  had  been  no 
action  on  the  proposed  Nursing  Practice  Act. 

Mr.  Hughes,  Columbia  Station,  member  of  the 
Treasury  Department  Alcohol  Tax  Division,  reported 
on  the  illegal  whiskey  traffic  in  South  Carolina  with 
particular  reference  to  poisoning  with  lead. 

Council  received  a report  on  a retirement  plan  for 
SCMA  employees  and  a committee  consisting  of  Dr. 
Evatt  and  Dr.  Perry  was  appointed  to  work  on  the 
plan  for  further  consideration. 

Dr.  Waring  made  a report  on  the  progress  of  the 
second  volume  of  the  History  of  Medicine  in  South 
Carolina  which  should  be  completed  shortly.  Council 
voted  to  underwrite  the  amount  of  $2,500  if  needed 
to  provide  publication  of  this  volume. 

It  was  decided  that  the  Public  Relations  Committee 
Meeting,  such  as  the  one  held  in  Columbia  last  year, 
should  be  repeated  in  1967. 

May  W,  1966.  Dr.  Frank  Owens  reported  the  activity 
of  the  Advisory  Committee  to  Selective  Service  and 
asked  that  a resolution  be  endorsed  requesting  full 
cooperation  of  the  state  with  the  committee. 


Dr.  Eaddv  discussed  the  matter  of  the  bill  con- 
cerning the  State  Board  of  Medical  Examiners  pro- 
viding for  the  inclusion  of  one  osteopathic  physician. 
Since  it  appeared  that  such  a bill  was  inevitable,  a 
motion  was  passed  that  Council  endorse  in  principle 
the  proposed  changes  of  the  Osteopathic  Bill.  How- 
ever. this  motion  was  rescinded. 

Dr.  Eaddy  reminded  Council  that  local  medical 
societies  which  officially  declared  intention  of  non- 
participation in  Medicare  would  be  in  violation  of  the 
anti-trust  act.  Mr.  Meadors  noted  that  the  societies 
had  been  previously  informed  of  this  situation. 

May  12,  1966.  Dr.  William  L.  Perry  was  elected 
Chairman  of  Council  and  Dr.  Martin  Teague  was 
nominated  as  Vice-Chairman.  Dr.  Michael  Holmes 
was  elected  Recorder. 

Dr.  John  Hawk  discussed  the  Individual  Responsi- 
bility Resolution  of  the  Charleston  Delegation, 
adopted  by  the  House  of  Delegates.  Mr.  Meadors  was 
asked  to  publish  in  a Newsletter  a suggested  form  for 
direct  billing  to  patients  under  Medicare. 

A committee  consisting  of  Dr.  Ben  Miller,  Chair- 
man, Dr.  John  Booker,  and  Dr.  John  Hawk  was  ap- 
pointed to  meet  with  a representative  of  the  South 
Carolina  Hospital  Association  and  the  State  Board 
of  Health  to  work  out  methods  of  assisting  the  hos- 
pitals in  establishment  of  Utilization  Review  Com- 
mittees and  other  suppliance  regulations. 


REPORT  OF  THE  EXECUTIVE 
SECRETARY 

Membership  in  the  Association  increased  last  year 
by  64,  net.  Eighty-three  new  members  joined  during 
the  year.  13  old  members  were  reinstated,  and  we 
lost  31  by  death  or  otherwise.  Of  the  total  number, 
1596,  in  good  standing  at  the  end  of  the  year.  1455 
were  paying  members.  14  were  Junior  members  pay- 
ing only  the  $3.00  subscription  to  the  Journal.  123 
were  Honorary  members  exempt  from  payment  of 
State  dues,  and  4 were  Service  members,  also  exempt 
from  payment  of  State  dues. 

Thirteen  hundred  seventy-one  members  were  also 
paid  members  of  the  American  Medical  Association, 
122  were  active  members  of  AM  A but  exempt  from 
payment  of  AMA  dues,  and  our  14  Junior  members 
held  Associate  membership  in  AMA. 

So  far  this  year,  a total  of  1292  members  have  paid 
dues  to  the  State  Association  and  1203  have  paid 
AMA  dues. 

Contributions  to  the  American  Medical  Association 
Education  and  Research  Foundation  have  continued 
about  as  in  previous  years.  The  amount  collected  and 
remitted  for  this  purpose  last  year  was  $6,825.00.  By 
far.  the  major  portion,  of  course,  was  in  items  of 
$10.00  per  member  as  requested  on  our  bills  as  a 
voluntary  part  of  the  dues.  Of  the  members  who  paid 
dues  in  1966,  a total  of  520  have  contributed 
$5,270.00  to  AMA-ERF. 


This  year,  as  directed  by  the  House  of  Delegates 
and  Council,  dues  to  SCALPEL,  in  the  amount  of 
$20.00.  were  included  on  the  bills  to  the  members,  as 
a voluntary,  non-tax-deductible  item.  So  far.  we 
have  received  and  remitted  to  the  Treasurer  of 
SCALPEL  $3,580.00,  representing  179  of  these  pay- 
ments. 

The  administration  of  the  business  affairs  of  the 
Association  has  continued  as  in  previous  years.  Be- 
cause of  the  increase  of  work  in  this  area  over  the 
past  few  years,  it  was  necessary  to  add  one  part-time 
employee  in  the  office.  It  also  necessitated  larger 
quarters  and  in  March  of  this  year,  we  moved  into 
another  office  in  the  same  building,  affording  about 
twice  the  space  formerly  occupied. 

The  finances  of  the  Association,  all  records  of  which 
are  handled  by  the  Treasurer  through  our  office,  are 
covered  in  some  detail  in  his  report. 

With  passage  by  Congress  last  summer  of  Public 
Law  89-97  and  the  impending  advent  of  Medicare, 
much  additional  work  and  thoughts  have  been  re- 
quired in  this  connection  and  some  new  problems 
have  arisen.  The  law  is  complicated  and  detailed. 
Last  year,  we  attended,  along  with  the  Delegates,  two 
special  meetings  of  the  House  of  Delegates  of  AMA. 
one  in  February  and  another  in  October,  in  addition 
to  the  annual  meeting  in  June  and  the  interim 
session  in  November.  Both  of  the  special  meetings 
were  called  because  of  Medicare— the  first  in  a last 
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effort  to  find  an  agreeable  substitute,  and  the  meet- 
ing in  October  to  consider  the  problems  presented 
and  the  attitude  of  the  profession  in  view  of  the 
actual  passage  of  the  law. 

In  addition  to  these  meetings,  two  orientation  con- 
ferences on  the  law  were  attended  in  Chicago  — one 
in  November,  which  dealt  with  Parts  A and  B of  Title 
18  (the  hospital  payments  and  physician  payments 
respectively),  and  another  in  January  which  dealt 
entirely  with  Title  19,  the  Public  Welfare  pro- 
visions of  the  law  which  ultimately  may  have  as 
great  impact  and  effect  upon  the  profession  as  Part  B 
of  Title  18.  We  undertook  to  give  careful  attention 
to  all  that  was  said  at  these  meetings  in  the  effort  to 
better  understand  the  provisions  of  the  law,  its 
implications,  the  attitude  of  the  government  as  re- 
vealed by  members  of  the  Department  of  HEW  at 
the  orientation  conferences,  and,  in  general,  the  re- 
action of  members  of  the  profession  throughout  the 
country.  As  the  law  becomes  effective  on  July  1st  of 
this  year,  we  anticipate  that  further  problems  will 
present  themselves  and  additional  conferences  and 
meetings  will  be  required  from  time  to  time. 

Working  with  Dr.  J.  I.  Waring.  Chairman  of  the 
Committee  on  Public  Relations,  we  helped  plan, 
organize  and  arrange  for  the  Conference  of  Medical 
Society  Officers  in  February.  The  Conference  this 
year  was  devoted  entirely  to  consideration  of  Medi- 
care and  its  implications. 

In  the  area  of  state  legislation,  which  usually 
occupies  the  major  part  of  this  report,  activity  this 
year  was  unusually  light.  In  fact,  we  had  trouble  with 
only  one.  the  osteopathic  bill  which  had  been  held 
over  in  the  Committee  on  Military,  Public  and 
Municipal  Affairs  of  the  House  of  Representatives 
since  last  year.  Little  interest  or  activity  was  in  evi- 
dence during  the  first  few  weeks  of  the  Session,  but 
we  kept  in  touch  and  knew  that  there  was  strong 
sentiment  in  the  Committee  to  report  the  bill  out 
favorably  in  some  form.  This  was  done  on  March 
14th,  but  the  Committee’s  Report  bore  little  re- 
semblance to  the  bill  as  originally  introduced. 

There  was  a minority  unfavorable  report  and  the 
hill  went  on  the  calendar  of  Contested  Bills  in  the 


House.  There  it  remained  when  the  Session  ended.  It 
was  reached  on  the  Calendar  several  times  and  debate 
adjourned  so  that  it  never  received  second  reading  or 
was  even  debated  on  the  floor.  The  osteopaths  will 
have  to  make  a new  start  next  year,  and  we  feel  sure 
this  will  be  done. 

A bill  prosiding  broad  changes  in  the  state  law 
relating  to  psychotonic  and  psychodelic  drugs  and 
designed  to  bring  the  state  law  more  in  line  with  the 
terms  of  the  federal  statute  adopted  last  year  was 
passed.  This  was  brought  to  the  attention  of  Council 
at  a meeting  on  March  13th.  and  was  not  found  to 
contain  any  objectionable  features.  Another  bill,  to 
change  drastically  the  law  with  respect  to  licensing 
of  nurses  in  the  State  was  also  brought  to  Council’s 
attention  and  a delegation  from  the  Nurses’  Associa- 
tion was  heard.  The  bill  was  introduced,  but  died  in 
a Senate  Committee. 

No  effort  was  made  to  push  for  passage  of  the 
podiatry  bills  at  this  session.  We  have  attended  the 
meetings  and  furnished  assistance  to  several  com- 
mittees. particularly  that  on  Amendments  to  the  Con- 
stitution and  By-Laws,  and  the  one  on  proposed 
amendments  to  the  Medical  Practice  Act. 

Along  with  Dr.  Price,  we  cooperated  with  the  State 
Hospital  Association  and  its  Executive  Director  in 
planning  and  carrying  out  a Seminar  on  Hospital 
Accreditation  for  Hospital  Administrators,  staff  officers 
and  Trustees.  This  was  held  in  Columbia  in  February 
and  was  well-attended. 

The  rapport  between  our  office  and  the  members  or 
Council  has  been  as  usual  excellent.  It  has  been  a 
pleasure  especially,  to  work  with  Dr.  Julian  Price. 
President,  who  was  responsible  for  my  connection 
with  the  Association  in  the  first  place,  with  Dr. 
Norman  Eaddy,  Chairman  of  Council,  and  of  course 
as  always,  with  Dr.  Howard  Stokes,  Treasurer,  whose 
unfailing  courtesy,  cooperation  and  understanding, 
contribute  so  much  to  the  success  of  our  office  and 
the  pleasure  of  our  work. 

Respectfully  submitted, 

M.  L.  Meadors 
Executive  Secretary 


News 


South  Carolinian  Wins  Award  At 
Science  Fair 

Miss  Claudia  J.  Creene  of  Latta  won  the  AMA’s 
Award  of  Merit  Citation  at  the  17th  International 
Science  Fair  in  Dallas.  Miss  Creene’s  exhibit  was  on 
“Imperfecti  Fungi-I-9— Food  of  the  Future.” 

Blue  Cross  Rate 

The  State  Insurance  department  has  refused  to  per- 


mit Blue  Cross  to  establish  a 27  per  cent  rate  increase 
that  would  have  affected  35.000  persons  in  South 
Carolina. 

Blue  Cross  requested  the  increased  rates  for  its 
“personal  pay”  policies,  which  are  those  not  in  group 
programs. 

Chief  Insurance  Commissioner  Charles  W.  Gambrell 
said  Blue  Cross’  charges  were  sufficient  at  the  present 
time. 
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Gambrell  also  rejected  a proposal  that  would  have 
Blue  Cross  and  Blue  Shield  offering  supplementary 
medicare  coverage  to  persons  over  65.  He  said  Blue 
Cross  and  Blue  Shield  are  prohibited  from  selling 
insurance  coverages  because  they  are  service  cor- 
porations and  not  insurers. 

Blue  Cross  - Blue  Shield  is  appealing  this  decision. 


Medical  Office  Building  Planned 

Construction  is  expected  to  begin  soon  on  a 
$400,000  four-story  medical  office  building  to  be 
located  at  the  east  end  of  Calhoun  Street  in  Charles- 
ton. 


General  Practitioner  Needed  At 
Monck’s  Corner 

The  growing  community  of  Monck’s  Corner 
is  in  need  of  a general  practitioner  to  replace 
one  who  is  giving  up  his  practice  for  other 
activities.  A fully  equipped  office,  designed  by 
the  physician  is  available. 

Any  interested  physician  should  write  to  Dr. 
William  H.  Lacey,  Monck’s  Corner.  South 
Carolina. 


PEDIATRIC  SEMINAR 

November  10  - 12.  1966  Room  H-611 
College  of  Medicine,  University  of  Florida 
Gainesville,  Florida 

On  Metabolic  and  Nutritional  Disorders 
Guest  Speakers  will  include  the  following: 

Albert  Dorfman.  M.  D.,  Professor  & Chairman,  De- 
partment of  Pediatrics,  University  of  Chicago  School 
of  Medicine 

Gilbert  B.  Forbes,  M.  D.,  Professor  of  Pediatrics, 
University  of  Rochester  School  of  Medicine 

Norman  Kretcluner,  M.  D..  Professor  & Chairman, 
Department  of  Pediatrics,  Stanford  University  School 
of  Medicine 

Guy  M.  McKhann,  M.  D.,  Associate  Professor.  De- 
partment of  Pediatrics  and  Medicine  (Neurology). 
Stanford  University  School  of  Medicine 

Charles  R.  Seriver,  M.  D..  Associate  Professor, 
Pediatrics,  McGill  University  School  of  Medicine 
Marvin  D.  Siperstein.  M.  D.,  Professor  of  Internal 
Medicine,  Southwestern  Medical  School,  The  Univer- 
sity of  Texas 

Faculty  members  of  the  Department  of  Pediatrics 
and  other  faculty  members  of  the  College  of  Medicine 
will  be  participating  in  the  seminar. 

Registration  fee  of  $50.00  should  accompany  ap- 
plication to  attend.  For  further  information  write  to 
Dr.  Charles  V.  Lowe,  Department  of  Pediatrics  or  the 
Division  of  Postgraduate  Education,  College  of  Medi- 
cine. University  of  Florida,  Gainesville,  Florida. 


SOUTH  CAROLINA  DOCTORS 

There  are  many  doctors  in  South  Carolina 
who  enjoy  great  honor  and  distinction  in  their 
own  communities.  The  Journal  proposes  to  run 
a series  of  brief  accounts  of  some  of  these 
respected  physicians  who  render  fine  service 
to  their  patients, 


Dr.  Theodore  Stark  Hemingway 

Dr.  Theodore  Stark  Hemingway,  now  practicing  in 
Kingstree.  S.  C.  was  born  in  Williamsburg  County  in 
1885,  attended  Porter  Military  Academy,  Wofford 
College  and  the  Medical  College  of  South  Carolina. 
After  graduation  he  took  special  work  at  the  New 
York  Post  Graduate  School  and  at  the  Harvard  Medi- 
cal School. 

Dr.  Hemingway  was  a volunteer  for  military 
service  in  World  War  I.  He  has  served  as  president 
of  the  county  medical  society,  advisory  medical  officer 
for  his  county  and  as  instructor  in  pediatrics  in  the 
nursing  school.  His  practice  has  consisted  largely  of 
general  medicine  and  pediatrics  with  some  anesthesia 
and  obstetrics. 

The  picture  above  shows  Dr.  Hemingway  at  the 
age  of  81  with  the  set  of  triplets  which  he  delivered 
recently  and  in  the  54th  year  of  his  practice. 


The  Southern  Medical  Association 

South  Carolina 
Councilor 

George  C.  Smith,  M.  D.,  Florence 

Associate  Councilors 
J.  R.  Allison,  Jr.,  M.  D.,  Columbia 
Charlton  P.  Armstrong.  Jr.,  M.  D.,  Greenville 
James  B.  Berry,  Jr.,  M.  D.,  Marion 
Lawrence  L.  Hester,  Jr.,  M.  D.,  Charleston 
Jennings  K.  Owens,  Jr.,  M.  D.,  Bennettsville 
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PROGRAM 

16TH  ANNUAL  SCIENTIFIC  MEETING,  SELF  MEMORIAL  HOSPITAL 

AUGUST  10-11,  1966 
GREENWOOD,  S.  C. 

WEDNESDAY,  AUGUST  10  — MEDICAL-SURGICAL  PROGRAM  — 9:00  A.  M. 
Registration  — Hospital  Lobby 
Invocation 

Early  Diagnosis  of  Some  Serious  Neurological  Diseases 
Dr.  Rhett  Talbert,  Medical  College  of  South  Carolina 
Chronic  Pyelonephritis:  Complications,  Causes  & Cures 
Dr.  James  Glenn,  Duke  University  Medical  Center 
Coke  Break 

Viruses,  Common  Colds  and  Cancer 

Dr.  Robert  Huebner,  National  Institute  of  Health 
How  to  Perform  and  Interpret  a Neurological  Examination 
Dr.  Rhett  Talbert,  Medical  College  of  South  Carolina 
A Correlative  Approach  in  the  Treatment  of  Maxillofacial  Injuries 

Dr.  Charles  McCallum,  Jr.,  University  of  Alabama  School  of  Medicine  & Dentistry- 
Luncheon  - 1:00-2:15  P.  M. 

Office  Management  of  the  Psychoneurotic  Patient 

Dr.  George  Orvin,  Medical  College  of  South  Carolina 
Preoperative  Evaluation  of  the  Surgical  Patient 

Dr.  Robert  Whalen,  Duke  University  Medical  Center 
Coke  Break 
Respiratory  Therapy 

Dr.  John  M.  Brown,  Crawford  Long  Hospital 
Panel  Discussion  of  Enuresis 

Drs.  Talbert,  Glenn  and  Orvin 
Drawing  for  Door  Prizes  — 5:15  P.  M. 

DENTAL  PROGRAM 

Treatment  of  Acute  Injuries  of  the  Maxillofacial  Area 

Dr.  Charles  McCallum,  Jr.,  University  of  Alabama  School  of  Dentistry  — 12:15  P.  M. 
Luncheon  - 1:00-2:15  P.  M. 

Oral  Manifestation  of  Systemic  Diseases 

THURSDAY,  AUGUST  11  — 8:00  A.  M. 

Medical  and  Surgical  Grand  Rounds— Self  Memorial  Hospital 
Golf  Tournament  — Greenwood  Country  Club 


Doctors  in  the  News 

Dr.  J.  T.  Hair  of  Aiken  was  elected  President 
of  the  South  Carolina  Public  Health  Associa- 
tion ....  Dr.  L.  A.  Hartzog  of  Olar  received  a 
special  honor  medal  for  his  45  years  of  service  at 
the  90th  annual  celebration  of  the  Rivers  Bridge 
Memorial  Association  ....  Dr.  George  H.  Bunch 
of  Columbia  will  succeed  Dr.  J.  Robert  Thomason 
of  Greenville  as  president  of  the  South  Carolina 
Surgical  Society  ....  Dr.  William  M.  Pryor  of 
Greenville  was  the  speaker  at  the  annual  meeting 
of  the  Tuberculosis  and  Respiratory  Disease 
Association  of  the  Edisto  Area  in  May. 

Dr.  V.  P.  Patterson  of  Chester  received  the 
honorary  Legion  of  Honor  for  his  service  to  the 
Order  of  DeMolay  ....  Dr.  Thomas  D.  Dotterer 
of  Columbia  was  honored  by  Governor  Robert  E. 
McNair  and  colleagues  in  the  field  of  child  care. 
He  received  a plaque  and  a resolution  expressing 
gratitude  for  his  36  years  of  service  in  pediatrics 
to  the  South  Carolina  Children’s  Bureau  . . . . 
Gene  Benton  of  Florence  won  the  Eleanor  Cain 


Memorial  Trophy,  presented  by  Dr.  Joseph  Cain 
at  the  Doctor-Pharmacist  Golf  Tourney  in  Mar- 
ion ....  Dr.  and  Mrs.  Roland  F.  Zeigler  flew 
much-needed  drugs  to  the  “little  orphan  isles”  of 
the  Caribbean.  The  drugs  were  a gift  from  the 
city  of  Florence  ....  Dr.  R.  Ramsey  Mellette  of 
Charleston  received  the  South  Carolina  Mental 
Health  Association’s  distinguished  service  award 
. . . . Dr.  David  B.  Gregg,  Tuberculosis  Control 
Division  of  the  State  Board  of  Health,  served  as  a 
panel  member  on  the  program  of  a two-week 
course  on  “Clinical  Management  and  Control  of 
Tuberculosis”  given  by  the  U.  S.  Public  Health 
Service  at  Battey  State  Hospital  in  Rome, 
Georgia  ....  In  May,  Dr.  William  Lee  of  Charles- 
ton was  appointed  to  the  Board  of  Directors  of  the 
South  Carolina  Tuberculosis  Association. 

Following  graduation,  Dr.  Norman  Walsh  will 
be  joining  the  Air  Force  and  will  be  stationed  in 
Bitburg,  Germany.  Dr.  Randolph  Smoak  will  go 
to  M.  D.  Anderson  Hospital  in  Houston,  Texas 
and  will  have  a fellowship  in  Cancer  Surgery. 
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Dr.  Pano  Lamis  will  be  going  to  Houston,  Texas, 
to  Methodist  Hospital  to  work  with  Dr.  DeBakey 
for  a year.  Dr.  Edwin  McGee  will  take  up  private 
practice  in  Florence  ....  Dr.  John  D.  Thomas 
was  elected  President-Elect  of  the  South  Carolina 
Society  of  Anesthesiologists  for  the  coming  year 
. . . . Dr.  William  Middleton,  Jr.,  was  recently 
certified  by  the  American  Board  of  Anesthesiol- 
ogy by  oral  examination  in  Miami  ....  Dr.  C.  T. 
Larisey,  who  retired  last  July  after  completing  33 
years  of  medical  practice  in  Hampton,  has  been 
honored  by  the  Wade  Hampton  Chapter  of  Chil- 
dren of  the  Confederacy.  He  received  the  Military 
Service  Cross,  the  highest  award  the  UDC  offers 
. . . . Dr.  Louis  P.  Jervey  has  been  named  assistant 
dean  for  student  affairs  at  the  Medical  College  of 
South  Carolina  ....  Dr.  William  H.  Lacey  of 
Monck’s  Corner  has  accepted  the  position  of 
health  officer  for  Berkeley  County  and  will  give 
up  his  general  practice  ....  Dr.  Cheves  M. 
Smythe  of  Charleston  has  been  named  associate 
director  of  the  Association  of  American  Medical 
Colleges.  Dr.  Smythe  plans  to  leave  for  Evanston, 
Illinois,  sometime  in  August  ....  Dr.  Charles  R. 
Holmes  of  Columbia  has  been  made  a fellow  of 
the  American  College  of  Physicians  ....  Dr.  John 
Boykin  of  Lancaster  has  been  named  as  one  of 
the  trustees  of  the  South  Carolina  State  College 
at  Orangeburg  ....  Dr.  Joseph  I.  Waring  was 
named  by  the  Governor  to  serve  on  the  South 
Carolina  Tricentennial  Commission. 

Dr.  Glenn  W.  Pennington,  an  ear,  nose  and 
throat  specialist,  has  moved  to  Myrtle  Beach.  A 
native  Georgian  and  a graduate  of  the  University 
of  Georgia  and  the  Medical  College  of  Georgia, 
Dr.  Pennington  has  practiced  in  Charlotte  for  the 
past  15  years.  He  has  been  a member  of  the  staff 
of  Charlotte  Memorial,  Mercy  and  Presbyterian 
Hospitals  and  served  as  chief  of  the  department 
of  ear,  nose  and  throat  at  Charlotte  Memorial 
Hospital.  Previously,  he  had  interned  at  Macon, 
Ga.,  General  Hospital  and  at  Methodist  Hospital 
in  Ft.  Worth,  Texas;  taken  ear,  nose  and  throat 
work  at  Bellevue  Hospital,  New  York  City,  and 
served  as  a flight  surgeon  in  the  U.  S.  Air  Force 
during  World  War  II.  Dr.  Pennington  is  a diplo- 
mate  of  the  American  Board  of  Otolaryngology, 
a member  of  the  American  Academy  of  Opthal- 
mology  and  Otolaryngology  and  a member  of  the 
local  and  state  medical  association  and  the  Ameri- 
can Medical  Association. 

During  the  graduation  ceremonies  of  the  Medi- 
cal College  of  South  Carolina,  scrolls  were  pre- 
sented to  retiring  members  of  the  Medical  College 
board  in  honor  of  their  services  to  the  institution. 
Recipients  included  Dr.  Thomas  A.  Pitts  of  Colum- 
bia, a member  of  the  board  since  1930  and  chair- 
man since  1942.  Also,  Dr.  J.  Decherd  Guess  of 
Greenville,  a member  since  1945,  and  Dr.  Alfred 
Flournoy  Burnside  of  Columbia,  since  1931. 


The  form  on  the  next  page  has  been 
endorsed  by  the  Council  of  the  South  Caro- 
lina Medical  Association  for  use  in  billing 
patients  directly  for  services  given  under 
Medicare  or  insurance  coverage.  Reprints 
of  this  form  may  be  obtained  from  the 
printer  of  the  Journal,  Provence-Jarrard 
Company,  Post  Office  Box  1808,  Greenville, 
South  Carolina,  29602,  at  a cost  of  $.95  per 
pad  of  25  forms,  cash  with  order,  or  may 
be  made  by  your  local  printer. 


A Conway  native  Dr.  James  L.  Suggs,  has  be- 
come associated  with  Dr.  James  B.  Berry  and  Dr. 
D.  G.  Askins,  Jr.,  Marion  physicians.  Dr.  Berry  is 
a native  of  Latta.  Dr.  Suggs  was  graduated  from 
Conway  High  School  and  Wofford  College.  He 
received  a degree  in  mathematics  at  Wofford.  He 
later  was  graduated  from  the  Medical  College  of 
South  Carolina  and  did  internship  at  Jackson 
Memorial  Hospital,  Miami  and  residency  in  in- 
ternal medicine  at  the  Medical  College  of  South 
Carolina.  More  recently,  Dr.  Suggs  has  been 
engaged  in  practice  in  Hartsville. 

Dr.  Vince  Moseley,  dean  of  clinical  medicine  at 
the  Medical  College  of  South  Carolina  has  been 
named  chief  of  medicine  at  the  Veterans  Ad- 
ministration Hospital  in  Charleston. 

Dr.  Moseley,  who  is  also  chairman  of  the  Medi- 
cal College  outpatient  clinics,  assumed  his  new 
duties  June  19. 

He  will  retain  his  faculty  position  as  professor 
of  medicine  and  his  participation  in  educational 
and  clinical  research  programs  at  the  Medical 
College  but  will  relinquish  his  administrative 
responsibilities  and  committee  appointments  held 
as  dean  and  clinic  chairman. 

A biographical  sketch  of  Dr.  J.  A.  Patrick,  York 
physician,  will  be  included  in  the  1966  edition  of 
Outstanding  Young  Men  of  America  when  it 
comes  off  the  press  in  July. 

A native  of  St.  George,  S.  C.,  Dr.  Patrick 
earned  the  B.  S.  Degree  from  Furman  University. 
After  earning  his  M.  D.  degree  from  the  Medical 
College  of  South  Carolina  and  a year’s  internship 
spent  at  the  Medical  College  Hospital  in  Charles- 
ton, he  entered  the  United  States  Army. 

Most  of  Dr.  Patrick’s  army  career  was  spent  in 
Anshack,  Germany  where  he  was  commanding 
officer  of  the  536th  General  Dispensary  — an 
annex  of  the  20th  Station  Hospital  located  in 
Nurnberg,  Germany. 

Upon  discharge  from  the  army  he  began  a 
practice  of  general  medicine  in  York  and  for  two 
years  was  Chief  of  Staff  at  the  Divine  Saviour 
Hospital. 
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ATTENDING  PHYSICIAN’S  STATEMENT 


J put 


Asre_ 


This  will  certify  that  the  itemized  services  herein 
listed  or  attached  were  provided  the  above  patient 


from 


to 


(Insert  name  of  hospital  above) 


Admitted Diseh. 


| 

f 

_ 


trnosis : 


Date 


I • 

ijbility  related  to  Illness Accident Hospital Employment Pregnancy- 

Date  of 


LMP_ 

EDC_ 


Service  Rendered 

(describe  fully  or  attach  itemized  statement) 


Charges 


indent  still  under  your  care  for  this  condition?  Yes No_ 

Period  of  Total  Disability  (Medical  Opinion)  : From 


Received  Payment 
Date 


Amount- 


By. 


signature 


to 


(Doctor’s  Signature) 


(Doctor’s  Typed  or  Printed  Name) 


(Address) 


(Telephone  Number 


-M.D. 


In  keeping  with  everyone’s  individual  responsibility,  please  complete  this  section  and  forward  to  your 
insurance  carrier  immediately.  If  you  have  a major  medical  deductible  insurance,  please  file  with  the 
insurance  company  as  soon  as  the  deductible  is  met. 


(Insurance  Company  Agency) 


(Policy  # or  Social  Security  #) 
Relationship  of  Patient  to  Insured 


(Name  of  Insured) 


(Address  of  Insured) 


(Employer) 


I.R.P. — Approved  by  South  Carolina  Medical  Association 


(Signature  of  Policy  Holder) 


State  Board  of  Medical  Examiners  of 
South  Carolina 
Columbia,  South  Carolina 

The  State  Board  of  Medical  Examiners  of  South 
Carolina  met  at  the  Ocean  Forest  Hotel,  Myrtle 
Beach,  on  May  11,  1966.  Physicians  applying  for 
medical  licensure  by  endorsement  of  credentials  were 
interviewed  and  nine  physicians  were  licensed  to 
practice  medicine  and  surgery  in  the  State  of  South 
Carolina.  They  are  as  follows: 

Dr.  George  R.  Cousar,  Jr.  graduated  from  Duke 
and  is  licensed  in  North  Carolina.  He  is  completing 
residency  training  in  ophthalmology  at  Duke  and 
plans  to  practive  in  Greenville  in  1967. 

Dr.  Robert  L.  Galphin,  Jr.  is  a graduate  of  the 
Medical  College  of  Georgia  and  is  licensed  in 
Georgia.  He  is  completing  a residency  in  internal 
medicine  at  Emory  and  will  join  the  staff  of  the  VA 
Hospital  in  Charleston  the  first  of  July. 

Dr.  Charles  N.  Griffin,  Jr.,  a graduate  of  George 
Washington  University,  has  a certificate  of  the  Na- 
tional Board  of  Medical  Examiners.  He  has  completed 
a residency  in  radiology  and  is  currently  in  the  U.  S. 
Navy  in  Charleston. 

Dr.  Gordon  R.  Hennigar  is  a graduate  of  Dalhousie 
University  in  Canada.  He  is  a board  certified  patholo- 
gist and  is  chairman  of  the  Department  of  Pathology 
at  the  Medical  College  of  South  Carolina.  He  is 
licensed  in  Canada  and  in  New  York. 

Dr.  Louis  D.  Hunt,  a graduate  of  Yale,  is  licensed 
in  North  Carolina  and  has  a certificate  of  the  National 
Board.  He  is  completing  a residency  in  urology  at 
N.  C.  Baptist  Hospital  and  will  begin  practicing  in 
Greenville  in  June  or  July. 

Dr.  Thomas  A.  Kirkland,  Jr.  graduated  from  Duke 
and  is  licensed  in  North  Carolina  and  Florida.  He 
has  completed  a residency  in  urology  and  has  prac- 
ticed in  Orlando,  Florida.  He  located  in  Charleston 
in  June. 

Dr.  Ezra  M.  Marshall  is  a graduate  of  the  Medical 
College  of  Georgia  and  is  licensed  in  Georgia.  He  has 
practiced  medicine  for  several  years  in  Eatonton, 
Georgia.  He  is  now  in  general  practice  in  Pelzer. 

Dr.  Clifton  C.  Nugent,  a graduate  of  Louisiana 
State  University,  is  licensed  in  Louisiana,  and  in 
California.  He  has  completed  a residency  in  anes- 
thesiology and  is  currently  in  the  U.  S.  Navy  in 
Charleston. 

Dr.  Howard  Paul  Steiger  is  a graduate  of  Duke, 
lias  a certificate  of  the  National  Board,  and  is 
licensed  in  North  Carolina,  Pennsylvania,  and  Ken- 
tucky. He  is  board  certified  in  dermatology.  He  is  in 
practice  in  Charlotte,  North  Carolina,  and  plans  to 
move  to  Georgetown  at  a later  date. 

Patients  Wanted  For  Study 

The  Clinical  Center,  National  Institutes  of  Health. 
Bethesda,  Maryland,  20014,  is  interested  in  studying 
cases  of  Hodgkin’s  Disease  and  Lymphosarcoma, 
Wiskott-Aldrich  Syndrome,  and  patients  with  Hyper- 
or  Hypoparathyroidism. 


V.  D.  NEWS 

To  All  Private  Physicians: 

The  S.  C.  State  Board  of  Health,  Venereal  Disease 
Control  Section,  wishes  to  express  thanks  and 
appreciation  to  those  private  physicians  who  have 
participated  in  the  Venereal  Disease  Control  Program 
during  the  past  year. 

Realizing  the  need  to  work  closely  with  private 
physicians,  the  Venereal  Disease  Control  Section  has 
been  engaged  in  a visitation  program  with  physicians 
over  the  past  six  years.  Since  that  time  the  number 
of  physicians  participating  in  the  Program  has  in- 
creased significantly.  The  number  of  cases  of  primary 
and  secondary  syphilis  has  increased  almost  four-fold 
since  1961  (see  chart).  During  this  fiscal  year  ( 1966), 


SOUTH  CAROLINA  STATE  BOARD  OF  HEALTH 
V.  D.  Control  Section 

PRIMARY  & SECONDARY  SYPHILIS  MORBIDITY 
PRIVATE  CASES  VS.  CLINIC  CASES 
Fiscal  Years  1961  - 66 


private  physicians  have  reported  almost  one  half  of 
tlie  cases  of  primary  and  secondary  syphilis  treated  in 
this  State.  Physicians  have  granted  permission  to 
interview  almost  100%  of  their  cases  during  the  past 
year.  This,  of  course,  is  the  most  important  phase  of 
breaking  new  chains  of  infection.  Without  the  inter- 
view of  the  infected  patient  inevitably  there  would 
be  further  spread  of  cases  in  the  community.  Physi- 
cians have  further  demonstrated  their  responsibility 
in  syphilis  control  by  taking  blood  tests  on  suspected 
syphilis  patients,  requesting  darkfield  examinations, 
and  examining  sex  contacts  and  suspects. 

Of  the  approximately  1600  physicians  engaged  in 
private  practice  in  South  Carolina,  the  number  of 
different  physicians  participating  in  one  or  more 
Venereal  Disease  Program  activities  is  almost  1200. 
By  U.  S.  Public  Health  Service  standards  this  is  con- 
sidered excellent  cooperation  and  participation. 

In  syphilis  control,  we  must  strive  for  perfection  in 
reporting  and  casefinding.  Otherwise,  cases  are  lost  to 
treatment.  Private  physicians  must  realize  that  there 
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are  no  isolated  cases  but  that  each  case  represents  a 
potential  epidemic  and  that  without  private  physician 
cooperation  the  Public  Health  Agency  cannot  pos- 
sibly meet  the  objectives  of  the  syphilis  control  pro- 
gram. 

The  S.  C.  State  Board  of  Health  is  most  grateful 
for  this  cooperation  and  urges  physicians  to  continue 
to  utilize  the  consultative  and  epidemiologic  services 
of  the  Venereal  Disease  Control  Section. 

Very  sincerely  yours, 

R.  W.  Ball.  M.  D. 

Chief.  Venereal  Disease  Control  Section 


Practitioner  Wanted 

The  City  of  Denmark.  S.  C.,  is  desperately 
in  need  of  another  General  Practitioner.  Anyone 
interested  should  write  to  Mr.  W.  E.  Brooker, 
Mayor  of  Denmark. 


Council  on  Alcoholism 

The  Mid-Carolina  Council  on  Alcoholism  has  been 
organized  and  is  now  in  operation  with  an  office  at 
Suite  8.  1410  Blanding  Street,  Columbia,  South  Caro- 
lina. This  Council  is  now  in  operation  and  is  ready 
to  help  people  who  come  to  it  for  help  or  who  are 
referred  to  it  by  a physician,  social  worker,  or  similar 
individual. 

This  Council  was  organized  about  a year  ago  by  a 
group  of  interested  individuals  in  this  area  and  con- 
sists principally  of  physicians,  ministers,  social 
workers,  law  enforcement  officers,  and  similar  in- 
dividuals who  are  interested  in  the  problem  of  alcohol- 
ism. 

It  is  not  designed  to  supplant  or  take  the  place  of 
any  existing  agencies,  but  to  work  with  these  and  co- 
ordinate with  these  and  possibly  add  something  of  its 
own. 

Currently  it  is  operating  counseling  sessions  in 
groups  for  people  of  this  type. 

The  President  of  this  Council  is  Dr.  S.  Hunter 
Rentz,  the  Vice-president  is  Chaplain  Thomas  A. 
Summers,  the  Treasurer  is  Chaplain  John  Smith,  and 
the  Secretary  is  Mr.  Earl  W.  Griffith. 

Arty  physician  or  similar  person  who  has  an  in- 
dividual that  they  would  like  the  Mid-Carolina  Coun- 
cil on  Alcoholism  work  with  may  call  758-2521  or 
send  the  person  to  make  an  appointment. 

E.  Walter  Masters.  M.  D. 

Chairman  of  the  Committee  on  Treatment 


CARDIOVASCULAR  SEMINAR 

The  American  College  of  Cardiology  and  the 
University  of  Florida  College  of  Medicine  will  be 
presenting  a seminar  on  Cardiovascular  Emergencies 
September  22-24.  1966.  This  program  is  dedicated  to 
such  topics  as  shock,  acute  hypertension,  acute  myo- 
cardial infarct,  cardiac  arrest,  cardiac  arrhythmais,  etc. 

GUEST  FACULTY 

Jack  H.  Bloch.  M.  D..  Department  of  Surgery. 
University  of  Minnesota 

Ray  W.  Gifford,  Jr..  M.  D.,  Department  of  Hyper- 
tension and  Renal  Diseases.  Cleveland  Clinic 

Henry  J.  L.  Marriot.  M.  D.,  H.  Milton  Rogers  Heart 
Foundation.  St.  Petersburg 

Robert  A.  Miller,  M.  D.,  Associate  Professor,  De- 
partment of  Pediatrics,  University  of  Illinois 

Andrew  G.  Wallace,  M.  D.,  Assistant  Professor, 
Department  of  Medicine.  Duke  University 
Registration  Fees:  $75.00  Non-Members 
60.00  Members 

For  further  information  write  to: 

Dr.  Myron  W.  Wheat.  Jr..  Division 
of  Thoracic  & Cardiovascular  Surgery  or 
The  Division  of  Postgraduate  Education, 

College  of  Medicine,  Gainesville,  Florida 


New  Members  of  S.  C.  Medical  Association 

Dr.  William  K.  Dodd,  Charleston 
Dr.  George  L.  David,  Jr..  Kingstree 
Dr.  Oliver  Going,  Greenville 
Dr.  John  S.  Featherston,  Spartanburg 
Dr.  Edward  M.  Kasper.  Marion 
Dr.  Thomas  A.  Kirkland,  Jr.,  Charleston 
Dr.  Henry  B.  Othersen,  Jr..  Charleston 
Dr.  Welbourne  A.  White,  Columbia 


Education  in  Respiratory  Diseases  Proposed 

A project  for  the  establishment  of  a Medical  Educa- 
tion Program  in  Respiratory  Diseases  is  proposed  by 
the  South  Carolina  Tuberculosis  Associations. 

I he  program  would  provide  training  fellowships 
for  medical  students,  graduates  or  house  staff  doctors, 
and  sponsor  postgraduate  courses  for  doctors  already 
in  practice. 

A clinic  for  respiratory  diseases  would  be  set  up 
at  the  S.  C.  Medical  Center  at  Charleston  similar  to 
the  cancer  and  heart  clinics  there. 

This  project  has  been  approved  by  the  Spartanburg 
County  Tuberculosis  Association  Board  and  half  the 
Boards  in  the  state,  and  would  l>e  paid  for  with 
Christmas  seal  funds. 


July,  1966 
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Graduate  Education,  Part  II 

Richard  S.  Pollitzer,  M.  D.,  Spartanburg,  S.  C. 


In  a communication  in  the  Journal  last  summer,  we 
described  a pilot  project  in  graduate  education  at  the 
Spartanburg  General  Hospital,  initiated  by  the  South 
Carolina  Heart  Association. 

The  project  has  continued  during  the  past  12 
months  with  considerable  success. 

As  was  indicated  in  our  previous  communication, 
the  Heart  Association  asked  the  hospital  to  take  part 
in  a visiting  professor  project  in  graduate  education. 
A number  of  outstanding  professors  held  ward  rounds 
and  gave  lectures  to  House  Staff  and  Visiting  Staff  of 
the  hospital. 

The  program  during  the  present  year  has  consisted 
of  the  following  speakers: 

Dr.  Henry  Miller.  Associate  Professor  of  Medicine. 
Bowman-Gray  School  of  Medicine,  made  ward 
rounds,  and  lectured  to  the  Visiting  and  House  Staff 


on  the  “Subclavian  Steal  Syndrome.”  His  visit  was 
sponsored  by  the  Endo  Laboratories. 

Dr.  John  Buse,  Associate  Professor  of  Medicine, 
Medical  College  of  South  Carolina,  made  ward  rounds 
with  the  House  Staff,  and  lectured  to  the  County 
Medical  Society  and  the  House  Officers  on  “Goiter.” 
His  visit  was  sponsored  by  Roche  Laboratories. 

Dr.  Curtis  Artz,  Professor  and  Chairman  of  the  De- 
partment of  Surgery,  Medical  College  Hospital,  made 
rounds  with  the  House  Staff  and  lectured  to  the  Visit- 
ing and  House  Staff  on  “Treatment  of  Burns.”  His 
visit  was  sponsored  by  Eli  Lilly  and  Company. 

Dr.  Robert  L.  Rainey,  Assistant  Professor  of  Medi- 
cine. Medical  College  of  Georgia,  made  ward  rounds 
with  the  House  Staff  and  lectured  to  the  County 
Medical  Society  on  “Levocardia.”  His  visit  was  spon- 
sored by  the  Schering  Corporation. 

It  is  planned  to  make  this  a permanent  part  of  the 
House  Staff  Training  Program  of  the  hospital. 


New  Pharmaceutical  Specialties 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

New  Single  Chemicals— Drugs  not  previously 
known,  including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

NEW  SINGLE  CHEMICALS 
OVULEN 

Oral  Contraceptive.  Rx 

Manufacturer:  G.  D.  Searle  & Co. 

Composition:  Ethynodiol  diacetate  1.0  mg 

with  mestranol  0.1  mg 

Indications:  Inhibition  of  ovulation. 

Dosage:  Cyclically,  one  tablet  daily,  beginning 
on  the  fifth  day  of  menstrual  cycle  for  20  days. 

Supplied  as:  Boxes  of  6 and  30.  Compack  dis- 
pensers of  20.  Refills  available. 

BIOLOGICALS 

ANTIHEMOPHILIC  FACTOR 
(Human)  Dried.  Rx 

Manufacturer:  Hyland  Laboratories. 

Composition:  Concentrate  of  factor  VIII  or 
antihemophilic  factor  (AHF)  from  human  blood 
plasma. 


Indications:  Treatment  for  hemophilia. 

Dosage:  30  ml  vial  of  AHF  concentrate  equals 
about  250  ml  of  plasma  in  AHF  activity.  As 
indicated  by  age,  weight  and  condition. 

Supplied  as:  30  ml  vial  with  reconstituting  fluid 
and  complete  administration  equipment. 

ANDROID/ESTROGEN 

Androgen-Estrogen  Combination.  Rx 
Manufacturer:  The  Brown  Pharmaceutical  Co. 


Composition: 

Methyltestosterone  2.5  mg 

Thyroid  Ext.  10.0  mg 

Glutamic  Acid  50.0  mg 

Thiamine  HC1  10.0  mg 

Ethinyl  Estradiol  0.02  mg 


Indications:  Treatment  of  fatigue,  postopera- 
tive and  debilitating  disease,  osteoporosis. 

Dosage:  One  tablet  3 times  a day.  Female  pa- 
tients should  have  a 5-7  day  rest  period  after  21 
days  of  medication. 

Supplied  as:  Tablets.  Bottles  of  100,  500,  1000. 

ANDROID-X 

High  Potency  Androgen-Estrogen.  Rx 

Manufacturer:  The  Brown  Pharmaceutical  Co. 

Composition: 

Methyltestosterone  12.5  mg 

Thyroid  64.0  mg 
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25.0  mg 
100.0  mg 

6,000  u 
400  u 
3.0  mg 

3.0  mg 

2.0  meg 
1.5  mg 

20.0  mg 

5.0  mg 

dietary  de- 


Glutamic  Acid  50.0  mg 

Thiamine  HC1  10.0  mg 

Indications:  Androgenic  Deficiency. 

Dosage:  One  or  two  tablets  daily. 

Supplied  as:  Tablets.  Bottles  of  60,  100,  1000. 
ENGRAN-HP 

High  Potency  Vitamin-Mineral  Prenatal 
Supplement.  Rx 

Manufacturer:  E.  R.  Squibb  & Sons,  Inc. 
Composition: 

Vitamin  B-6 
C 
A 
D 

B-l 
B-2 
B-12 

Folic  Acid 
Niacinamide 
Ca  Pantothenate 
Plus  7 Minerals 

Indications:  Vitamin-mineral 

ficiency  during  pregnancy  and  lactation. 

Dosage:  One  tablet  daily  or  as  indicated. 
Supplied  as:  Tablets.  Bottles  of  100. 

ENGRAN-HP  w/Fluoride 
High  Potency  Vitamin-Mineral  Prenatal 
Supplement  w/Fluoride.  Rx 
Manufacturer:  E.  R.  Squibb  & Sons,  Inc. 
Composition: 

Fluoride  ion  (as  Sodium  Fluoride)  0.5  mg 

Vitamin  B-6  25.0  mg 

C 100.0  mg 

A 6,000  u 

D 400 

B-l  3 

B-2  3 

B-12  2 

Folic  Acid  1.5  mg 

Niacinamide  20.0  mg 

Ca  Pantothenate  5.0  mg 

Plus  7 Minerals 

Indications:  Vitamin-Mineral  deficiency  during 
pregnancy  and  lactation  in  areas  where  drinking 
water  is  substantially  devoid  of  fluoride. 

Dosage:  One  tablet  daily  or  as  indicated. 
Supplied  as:  Tablets.  Bottles  of  100. 

FERANCEE 
Iron  and  Vitamin  C.  o-t-c 
Manufacturer:  The  Stuart  Company. 
Composition: 

Iron  (From  3.1  gr.  ferrous  fumarate)  67  mg 
Ascorbic  acid  150  mg 

Indications:  Iron  deficiency  anemias. 

Dosage:  Adult:  2 tablets  daily;  children  over  6 
years:  one  tablet  daily;  may  be  taken  between 
meals  or  as  directed. 

Supplied  as:  Chewable  tablets.  Bottles  of  100. 

PREGSLIDE 

Test  for  Determination  of  Pregnancy. 


u 

mg 

mg 

meg 


Manufacturer:  Wampole  Laboratories. 

Composition:  Two-minute  slide  test  of  urine  for 
early  detection  of  pregnancy.  Based  on  principle 
of  latex  agglutination.  High  sensitivity  to  human 
chorionic  gonadotropin  (approx,  two  units/ml). 

Indications:  Detection  of  pregnancy. 

Usage:  Use  as  indicated. 

Supplied  as:  Sets  of  30  tests. 

NEW  DOSAGE  FORMS 
ERYTHROCIN-SULFAS  CHEWABLE 
Antibiotic-Sulfas  Combination.  Rx 

Manufacturer:  Abbott  Laboratories. 

Composition : 

Erythromycin  ethyl  succinate 

equivalent  to  erythromycin  125  mg 

Sulfadiazine  167  mg 

Sulfamerazine  167  mg 

Sulfamethazine  167  mg 

Indications:  Infections  more  susceptible  to  the 

combination  than  to  either  agent  alone;  usually 
found  in  urinary,  lower  respiratory  tract,  and 
chronic  ear  infections. 

Dosage:  Infants  and  children:  1/2  tablet  every 
four  hours  to  2 tablets  every  six  hours.  In  pro- 
portion to  age  and  weight. 

Supplied  as:  Chewable  tablets.  Bottles  of  50. 

ERYTHROCIN-SULFAS  GRANULES 
(For  Oral  Suspension) 

Antibiotic-Sulfas  Combination.  Rx 

Manufacturer:  Abbott  Laboratories. 

Composition : 

Each  5 ml  contains: 

Erythromycin  ethyl  succinate 

equivalent  to  erythromycin  125  mg 

Sulfadiazine  167  mg 

Sulfamerazine  167  mg 

Sulfamethazine  167  mg 

with  200  mg  sodium  citrate  as 
a buffer. 

Indications:  Infections  more  susceptible  to  the 
combination  than  to  either  agent  alone;  usually 
found  in  urinary,  lower  respiratory  tract,  and 
chronic  ear  infections. 

Dosage:  Infants  and  children:  1/2  to  2 tea- 
spoonfuls every  6 hours.  In  proportion  to  age  and 
weight. 

Supplied  as:  60  ml  and  150  ml  bottles  for  oral 
suspension. 

LINCOCIN 
(Pediatric  Drops) 

Antibiotic.  Rx 

Manufacturer:  The  Upjohn  Company. 

Composition : 

Each  5 ml  contains: 

Lincomycin  base  250  mg 

Indications:  Infections  caused  by  Gram-positive 
organisms  such  as  staphylococci,  streptococci  and 
pneumococci  that  are  sensitive  to  its  action. 

Dosage:  Children  (over  1 month  of  age): 

15  mg/lb. /day  to  30  mg/lb. /day,  three  or  four 
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times  a day  or  as  indicated. 

Supplied  as:  Pediatric  Drops  30  ml  bottle  with 
dropper. 

LINCOCIN  (Syrup) 

Antibiotic.  Rx 

Manufacturer:  The  Upjohn  Company. 

Composition: 

Each  5 ml  contains: 

Lincomycin  Base  250  mg 

Indications:  Infections  caused  by  Gram-positive 
organisms  such  as  staphylococci,  streptococci  and 
pneumococci  that  are  sensitive  to  its  action. 

Dosage:  Children  (over  1 month  of  age): 

15  mg/lb. /day  to  30  mg/lb. /day,  three  or  four 
times  a day  or  as  directed. 

Adults:  500  mg  three  or  four  times  a day,  or  as 
indicated. 

Supplied  as:  60  ml  and  pint  bottles. 

POLYCILLIN 
(For  Oral  Suspension) 

Broad  Spectrum  Antibiotic.  Rx 

Manufacturer:  Bristol  Laboratories. 

Composition:  Ampicillin  Trihydrate.  A semi- 
synthetic penicillin. 

Indications:  Treatment  of  infections  due  to 
susceptible  strains  of  Gram-negative  bacteria 
(including  Shigellae,  S.  typhosa  and  other  Sal- 
monellae,  E.  coli,  H.  influenzae  and  P.  mirabilis). 
Also  infections  due  to  susceptible  Gram-positive 
organisms  and  streptococci,  pneumococci  and  non- 
penicillinase producing  staphylococci.  Particularly 
infections  of  urinary,  respiratory  and  gastro- 
intestinal tract. 

Dosage:  Adults:  500  mg  every  6 hours  for  in- 
fections of  genitourinary  or  gastrointestinal  tract; 
250  mg  every  6 hours  for  infections  of  respiratory 
tract. 

Children:  50  mg/kg. /day  to  100  mg/kg. /day  in 
equally  divided  doses  at  6-8  hour  intervals,  based 
on  weight  and  type  of  infection. 


Supplied  as:  80  ml  bottle  (250  mg/ 5 ml)  For 
oral  suspension. 

60  ml  bottle  (125  mg/5  ml)  For  oral  suspension. 

TETREX-F 
(For  Oral  Suspension) 

Broad  Spectrum  Antibiotic.  Rx 
Manufacturer:  Bristol  Laboratories. 

Composition : 

Each  5 ml: 

Tetracycline  HC1.  125  mg 

Nystatin  125,000  u 

Indications:  Infections  of:  respiratory  tract 

(pneumonia,  pharyngitis,  otitis  media);  gastro- 
intestinal tract;  genitourinary  tract;  infections  of 
skin  and  soft  tissues,  such  as  cellulitis,  furuncles 
and  abscesses. 

Dosage:  Adults:  Usual  dose  1 Grn  per  day  in 
four  divided  doses  of  250  mg  each,  or  as  indicated. 
Children:  Usual  dose  25  mg/kg. /day  in  four 
divided  doses,  or  as  indicated. 

Supplied  as:  60  ml  bottle  (125  mg  and  125,000 
u/5  ml)  for  oral  suspension. 

TURBINAIRE  DECADRON  PHOSPHATE 
(Pressurized  Spray) 

Corticoid  Spray.  Rx 
Manufacturer:  Merck  Sharp  & Dohme. 
Composition : 

Dexamethasone  Sodium  Phosphate 
equivalent  to  Dexamethasone  21- 
Phosphate  18  mg 

or  Dexamethasone  15  mg 

Indications:  Nasal  conditions  having  an  allergic 
or  inflammatory  component,  such  as  allergic 
rhinitis  (including  hay  fever)  and  nasal  poly- 
posis. 

Dosage:  Adults:  2 sprays  in  each  nostril,  two  or 
three  times  a day. 

Children:  1 or  2 sprays  in  each  nostril  two  times 
a day  depending  on  age. 

Supplied  as:  Pressurized  containers. 


Deaths 


Dr.  William  P.  Beckman 

Dr.  William  P.  Beckman,  died  unexpectedly  June  3. 
He  was  66. 

The  former  state  director  of  mental  health  retired 
from  his  practice  this  month. 

Only  last  month  his  40-year  career  in  mental  health 
was  hailed  at  a South  Carolina  Mental  Health  Asso- 
ciation luncheon  attended  by  250  mental  health 
workers. 

Dr.  Beckman,  a former  superintendent  of  the  South 
Carolina  State  Hospital,  fostered  development  of 


community  mental  health  clinics  throughout  the 
state. 

He  extended  the  number  of  clinics  from  three  to  12 
and  a 13th.  will  be  opened  this  summer  in  George- 
town. One  at  Greenwood  recently  was  renamed  for 
him. 

Dr.  Beckman,  a native  of  McClellanville,  was  a 
graduate  of  Presbyterian  College  and  the  Medical 
College  of  South  Carolina.  He  joined  the  staff  of  the 
State  Hospital  in  1925  and  was  appointed  super- 
intendent in  1951. 
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During  his  long  career,  Dr.  Beckman  held  numer- 
ous positions  with  state  mental  health  groups  and  in 
March  was  named  professor  emeritus  of  psychiatry 
at  the  Medical  College  of  South  Carolina. 


Dr.  Robert  Cable,  II 

Dr.  Robert  Cable,  II.  35.  of  Greenville,  died  on 
May  7 at  his  home  after  a sudden  attack. 

Dr.  Cable  was  born  in  California  and  lived  in 
Greenville  four  years. 

Dr.  Cable  was  a 1952  graduate  of  Emory  Univer- 
sity and  was  graduated  from  the  Medical  College  of 
Georgia  in  1956.  He  did  his  internship  at  Talmadge 
Memorial  Hospital. 

Dr.  Cable  came  to  Greenville  to  become  associated 
with  Drs.  I.  O.  Brownell  and  Nannarello  in  the  prac- 
tice of  psychiatry  and  neurology. 


Dr.  James  H.  Dixon 

Dr.  James  H.  Dixon,  44,  one  of  Anderson’s  best 
known  physicians,  was  drowned  May  30  in  the 
swimming  pool  at  his  home  on  Dixon  Road  in  the 
Centerville  community. 

Dr.  Dixon  was  athletic  officer  for  the  W.  A.  Hud- 
gens Post,  American  Legion,  for  the  past  nine  years. 


and  was  active  in  supporting  and  directing  Legion 
baseball.  He  was  also  an  ardent  booster  of  high  school 
athletic  teams. 

He  began  medical  practice  in  Anderson  in  1947 
and  except  for  two  years  in  the  Army  had  practiced 
continuously  since. 

He  was  a graduate  of  Clemson  College,  and  the 
Medical  College  of  South  Carolina.  He  interned  at 
Roper  Hospital. 

He  was  a member  of  the  Anderson  County  Medical 
Society.  American  Medical  Association,  Southern 
Medical  Association,  and  American  Academy  of  Gen- 
eral Practitioners. 


Dr.  Chesley  Martin 

Dr.  Chesley  Martin,  an  Anderson  County  native 
who  was  named  physician  of  the  year  a few  years 
ago.  died  May  27  in  Duncan,  Oklahoma. 

Dr.  Martin  was  the  son  of  Mr.  and  Mrs.  Monroe 
Martin  of  the  Hopewell  community.  He  went  to 
Oklahoma  after  completing  his  education. 

For  many  years  he  practiced  in  Elgin  Okla..  and 
took  a leading  part  in  church  and  community  affairs 
in  the  area  in  which  he  lived.  He  had  been  in  de- 
clining health  for  some  time. 


Book  Reviews 


FERMENT  IN  MEDI- 
CINE, by  Richard  M.  Ma- 
graw,  M.  D.  W.  B.  Saun- 
ders Company,  Philadel- 
phia and  London.  1966. 
Pp.  272.  $6.50. 

Starting  with  the  accepted 
thesis  that  medicine  is  a 
social  science  and  that  the 
doctor’s  role  is  defined  by 
society,  the  author  examines 
the  position  of  the  physician 
today.  He  raises  the  dis- 
tinction between  the  treatment  of  disease  and  the 
treatment  of  people  and  attempts  to  reconcile  the 
perhaps  superior  attitude  of  the  sociologist  with  the 
practitioner’s  conservatism. 

Written  by  a psychiatrist,  this  book  deals  with  the 
changing  times  in  the  world  and  discusses  the  aspects 
which  currently  affect  the  medical  profession.  Atti- 
tudes of  physician  and  patient,  influence  of  develop- 
ment of  the  hospitals,  specialty  practice,  insurance, 
and  other  related  subjects  bearing  on  medicine  are 
discussed  in  the  light  of  present-day  changes  with 
fairness  and  insight.  The  possibilities  of  still  further 
change  in  the  world  of  the  physician  are  discussed, 
especially  in  view  of  the  competing  and  growing 


importance  of  ancillary  professions  and  institutions. 
The  diminished  image  of  the  individual  physician  and 
the  lowered  level  of  the  medical  profession  in  society 
are  recognized.  A plea  for  adaptation,  recovery,  and 
advance  is  offered  by  the  writer  of  this  interesting 
volume. 

JIW 


PREVENTIVE  MEDICINE  IN  WORLD  WAR 
II,  VOL.  VIII,  COMMUNICABLE  DISEASES, 
ARTHROPOD  BORNE  DISEASES  OTHER 
THAN  MALARIA,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  Washington, 
D.  C.,  1964.  Pp.  370,  S4.25. 

This  is  another  in  the  series  of  volumes  devoted  to 
the  official  history  of  the  Medical  Department  of  the 
United  States  Army  in  World  War  II.  Again  the 
authors  of  the  various  chapters  have  recorded  the 
successes  and  failures  of  control  programs  for  the 
arthropodborne  diseases  based  upon  their  own  experi- 
ences in  World  War  II  and  supported  by  research 
efforts  of  the  Medical  Statistics  Division  of  the  Office 
of  the  Surgeon  General.  Among  the  diseases  covered 
are  encephalitis  bartonellosis,  dengue,  filariasis, 
leishmaniasis  plague,  relapsing  fever,  sandfly  fever, 
yellow  fever  and  various  rickettsial  infections. 

The  geographic  distribution  of  these  relatively  un- 
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common  diseases  is  of  interest  and  is  amply  supported 
by  statistical  material.  From  the  historical  point  of 
view,  the  success  of  the  control  efforts  applied  by  the 
armed  forces  is  of  great  significance.  Of  even  greater 
interest  to  the  student  of  infectious  diseases  is  the 
information  concerning  etiology,  transmission  and 
immunity  which  was  assembled  by  investigators  as 
these  diseases  were  encountered  during  this  conflict. 

This  volume  is  not  intended  to  be  a clinical  text. 
Although  the  clinical  features  are  often  mentioned, 
they  are  given  less  attention  than  control  measures 
such  as  repellents,  insecticides  and  immunizations. 
There  is  considerable  information  concerning  the 
nature  of  the  vectors  involved.  The  attention  to  ad- 
ministrative details  in  some  chapters  is  burdensome. 

This  text  contains  considerable  information  of  value 
to  those  concerned  with  the  control  of  infectious  dis- 
eases at  the  population  level.  It  is  a valuable  reference 
for  the  physician  in  the  armed  forces  serving  in 
foreign  areas.  The  historical  aspects  of  the  diseases 
described  are  of  interest  to  all  physicians  although 
they  must  be  picked  out  of  a considerable  amount  of 
additional  material.  To  the  physician  engaged  in  the 
day  to  day  practice  of  medicine,  this  text  has  very 
limited  value  but  the  significance  of  these  contribu- 
tions to  our  understanding  of  the  epidemiology  of 
infectious  diseases  should  not  be  belittled. 

Louis  P.  Jervey,  M.  D. 


HALLUX  VALGUS,  ALLIED  DEFORMITIES 
OF  THE  FOREFOOT  AND  METATARSALGIA, 
by  H.  Kelikian,  M.  D.  W.  B.  Saunders  Company, 
Philadelphia,  1965.  Pp.  503.  $19.50. 

This  book  is  very  well  written  in  detail  covering 
the  subject  completely  and  beautifully  illustrated  with 
numerous  photographs  of  patients  and  x-rays  with 
diagrams  to  illustrate  the  deformity  as  well  as  the 
correction.  While  most  of  the  treatment  as  recom- 
mended is  along  standard  lines  and  agreeing  with 
other  textbooks,  some  of  his  treatment,  such  as  the 
operation  described  for  Freiberg’s  disease  is  opposite 
from  that  advised  by  standard  textbooks  such  as 
Cambell’s  Operative  Orthopedics. 

S.  Edward  Izard.  M.  D. 


MODERN  TREATMENT:  Vol.  2,  No.  5,  pub- 
lished bimonthly  by  subscribers,  Hoeber  Books, 
New  York,  N.  Y.  $16.00  per  year. 

This  bimonthly  laminated  paperback  limited  to  the 
discussion  of  modern  therapy  is  inexpensive  and 
more  than  a bargain.  The  section  on  the  treatment  of 
skin  diseases  is  concise  and  specific  as  to  detail  of 
dosage.  An  unusual  feature  is  a description  of  follow- 
through  for  therapy  which  very  few  books  bother 
to  elucidate.  I have  not  seen  a better  or  more  concise 
discussion  of  treatment  of  these  diseases  anywhere. 
If  the  other  groups  of  discussions  are  handled  as  well. 
I recommend  this  book  very  highly. 

Kathleen  Riley,  M.  D. 
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With  Blue  Cross  and  Blue  Shield 
benefits  . . . when  they  are 
over  extended,  premiums  are 
increased  . . . don’t  inadvertently 
extend  benefits  with: 

• Unnecessary  hospital  admis- 
sions of  subscribers 

• Unnecessary  services  for  sub- 
scribers 

• Over  stays  in  the  hospital  by 
subscribers 
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SPECIFICALLY  DESIGNED  FOR  SMALL  HOSPITALS,  CLINICS  AND  GROUP  PRACTICES 

v 


THE  PELTON 


IS  GREAT  IN  MANY  WAYS-EXCEPT  FOR  ONE 


GREAT  CAPACITY— 

Large  16"x  28"  chamber. 

GREAT  STYLING -This  self-contained 
unit  is  constructed  of  rigidized  stain- 
less steel  with  spacious  tray  and 
accessory  storage. 

GREAT  EFFICIENCY— Reaches  27  lb. 
pressure— 270° F in  30  minutes  from 
a cold  start...  15  minutes  on  succes- 
sive cycles.  Built-in  drying  cycle. 

GREAT  OPERATING  EASE-Central- 
ized  controls  and  indicators  on  face 
of  unit  include  electric  timer  and  bell, 
thermometer  in  steam  discharge  line, 
pressure  and  temperature  gauges. 

GREAT  SAFETY-ASME  Approved.  >/4" 
stainless  steel  plate  door  with  exclu- 
sive Lock  Ring  Safety  Mechanism. 


Priced  so  economically 
you  won’t  believe  it 
...just  $1450,  Zone  1. 


WINCHESTER 

“CAROLINA'S  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company  I Winchester-Ritch  Surgical  Company 

200  South  Torrence  St.,  Charlotte,  N.  C.  | 421  West  Main  St.,  Greensboro,  N.  C. 


ADVERTISERS 


Important 

Information 

About 

MENTAL  ILLNESS 
that  Everyone 
Should  Know 

You  can  get  your  free  copy  from 
your  local  mental  health  asso- 
ciation. Other  services  of  the 
association  include: 

• Research. 

• Volunteer  services  for  the 
hospital  patients. 

• Rehabilitation  services  for 
the  returned  patient  to  help 
him  stay  well. 

• Treatment  and  schooling  for 
mentally  sick  children. 

Your  help  is  needed  to  carry  on 
these  programs.  Please  give  to 
your  local  mental  health  asso- 
ciation, an  affiliate  of  the 


For  free  leaflet  call 
your  local  mental 
health  association  or 
write  National  Asso- 
ciation for  Mental 
Health,  10  Colum- 
bus Circle,  New 
York  19,  N.Y. 
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makes  sleep  irresistible 

nidar 

EACH  TABLET  CONTAINS: 

Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 

(WARNING:  MAY  BE  HABIT  FORMING) 

ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 


nidar 


Sleep  comes  easy. ..lingers... departs  naturally 
Gentle  doses  of  4 barbiturates  assure  uninterrupted  sleep 
2 barbiturates  act  fast... in  20  to  30  minutes 


2 long-range  barbiturates  come  into  play 
to  sustain  sleep  for  up  to  8 hours 

Tiny  amounts  of  individual  barbiturates 
means  Nidar  is  well  tolerated 


Patients  enjoy  a refreshing,  clear-headed  wake-up 


makes 


IN  BRIEF: 


sleep  irresistible 


EACH  TABLET  CONTAINS: 


Pentobarbital  Sodium 25  mg. 

Secobarbital  Sodium 25  mg. 

Butabarbital  Sodium 7.5  mg. 

Phenobarbital 7.5  mg. 


(WARNING:  MAY  BE  HABIT  FORMING) 


Dosage:  One  or  two  tablets,  one-half  hour 
before  bedtime. 


Indications:  For  night-time  sedation  and  refreshing 
sleep  up  to  eight  hours. 

Contraindications:  Patients  sensitive  to  barbiturates. 
Use  with  caution  in  the  presence  of  moderate  to  severe 
hepatic  disease. 

Supplied:  Bottles  of  100  tablets. 

CAUTION:  Federal  law  prohibits  dispensing  without 
a prescription. 


ARMOUR  PHARMACEUTICAL  COMPANY 
Chicago,  Illinois,  U.S.A. 


PRE-EMINENCE 
N DIGITALIS  THERAPY 


Iplfj 

standardized 

preparations 

HHkl/OA 


predictable 
t~ ' quality 
and 
potency 


PIL-D1GIS® 

PIL.  DIGITALIS  (Davies,  Rose®) 

. . . " the  one  and  only  pill” 
of  whole  leaf  digitalis. 

0.1  Gm.  (IV2  gr.),  60  mg.  (1  gr.), 

50  mg.  (%  gr.),  and  30  mg.  (V2  gr.) 
in  bottles  of  100. 


whole  leaf 


DAVOXin® 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digoxin  U.S.P.  (Davies,  Rose®) 
0.25  mg.  (white)  scored  tablets 
in  bottles  of  100. 


digoxin 


c„h64o„ 


rriYODiGirfs  digitoxin 


TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digitoxin  U.S.P.  (Davies,  Rose®) 
0.1  mg.  (pink)  scored  tablets 
and  0.2  mg.  (white)  scored  tablets 
in  bottles  of  100. 


c„hmo,3 


DAVIES,  ROSE-HOYT 

Pharmaceutical  Division  - 

The  Kendall  Company  m ■■  ^ 

Needham,  Mass.  02194  ~ 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
The  usual  initial  dose  is  4 tablets.  Main- 
tenance dosage  is  usually  one  or  two 
tablets  4 times  a day. 

Irocinate  thiphenamil  hci 

BETA  DIETHYLAMINOETHYL  DlPHENYlTHlOACETATE  HYDROCHLORIDE 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
Non-mydriatic , may  be  used  in  glaucoma 

Trocinate  (Thiphenamil  HCI)  has  been  found 
in  three  clinical  studies,  (J.  Mo.  Med.  Assoc., 
48:685-6;  Med.  Rec.  & Annals,  43:1104-6;  J. 
Urol.,  73:487-93),  to  be  effective  and  to  be  vir- 
tually free  of  side-effects.  Fifteen  years  of  wide 
clinical  usage  has  affirmed  the  safety  and  effec- 
tiveness of  Trocinate. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Bamadex  Sequels" 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 

Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 


28-A 


The  Journal  of  the  South  Carolina  Medical  Association 


First  aid  for  a 
button  popper 
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Second  aid  for  a 
button  popper 


Bamadex  Sequels 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action.  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes,Arthritis/ 
and  Peripheral  Vascular  Disorders* 


‘"Nocturnal  cramps  occurring  in  the  calf  muscles 
and  small  muscles  of  the  feet  have  been  encoun- 
tered in  a significant  number  of  diabetic  patients."’ 


".  . . nocturnal  cramps  may  be  the  presenting  symp- 
toms of  patients  with  arteriosclerosis  obliterans,  deep 
thrombophlebitis,  varicose  veins,  osteoarthritis..."2 


now.. .specific  therapy  for  night  leg  cramps 

QUIIMAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.3  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


WALKE 


QUINAMM  Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  Sulfate  4 grains  (250  mg.),  Aminophylline  3 grains 
(200  mg.).  Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal  distur- 
bance. Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur.  Contraindication:  QUINAMM  is  contra- 
indicated in  pregnancy  because  of  its  quinine  content.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be  in- 
creased to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription.  References: 
1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2.  Perchuck,  E.,  et 
a I . : Angiology,  12:102,  1961.  3.  Rawls,  W.  B.,  et  al.:  Med.  Times, 
87:818,  1959. 

Division  of  Richardson-Merrcll  Inc.Mt.  Yrernon,  New  York  10551 
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when  readings 
indicate  hypertension 

Time  for 

Natnretiii 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  blood  pressure 

In  the  management  of  your  hypertensive  patients, 
Naturetin  is  good  therapy  to  start  with,  good  ther- 
apy to  stay  with. 

In  mild  hypertension,  Naturetin  lowers  blood 
pressure  gradually  toward  normotensive  levels. 
In  long-term  therapy,  Naturetin  may  keep  blood 
pressure  low— for  months,  sometimes  years.  When 
used  in  combination  with  other  antihypertensive 
agents,  blood  pressure  often  falls  further— and 
lower  doses  of  both  drugs  are  usually  possible. 
Clinical  trials  have  proven  Naturetin  effective— 
without  serious  side  effects.1'2  And,  when  used  to 
treat  patients  with  cardiac  edema  and  hyperten- 
sion, "in  no  instance  did  the  concentration  of 
serum  potassium  fall  below  3.1  mEq.  per  liter."3 
(Normal  range  for  serum  potassium:  3. 5-5.0  mEq./ 
liter).4 

When  readings  indicate  hypertension,  start  with 
Naturetin,  stay  with  Naturetin. 

Contraindications:  Severe  renal  impairment;  previous  hypersen- 
sitivity. 

Warning:  Ulcerative  small  bowel  lesions  have  occurred  with 
potassium-containing  thiazide  preparations  or  with  enteric-coated 
potassium  salts  supplementally.  Stop  medication  if  abdominal 
pain,  distension,  nausea,  vomiting,  or  C.l.  bleeding  occur. 
Precautions:  The  dosage  of  ganglionic  blocking  agents,  veratrum, 
or  hydralazine  when  used  concomitantly  must  be  reduced  by 
at  least  50%  to  avoid  orthostatic  hypotension.  Electrolyte  dis- 
turbances are  possible  in  cirrhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause  increases  in  serum 
uric  acid,  unmask  diabetes,  increase  glycemia  and  glycosuria  in 
diabetic  patients  and  may  cause  hypochloremic  alkalosis,  hypo- 
kalemia; cramps,  pruritus,  paresthesias,  and  rashes  may  occur. 
Supplied:  Naturetin  (Squibb  Bendroflumethiazide)  5 mg.  and  2.5 
mg.  tablets.  Also  available-Naturetin  c K [Squibb  Bendroflume- 
thiazide (5  or  2.5  mg.)  with  Potassium  Chloride  (500  mg.)[.  For 
full  information,  see  Product  Brief. 

References:  1.  Telfeyan,  S.  A.:  Clin.  Med.  70:1668,  1963.  2.  Shep- 
ard, H.  L.:  J.  Am.  Geriatrics  Soc.  71:363,  1963.  3.  Cummings,  D.  E.; 
Goodman,  R.  M.,  and  Steigmann,  F.:  J.  Am.  Geriatrics  Soc.  72:161, 
1964.  4.  Castleman,  B.,  ed.:  New  England  J.  Med.  268:1462,  1963. 


Squibb 


Squibb  Quality 

— the  Priceless  Ingredient 


A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure. . . .”x 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 

. a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 
a logical 

Blood  Pressure 


Regulator 


1 1CAUSE 
‘ ENHANCES 
'IE  BODY’S  OWN 
ECHANISMS 
)R  REDUCING 
,00D  PRESSURE 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrin • A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Ce. 
Syracuse,  New  York 


In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
®of  Salutensin  acts  on  the  carotid 
sinus  and  myocardial  receptors, 
initiating  “. . . a reflex  fall  in  blood 
pressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
of  hypertension,  Salutensin 
utilizes  protoveratrine  A. 

In  addition,  to  facilitate  and 
maintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
and  a highly  effective  thiazide, 
i In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy : Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 
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Salutensin 


BRISTOL 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  I).,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including-  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


WAVERLEY  SANITARIUM,  INC. 

(FOUNDED  IN  1914  BY  DR.  AND  MRS.  J.  W.  BABCOCK) 

HOSPITAL  CARE  AND  TREATMENT  OF  NERVOUS  AND  MENTAL  DISORDERS 

INCLUDES  OUTPATIENT  DEPARTMENT  FOR  BOTH  SEXES 
Dr  Chapman  J.  Milling.  Medical  Director 
Staff  Members:  Dr.  James  B.  Galloway  — Dr  Penrod  G.  Hepfer 
Dr.  Frank  E.  O'Sheal  — Dr.  R.  B.  Thomas 


FOR  INFORMATION  CALL 
SUPERINTENDENT  252-4273 


2727  FOREST  DRIVE 
COLUMBIA,  S.  C. 
AIR-CONDITIONING  THROUGHOUT 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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Doctor, 


lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
overweight  patients. 


4 


nood  elevation 


Abbott 

Anorectic 

Program 


(metham- 

)hetamine  hydrochloride) 


Smooth  appetite  control  plus  mood  elevation. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet  helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can't  take  plain  amphetamine, 
put  her  on 

Calms  anxieties;  controls  compulsive  eating. 


Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the  patientanc 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 


ontrolled  release 


Abbott 

Anorectic 

Program 


lot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
> different  and  what  it  means 
or  your  overweight  patients. 


to 


« 


he  release  action  is  purely  physical  and  relies  on 
nly  one  factor  common  to  every  patient:  gastro- 
itestinal  fluid.  There  is  no  dependence  on  enteric 
oatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
) patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 

hat’s  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
ang  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer  \ 
ends  of  the  channels  dissolves.  As  fluid  pene-  ■ 
trates  deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release  1 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


hoice  of  5 strengths 


Abbott 

Anorectic 

Program 


DESOXYN  G rad u met 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

€ i§ 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  in  anorectic  m treatment  ot 
obesity  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
lients  taking  a monoamine  oxidase  inhibitor  Nervousness 
or  excessnre  sedation  have  occasionally  been  observed 
often  these  ettects  will  disappear  after  a lew  days  Use 
with  caution  in  patients  with  hypertension  cardiovascular 
disease  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetK  drugs  Careful  supervision  is  advisable  with 
maladiusled  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appetite  control 

Desbutal  10  contains  10  mg  o!  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  16 contains  ISmg  ot  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  ot  100  and  500 


Sucaryl  Sweeteners  ■ 

Brand  ' 

A proven  aid  to  weight  control** 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories” 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

of  low  and  non  caloric  sweeteners 


Press  out  tablets  from  this  side  loi  no  ?I4  1X31 


CONTRAINDICATION:  Desoxyn  and  Desbutal  ar 
contraindicated  in  patients  taking  a monoamin 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  wit 
hypertension,  cardiovascular  disease,  hyperth; 
roidism,  old  age,  or  those  sensitive  to  sympathi 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


Gradumet  — long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,44 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


_ 


601060 


brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."’ 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


one  mid-morning  one  mid-evenii 


New 300  mg  tablet 
It’s  made  for  b.i.d. 


ForAdults-2tablets  provide  a full  24hours  of  therapy...with  all  the  extra 
benefits  of  DECLOMYCIN. ..lower  mg  intake  per  day.. .proven  potency... 
1-2  days’  “extra”  activity  to  protect  against  relapse  or  secondary  infection. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 
300mg’  FILM  COATED  TABLETS 


Effective  in  a wide  range  of  everyday  infections 
—respiratory,  urinary  tract  and  others— in  the 
young  and  aged— the  acutely  or  chronically  ill  — 
when  the  offending  organisms  are  tetracycline- 
sensitive. 

Contraindication— History  of  hypersensitivity  to 
demethylchlortetracycline. 

Warning  — In  renal  impairment,  usual  doses 
may  lead  to  excessive  systemic  accumulation 
and  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy 
is  prolonged,  serum  level  determinations  may 
be  advisable.  A photodynamic  reaction  to  nat- 
ural or  artificial  sunlight  has  been  observed. 
Small  amounts  of  drug  and  short  exposure 
may  produce  an  exaggerated  sunburn  reaction 
which  may  range  from  erythema  to  severe  skin 
manifestations.  In  a smaller  proportion,  photo- 


allergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and 
discontinue  drug  at  the  first  evidence  of  dis- 
comfort. 

Precautions  and  Side  Effects  — Overgrowth  of 
nonsusceptible  organisms  may  occur.  Constant 
observation  is  essential.  If  new  infections 
appear,  appropriate  measures  should  be  taken. 
Use  of  demethylchlortetracycline  during  tooth 
development  (last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey- 
brownish).  This  effect  occurs  mostly  during 
long-term  use  but  has  also  been  observed  in 
short  treatment  courses.  In  infants,  increased 
intracranial  pressure  with  bulging  fontanels 
has  been  observed.  All  signs  and  symptoms 
have  disappeared  rapidly  upon  cessation  of 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company, 


treatment.  Side  reactions  include  35 
stomatitis,  proctitis,  nausea,  diarrheeas 
and  dermatitis.  If  adverse  reaction  eg 
crasy  occurs,  discontinue  medication  id 
tute  appropriate  therapy.  Anaphylacd 
tions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  m ll 
300  mg  b.i.d.  Should  be  given  1 hou  s'* 
2 hours  after  meals,  since  a bsc  tit 
impaired  by  the  concomitant  adminiat 
high  calcium  content  drugs,  foods  d 
dairy  products. 

Capsules:  150  mg  of  demethylchlorti* 
HCI. 

Tablets:  film  coated,  300  mg,  15C’? 
75  mg  of  demethylchlortetracycline 

Pearl  River,  New  York 

674-6—3830 


DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone,  it  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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Butazolidin  alka  Usually  works  within  3 to  4 days 


phenylbutazone  100  mg. 

dried  aluminum 

hydroxide  gel  100  mg. 

magnesium  trisilicate  150  mg. 

homatropine 

methylbromide  1.25  mg. 


in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That's  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka — you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be  fol- 
lowed quickly  by  improved  function  and  res- 
olution of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema,  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug 
should  not  be  given  when  the  patient  is  se- 
nile, or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  are  contraindi- 
cated in  patients  with  glaucoma. 

Precautions 

Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  includ- 


ing a blood  count.  The  patient  should  be 
closely  supervised  and  should  be  warned  to 
report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention);  skin 
reactions;  black  or  tarry  stools.  Make  regular 
blood  counts.  Use  greater  care  in  the  elderly. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase 
in  prothrombin  time.  Pyrazole  compounds 
may  potentiate  the  pharmacologic  action  of 
sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving 
such  therapy. 

Adverse  Reactions 

The  most  common  are  nausea,  edema  and 
drug  rash.  Hemodilution  may  cause  mod- 
erate fall  in  red  cell  count.  The  drug  may 
reactivate  a latent  peptic  ulcer.  Infrequently, 
agranulocytosis,  generalized  allergic  reac- 
tion, stomatitis,  salivary  gland  enlargement, 
vertigo  and  languor  may  occur.  Leukemia 
and  leukemoid  reactions  have  been  re- 
ported but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional 
states,  agitation,  headache,  blurred  vision, 
optic  neuritis  and  transient  hearing  loss 


have  been  reported,  as  have  hepatitis, 
jaundice,  and  several  cases  of  anuria  i 
hematuria.  With  long-term  use,  reversi 1 
thyroid  hyperplasia  may  occur  infrequ  i 

Dosage 

The  initial  daily  dosage  in  adults  is  300 
mg.  daily  in  divided  doses.  In  most  in- 
stances, 400  mg.  daily  is  sufficient.  Wh 
improvement  occurs,  dosage  should  tie 
creased  to  the  minimum  effective  level": 
should  not  exceed  400  mg.  daily,  and  i 
often  achieved  with  only  100-200  mg.  <ly 

Also  available:  Butazolidin®, 
brand  of  phenylbutazone 
Tablets  of  100  mg. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporate 

Ardsley,  New  York  bu  " 


Geigy 


. 


For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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WHAT’S  THE 

COMMON 

DENOMINATOR? 


IRON 


In  fact,  there’s  as  much  iron... 250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical. ..or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


IMFERON® 

(iron  dextran  injection) 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent ot  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
jiamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
it  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  ot  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  s* 
formula  vitamins  often  are  vital  during  periods  of  physiologic  st  > 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands, 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  Afteii 
gery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy,  j 

Each  capsule  contains: 

Vitamin  Bi  (Thiamine  Mononitrate)  1C g 
Vitamin  Bj  (Riboflavin)  1(5 

Vitamin  B*  (Pyridoxine  HCI)  (9, 

Vitamin  B 1 2 Crystalline  4 m » 

Vitamin  C (Ascorbic  Acid)  30(5 

Niacinamide  10(5 

Calcium  Pantothenate  2(5 

Recommended  intake:  Adults,  1 cap* 
daily,  for  the  treatment  of  vitamin  defic '• 
cies.  Supplied  in  decorative  "remint 
jars  of  30  and  100;  bottles  of  500. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it’s  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIIT 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’bLi 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


APPALACHIAN  HALL 

ESTABLISHED  —1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN’ 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 
Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg— bottles  of  100  and  1000. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


America’s  Number  1 


Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  pV\  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 


When  depressed  patients  say: 

“1  can’t  sleep  at  night" 

“I’m  tired  all  day  long” 

NORPRAMIN* 

(desipramine  hydrochloride) 

non-sedating  - rapid-acting 
ANTI  DEPRESSANT 


restores  normal  patterns 


of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
reverses  the  signs  and  symptoms  of  de- 
pression including  sleep  disturbances, 
feeling  of  sadness,  guilt,  worthlessness, 
anxiety  and  bodily  complaints  without 
physical  basis.  In  2-5  days  most  patients 
become  more  hopeful,  more  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  neverthe- 
less sleep  disturbances  and  restlessness 
are  relieved  as  depression  is  lifted.  If 
anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are  obtained 
at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glaucoma,  urethral 
or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy.  Should  not  be 
given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been  established.  Adverse 
Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation,  delayed  urination,  "bad 
taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness,  headache,  orthostatic  hypo- 
tension, flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis,  rash,  allergy,  transient  eosinophilia, 
granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs.  Supplied:  Norpramin  (desipramine 
hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Blood-glucose 
screening  for  all 
your  patients? 


. . . because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix*  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance-for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method...."*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 


*Marks,  V.,  and  Dawson,  A.: 
Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX— 

provides  a clinically  useful 
determination  when  performed 
according  to  directions^ 


1'DEXTROSTIX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— a}}  your  patients 


AMES  COMPANY,  INC.  *3 
Elkhart,  Indiana  a e 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


QUIETS  PHONES  PEDIATRIC  PI PTAL? 

QUIETS  PARENTS  WITH 

QUIETS  COLIC  PHENOBARBITAL 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 


LAKESIDE  EVERY  DAY 


feoasn 


AMPHAPLEX 


Each  AMPHAPLEX  10  tablet  contains: 
Methamphetamine  Saccharate:  2.5  mg. 
Methamphetamine  Hydrochloride:  2.5  mg. 
Amphetamine  Sulfate:  2.5  mg.  Dextro- 
amphetamine Sulfate:  2.5  mg.  (AMPHAP- 
LEX 20  tablets  contain  twice  this  potency) 
Pat.  # 2748052 

INDICATIONS:  This  combination  of  ampheta- 
mines may  be  useful  as  an  adjunct  in  the 
management  of  certain  forms  of  obesity 
where  an  appetite  depressant  is  indicated. 

CONTRAINDICATIONS:  Hypertension,  advanced 
arteriosclerosis,  coronary  artery  disease, 
cardiac  arrhythmias,  peripheral  vascular  dis- 
ease, states  of  undue  restlessness,  anxiety, 
excitement,  agitated  depression,  hyperthyroid- 
ism, idiosyncrasy  to  amphetamine,  congoni- 
tant  administration  of  a monoamine  oxidase 
inhibitor. 

PRECAUTIONS:  Use  with  caution  in  individ- 
uals with  anorexia,  insomnia,  vasomotor  in- 
stability, asthenia,  psychopathic  personality, 
a history  of  homicidal  or  suicidal  tendencies, 
and  individuals  who  are  known  to  be  hyper- 
reactive to  sympathomimetic  agents,  or  emo- 
tionally unstable  individuals  who  are  known 
to  be  susceptible  to  drug  abuse.  Certain 
monoamine  oxidase  inhibitors  may  potentiate 
the  action  of  AMPHAPLEX. 

SIDE  EFFECTS:  The  most  common  side  effects 
attended  with  the  use  of  amphetamine  in- 
clude nervousness,  excitability,  euphoria,  in- 
somnia, dryness  of  mouth,  nausea,  vertigo, 
constipation,  and  headache. 

DOSAGE  AND  ADMINISTRATION:  Initial  adult 
dose  is  one-half  to  one  ‘AMPHAPLEX-10'  tablet 
daily,  preferably  one-half  to  one  hour  before 
meals.  This  may  be  gradually  increased  to 
one  'AMPHAPLEX-10'  or  'AMPHAPLEX-20'  tablet 
one  to  three  times  daily  as  indicated. 


PALMEDICO 


PALMEDICO,  INC. 


BOX  3115 
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(ehlordiazepoxid 

; ..In  prescribing:  Dosage— Adults:  Mild  to: moderate- anxiety  and  ter, sic 
q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients 
Side  Effects':  Side  effects,  usually  dose-relatec  . include  drovrs, 
edema,  menstrual  irregularities,  nausea’and  constipation.  When  treatn 
bloo'd  counts  and  liver  function  tests  are  advisable  Paradox  ■ 

I' occur  in  psychiatric  patients.  Individual  maintenance  dosage^  . c 
. Precautions:  Advise  patients  against  possibly  nazardous  ; 1 
is  established.  Though  compatible  with  most  drugs,  use  ca: 

•tropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  pati-  . . 
l;.  effects  with  alcohol.  Observe  usual  precautions  in  impaired  re  he: 
'long-term  treatment  and  in  presence  of  depression  or  suicidai  tendei 
administering  drug  to  addiction-prone  patients  or  those  who  might  I.  . 

| drawal  symptoms,  similar  to  those  seen  with  barbiturates  r 
abruptl.cessation  after  prolonged  overdosage.  Caution  should  be  . . 
therapeutic  agent  for  pregnant  patients. 

Supplied:  CapsUles,  5 mg;  10  mg  and  25  mg,  bottles  of  50. ' 
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Winthrop  announces 
new 


For  peptic  ulcer, 
gastric  hyperacidity 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active- ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity.. .wherever  there  is  “acid 
overflow”  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  ackl- 
neutralizes  more  acid  faster  than  other  leading  antacids 


300- 


Rate  ofO.IN  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


*Hinkel,  E.  T.,  Jr.  (New  York): 
Data  In  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  - from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  Capacity.)winGel.  trademark  reg.  U.S.  Pat.  Off. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 1 IA///7fhrup\ 
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A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group  oriented ; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient's  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 


IN  THE  FOOD  BUSINESS 


facts  count,  too,  in  selecting  health  care  coverage 


Food  processors  and  retailers  in  and  out  of  South  Caro- 
lina find  facts  an  essential  ingredient  in  their  business. 
Top  decision  makers  must  have  facts  at  their  fingertips 
. . . facts  concerning  weather,  harvesting  and  crop 
yields,  as  well  as  new  processes  and  formulas.  They 
also  rely  on  facts  in  food  packaging,  storing,  shipping, 
advertising  and  pricing.  Facts  flavor  every  decision 
they  make  for  today’s  complex  marketplace. 

Two  of  the  biggest  names  in  food — a soup  company 
and  a supermarket  chain — have  made  facts  count  in 
determining  employee  benefits.  They  have  found  just 
the  right  ingredients  in  the  Blue  Cross  and  Blue  Shield 
health  care  package.  It's  the  choice  of  383,000  firms 
all  across  the  country.  Blue  Cross  and  Blue  Shield  don’t 


skimp  on  benefits.  Per  dollar  invested,  they  provide  the 
most  comprehensive  coverage  available. 

Here’s  a fact  no  employer  can  afford  to  overlook:  em- 
ployees and  their  dependents  are  enthusiastic  about 
Blue  Cross  and  Blue  Shield  health  care  protection. 

Make  these  facts  count  for  your  firm.  Talk  with  your 
Blue  Cross  and  Blue  Shield  representative  soon.  He  can 
make  up  a health  care  package  that's  just  right  for  your 
employees.  Ask  about  Prolonged  Illness  Coverage,  too. 
PIC  is  the  extended  protection  that  provides  up  to 
$10,000  extra  to  your  sound  basic  coverage. 

Review  the  facts.  Your  first  choice  will  be  Blue  Cross 
and  Blue  Shield. 


Blue  Cross  .-Blue  Shield. 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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The  views  expressed  in  this  publication  are  those  of  the  writers  and  do  not 
necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Contributions  of  Original  Articles 

Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond 
this  must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations 
should  be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough 
to  show  after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g.:  Lee.  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis.  Arch  Int  Med  44  :554,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviations  for 
journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations 
as  indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — 
e.  g.  mg,  ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  standard  rates. 


The  human  spine  is  not  engineer? 
prolonged  sitting  at  desks,  pianos, 
writers  and  drafting  boards.  The  str 
set  up  by  the  heavy,  forward-tilted 
and  trunk,  balanced  precariously 
insufficient  base,  result  in  strain 
dorsal  musculature,  particularly  , 
low  lumbar  level. 


The  unusual  muscle-relaxant  and - 
gesic  properties  of  'Soma'  make  it.; 
dally  useful  in  the  treatment  of  love 
sprains  and  strains.  'Soma’  is  ; 
prescribed  □ to  relieve  pain  □ to 
muscles  □ to  restore  mobility. 


Indications:  ‘Soma’  is  useful  for  manage | 
muscle  spasm,  pain,  and  stiffness  in  a v;: 
inflammatory,  traumatic,  and  degenerative^ 
loskeletal  conditions.  It  also  may  act  to  n t 
motor  activity  in  certain  neurologic  distui 


Contraindications:  Allergic  or  idiosyncra  n 
tions  to  carisoprodol. 


Precautions:  ‘Soma’,  like  other  central 
system  depressants,  should  be  used  witts 
in  patients  with  known  propensity  for  t;| 
cessive  quantities  of  drugs  and  in  patie s 
known  sensitivity  to  compounds  of  simile 
cal  structure,  e.g.,  meprobamate. 


Side  Effects:  The  only  side  effect  reported:! 
frequency  is  sleepiness,  usually  on  hig r 
recommended  doses.  An  occasional  pahl 
not  tolerate  carisoprodol  because  of  an 
reaction,  such  as  a sensation  of  weakne. 
rarely  observed  reactions  have  included 
ataxia,  tremor,  agitation,  irritability,  heac 
crease  in  eosinophil  count,  flushing  of 
gastrointestinal  symptoms. 


One  instance  each  of  pancytopenia  a 
penia,  occurring  when  carisoprodol  w; 
istered  with  other  drugs,  has  been  report, 
an  instance  of  fixed  drug  eruption  with  cac 
and  subsequent  cross  reaction  to  mepo 
Rare  allergic  reactions,  usually  mild,  hav' 
one  case  each  of  anaphylactoid  reaction i1 
shock  and  angioneurotic  edema  with 
difficulty,  both  reversed  with  appropriate 
In  cases  of  allergic  or  hypersensitivity 
carisoprodol  should  be  discontinued  ance 
ate  therapy  initiated.  Suicidal  attempts 
duce  coma  and/or  mild  shock  and 
depression. 


Dosage:  Usual  adult  dose  is  one  350 
three  times  daily  and  at  bedtime. 


Supplied:  Two  Strengths:  350  mg.  wf-‘  > 
and  250  mg.  orange,  two-piece  capsul 
Before  prescribing,  consult  package  cinai 

for  the  relief 
of  low  back 
sprains  and  stm 

SOM/ 

(CARISOPROH 

Wallace  Laboratories,  Cranlr 


“I  like  Bronkometer . . . 

I breathe  better. . . 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.1 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol." ‘Dilabron®,  brand  of  isoetharine 

X "\ 

r \ 

msfmW-  ' ■*  • 


® 

ASTHMA.  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%  — Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov.-Dee.)  1951 . 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 
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in  G.U.  infections 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1.000  mg 


J 


broad-spectrum  performance 


DECLOMYCIlNn 

DEMETmXCHLORTETRACyCLINE 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  Fact  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 


J 


1-2  “extra”  days’ activity 

after  the  last  dose  to  protect  against  relapse 

V J 


Contraindication  — History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning—  In  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 


m 


12  hours 
between 
doses 


~b 


Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


one  300  mg  Tablet  one  300  mg  Tablet 

mid-morning  mid-evening 

It’s  made  for  b.i.d. 

V 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

075.S-29O7 


brand  of  C / 
dextroamphetamine 
sulfate  and  amobarbital 


she  can  say  "No  thank  you" 
to  the  crepes  suzette. 


'DexamyP  does  more  than  most  anorectics.  Be- 
cause it  curbs  appetite  and  lifts  mood,  'DexamyP 
can  encourage  the  discouraged  dieter  to  stay 
on  her  diet. 

The  mood  lift  with  'DexamyP  can  make  the  dif- 
ference between  the  success  or  failure  of  her 
diet  plan. 

Formulas:  Each  'Dexamyl'  Spansule®  Capsule  (brand  of  sustained 
release  capsule)  No.  1 contains  10  mg.  of  Dexedrine®  (brand  of 
dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital,  derivative  of 
barbituric  acid  [Warning,  may  be  habit  forming!.  Each  'Dexamyl' 
Spansule  capsule  No.  2 contains  15  mg.  of  Dexedrine  (brand  of 
dextroamphetamine  sulfate)  and  IV:  gr.  of  amobarbital  [Warning, 
may  be  habit  forming). 

Principal  cautions  and  side  effects:  Use  with  caution  in  patients 

hypersensitive  to  sympathomimetics  or  barbiturates  and  in  coronary 
or  cardiovascular  disease  or  severe  hypertension.  Insomnia,  excit- 
ability and  increased  motor  activity  are  infrequent  and  ordinarily 
mild. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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SQUIBB  MOTES  ON  THERAPY 


Behind  continued  high  blood  pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms.1 
There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  “.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”4 
“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies.”10 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage.”1 
“In  short,  treatment  is  indicated.”1 
Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.7 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started.14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15'17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 


References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelf inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelfinger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman.  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J,  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX1  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


'The  Priceless  Ingredient'  of  every  produc’ 
is  the  honor  and  integrity  of  its  maker. 


inhibition  of  ovulation 


NorinyL.*, 

(norethindrone  2 mg.  c mestranol  0.1  mg.) 

multiple  action  that  has  produced 
a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreeeptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes.1'3-7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 
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So  I said , “All  right,  Raymond, 

if  you  don’t  take  your  cough  medicine  this  minute, 

I’ll  call  Doctor  Peabody.” 


rolling  the  child  is  sometimes  as  big  a problem  as  controlling  his  cough.  But  with 
children  and  with  most  coughs,  the  job  is  usually  much  easier  with  one  of  these 
\ tive  Novahistine  formulas. 

the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
£ iy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
tn  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
i he  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike, 
hi  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
pjtorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
Siough,  but' also  encourages  expectoration,  thus  easing  bronchial  obstruction. 
i£/ith  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
i nary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result, 
irnuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
iyause  addiction. 

p5  ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
Jy>e  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
m ; chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
>v  listine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 

a”m9  NOVAHISTINE"  DH 

NOVAHISTINE  EXPECTORANT 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


August,  1966 


Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 

Aristocort  Topical 

Triamcinolone  Acetonide 


After  treatment  — 

with  ARISTOCORT  Topical 

Ointment  0.1%  for  two  weeks 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  otclu- 
sive  nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  notuse  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  V2  lb.  jars. 


Ointment  0.1%  and  Cream  0.1%,  0.5% 

Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Doctor, 


-I ere  is  the  Abbott  anorectic 
>rogram  designed  to  meet 
he  individual  needs  of  your 
iverweight  patients. 


ABBOTT 


mood  elevation 


Abbott 

Anorectic 

Program 


iradumet  (metham-  If  she  can't  take  plain  amphetamine, 
phetamine  hydrochloride)  put  her  on  DESBUTAlf  Gradumet 


Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 table 
sections,  combined  back  to  back  to  form  a singli 
tablet.  One  section  contains  Desoxyn  to  curb  th< 
appetite  and  lift  the  mood;  the  other  contain 
Nembutal*  (pentobarbital)tocalm  the  patientan 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosag 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


Jot  all  long-release  vehicles  are 
he  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
or  your  overweight  patients. 


\ 


ne  release  action  is  purely  physical  and  relies  on 
ily  one  factor  common  to  every  patient:  gastro- 
testinal  fluid.  There  is  no  dependence  on  enteric 
)atings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
mtration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ition,  moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
ug  release  ...  or  to  erratic  release  from  patient 
patient  ...  or  to  erratic  release  in  the  same 
tient  from  day  to  day. 

hat’s  why  the  Gradumet  provides 
)ntrolled-release  as  well  as 
ng  release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths 

DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 


DESBUTAL  15  Gradume 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 


5 mg.  10  mg.  15  mg. 


<9 

Front  Side 


& i) 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

At  »n  anorectic  m treatment  of 
obesity  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa- 
tients tjliin|  a monoamine  ondase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
otten  these  eltects  will  disappear  alter  a lew  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease  hyperthyroidism  o>  who  are  sensitive  to  sympa 
thomimetic  drug*  Carelul  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all  day  appetite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  penlooacbital 
sodium  Desbutal  15  contains  15  mg  ol  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  ot  100  and  500 


Sucaryl  Sweeteners] 

Brand  * 

A proven  aid  to  weight  control- 

For  use  in  beverages  and  fo<H 
—stable  to  heat 

A constant  reminder  to  your  p 
tient  to  “watch  her  calories" 

A carefully  balanced  formula 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

of  tow  and  non  caloric  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl1®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Press  out  tablets  fro 


OOQ 

OOQ 


For: 

Directions 


0X 

k. a ' 


CONTRAINDICATION:  Desoxyn  and  Desbutal 
contraindicated  in  patients  taking  a monoamj 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  w 
hypertension,  cardiovascular  disease,  hypert 
roidism,  old  age,  or  those  sensitive  to  sympat 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet— long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987, 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


raid  rate 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 


When 

thiazide 

or 

reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


DIUTENSEN:B 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —“resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


“...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
Of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen-R. 
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Frankly,  most  antihyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix- 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium. depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving' corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  eltects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 
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Nutritional  requirements  are  greatly  in- 
creased during  pregnancy,  and  the 
composition  of  the  mother’s  blood  de- 
termines to  a large  extent  the  well-being  of 
the  newborn.  The  nutritional  status  of  a 
family  with  low  income  is  likely  to  be  un- 
satisfactory. The  present  study  was  conducted 
( 1 ) to  determine  if  there  exists  in  South  Caro- 
lina an  appreciable  number  of  mothers  so 
poorly  nourished  that  they  are  unable  to  sup- 
ply the  fetus  with  adequate  amounts  of  nutri- 
ents, and  (2)  to  identify  the  nutrients  which 
are  most  frequently  present  in  inadequate 
amounts.  The  study  was  limited  to  mothers  in 
their  second  or  later  pregnancies  who  were 
unable  to  pay  full  hospital  expenses. 

Riboflavin  deficiency  has  been  widespread 
in  the  South  in  the  past  and  is  characterized 
by  angular  stomatitis,  dermatitis  about  the 
nose,  and  vascularization  of  the  cornea.1  It 
has  been  found  that  riboflavin  deficiency  may 
cause  ocular  disturbances  in  man.2  In  animals 
the  ability  to  produce  antibodies  is  reduced 
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by  a riboflavin-deficient  diet.3  The  daily  re- 
quirements of  riboflavin  for  tissue  metabolism 
in  the  adult  human  appears  to  be  greater  than 
0.5  mg/day.1  Riboflavin  is  an  essential  con- 
stituent of  the  oxidative  enzymes  which  are 
present  in  all  living  cells.1  It  is  recognized 
that  the  requirement  for  riboflavin  is  increased 
in  pregnant  women'1  because  riboflavin  is 
essential  in  the  formation  of  new  tissue  and 
for  the  proper  functioning  of  living  cells.  The 
recommended  daily  allowance  of  the  National 
Research  Council  is  1.6  mg  of  riboflavin  per 
day  for  pregnant  women. 

An  adequate  intake  of  ascorbic  acid  is  essen- 
tial for  both  the  mother  and  the  fetus.  Pye  and 
his  associates'  have  reported  that  the  weight 
and  life  span  of  newborn  guinea  pigs  are 
greater  when  the  mother  has  been  fed  a diet 
adequate  in  ascorbic  acid  during  the  full 
course  of  pregnancy.  Wilcox  and  Grimes' 
have  found  that  ascorbic  acid  deficiency  may 
be  the  cause  of  gingivitis  among  Navajo 
Indian  students.  Osborn  and  Gear"  observed 
that  mammalian  species  capable  of  synthe- 
sizing vitamin  C were  more  resistant  to  the 
tubercle  bacillus  than  those  requiring  the  vita- 
min in  their  diet.  Scurvy  is  the  clinical  syn- 
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drome  associated  with  vitamin  C deficiency; 
however,  many  other  symptoms  appear  before 
clear-cut  signs  of  scurvy  can  be  recognized. 
Peters  and  co-workers7  reported  that  100  days 
usually  elapse  between  disappearance  of 
vitamin  C from  the  plasma  and  the  appear- 
ance of  the  first  clinical  signs  of  scurvy.  Since 
ascorbic  acid  is  not  deposited  in  the  organs,8 
an  adequate  intake  of  this  vitamin  must  be 
maintained. 

One  of  the  most  common  effects  of  the 
physiological  stresses  of  pregnancy  is  anemia. 
The  average  individual  absorbs  into  the 
bloodstream,  and  loses  from  the  bloodstream, 
approximately  1 to  1.5  mg  of  iron  per  day,9 
thus  maintaining  a balance.  Women  of  child- 
bearing age  have  an  additional  loss  caused  by 
the  menstrual  cycle  — a loss  that  averages 
0.5  to  1.5  mg  of  iron  per  day.9  The  demand  for 
iron  is  even  greater  in  the  case  of  pregnant 
women  because  iron  is  being  deposited  in 
the  fetus.  These  situations  can  become  quite 
serious  unless  augmented  absorption  of  iron 
occurs;  however,  with  our  present  knowledge, 
this  cannot  be  brought  about  without  in- 
creasing the  intake  of  iron. 

An  inadequate  intake  of  essential  nutrients 
is  known  to  cause  some  type  of  weakness  or 
malfunction  as  well  as  to  lower  the  resistance 
to  infectious  diseases.  In  this  study  attempts 
were  made  to  correlate  dietary  and  blood 
composition  data  to  verify  the  general  ob- 
servations by  physicians  that  subclinical  mal- 
nutrition continues  to  be  a public  health 
problem. 

Methods 

The  women  included  in  this  study  were  from  low- 
income  families  in  the  Greenville,  S.  C.,  area  and  had 
applied  for  maternal  care.  They  were  in  their  second 
or  third  trimester  and  experiencing  their  second  or 
later  pregnancies.  Their  financial  status  had  been  in- 
vestigated, and  their  requests  for  assistance  had  been 
granted  by  the  Greenville  Maternity  Shelter  Hospital. 
An  experienced  interviewer  used  the  24-hour  recall 
technique10  to  obtain  information  on  the  dietary  in- 
take. This  was  carried  out  in  a separate  room  with 
only  the  woman  interviewer  and  the  patient  present. 
Conditions  were  relaxed,  and  every  effort  was  made 
to  avoid  embarrassment  and  to  gain  the  confidence 
and  cooperation  of  the  patient.  The  daily  intake  of 
specific  nutrients  was  then  computed  by  referring  to 


the  United  States  Department  of  Agriculture  Home 
and  Garden  Bulletin  No.  72,  “Nutritive  Value  of 
Foods.”  The  adequacy  of  the  diets  was  determined 
by  comparison  with  the  recommended  dietary  allow- 
ances of  publication  1 146,  “Dietary  Allowances,” 
National  Research  Council. 

Twenty  ml  of  blood  were  collected  from  each 
woman  interviewed.  The  blood  was  drawn  into  20  ml 
vacutainer  tubes  which  contained  20  mg  of  EDTA  in 
powdered  form.  The  tubes  of  blood  were  transported 
to  the  laboratory  in  a styrofoam  chest  which  contained 
crushed  ice. 

A hemoglobin  determination  was  performed  on  .02 
ml  of  blood  by  the  eyanomethhemoglobin  method 
described  by  Hainline.11  In  order  to  check  the  hemo- 
globin values  and  to  establish  the  volume  of  packed 
red  cells,  a microhematocrit  determination  was  per- 
formed.12 The  vitamin  C content  of  whole  blood  was 
determined  on  5 ml  by  a modification  of  the  photo- 
metric procedure  described  by  Lowry  and  asso- 
ciates.13 The  riboflavin  content  of  whole  blood  was 
assessed  on  5 ml  by  the  fluorometric  procedure  de- 
scribed by  Burch.11 

Results  and  Conclusions 

Not  one  of  the  95  women  had  a diet  that 
could  be  considered  fully  adequate  (Figure 
1 and  Table  1).  Many  of  the  diets  met  the 
recommended  dietary  allowances  of  the  Na- 
tional Research  Council  for  one  or  two  nutri- 
ents, but  were  very  poor  in  other  respects. 

It  was  found  that  74%  of  the  women  had 
diets  which  were  low  in  protein,  95%  had  an 
inadequate  calcium  intake,  while  98%  had  an 
inadequate  intake  of  iron.  The  vitamin  A in- 

TABLE  1 

NUTRIENT  INTAKE  AND  BLOOD  LEVELS  OF  LOW-INCOME 
PREGNANT  WOMEN 

Number  of  Percentage 


Number  of  subjects 

of  subjects 

subjects 

below 

below 

in  group 

normal0 

normal0 

Intake  of  riboflavin 

95 

66 

69 

Blood  value  of  riboflavin 

73 

11 

15 

Intake  and  blood  value 

of  riboflavin 

73 

9 

12 

Intake  of  vitamin  C 

95 

83 

87 

Blood  value  of  vitamin  C 

73 

46 

63 

Intake  and  blood  value 

of  vitamin  C 

73 

42 

58 

Intake  of  iron 

95 

93 

98 

Intake  of  protein 

95 

70 

74 

Hemoglobin 

69 

43 

62 

Intake  of  iron  and 

hemoglobin  value 

69 

43 

62 

Intake  of  both  protein  and 

iron  and  hemoglobin  value  69 

32 

46 

“Values  which  were  recognized  as  the  minimum  for 
normal  were:  riboflavin,  8.7  mu;  vitamin  C,  0.9  mg; 
and  hemoglobin.  11.7  grams  per  100  ml  of  whole 
blood.  Recommended  Dietary  Allowances.  NRC,  were 
used  for  intake. 
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take  was  found  to  be  inadequate  for  76%  of 
the  women;  thiamine  intake  was  inadequate 
in  67%.  Sixty-nine  per  cent  of  these  women 
were  found  to  have  a low  intake  of  riboflavin, 
while  85%  had  an  inadequate  intake  of  nia- 
cin. The  vitamin  C intake  was  inadequate  for 
87%  of  the  women. 

When  samples  of  blood  from  73  of  the 
women  were  analyzed,  it  was  found  that  15% 
were  below  8.7mu  of  riboflavin  and  63%  were 
below  0.9  mg  of  vitamin  C per  100  ml  of  whole 
blood.  Over  half  of  the  women  had  less  than 
11.7  grams  of  hemoglobin  per  100  ml  of 
blood. 

The  percentage  of  subjects  who  showed  an 
inadequate  intake  of  riboflavin,  vitamin  C, 
and  iron  was  higher  than  the  percentage  of 
subjects  who  showed  an  inadequate  blood 
level  of  these  nutrients.  This  can  be  accounted 
for  by  the  fact  that  intakes  were  calculated  on 
the  basis  of  one  day,  while  the  blood  level  was 
a reflection  of  nutritional  status  over  a longer 
period  of  time. 

From  the  dietary  intake  and  the  blood 
analysis  of  these  women  it  can  be  concluded 
that: 


1.  Malnutrition  is  widespread  among  preg- 
nant women  of  low-income  brackets  in 
the  Greenville,  S.  C.,  area. 

2.  The  nutrients  which  are  most  frequently 
inadequate  in  the  diets  are:  calcium,  iron, 
niacin,  riboflavin,  and  vitamin  C.  The 
customary  practice  of  making  available 
iron  and  vitamin  pills  at  cost  to  these 
low-income  mothers  on  the  first  visit  to 
the  public  health  clinic  is  obviously  justi- 
fied. 

3.  There  is  a need  for  further  study  with 
efforts  directed  toward  incorporating 
more  of  the  essential  nutrients  in  the 
diets  of  these  low-income  mothers  with- 
out increasing  the  amount  of  money 
spent  for  food. 
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Branchial  cysts,  fistulae,  and  sinuses  are 
uncommon.  Only  seven  cases  have  been 
admitted  to  the  Medical  College  Hos- 
pital since  its  opening  in  1957.  Six  cases  were 
treated  by  excision.  The  only  patient  with 
bilateral  cysts  was  a three  year  old  colored 
male  who  was  not  operated  on  because  of 
severe  sickle  cell  anemia  with  crisis  at  the 
time  of  admission.  He  died  of  sickle  cell  dis- 
ease 16  months  later. 

Case  Reports 

Case  1.  J.R..  a 17  year  old  colored  male,  noted 
a mass  in  the  right  side  of  his  neck  for  four 
months.  It  was  incised  and  drained  on  three  occasions 
during  one  month  with  recurrence  each  time.  When 
seen  on  referral  to  the  Medical  College  Hospital  he 
had  an  8x6x4  cm  fluctuant,  tender  mass  in  the 
midportion  of  the  right  side  of  the  neck  anterior  to 
the  sternocleidomastoid  muscle.  The  cyst  was  mod- 
erately tender.  A tuberculous  abscess  was  suspected, 
but  a chest  film  and  PPD  were  negative.  Aspiration 
produced  material  which  had  the  appearance  of  pus. 
Microscopic  examination  revealed  cholesterol  crystals 
and  epithelial  cells.  The  next  day  the  mass  had 
resumed  its  previous  size  and  was  incised  and 
drained.  A cavity  was  then  noted  which  extended 
5 cm  medially.  Cultures  were  negative.  The  diagnosis 
of  branchial  cleft  cyst  was  made,  and  the  patient  was 
discharged  to  allow  skin  healing.  Two  weeks  later  the 
cyst  was  excised  intact  through  an  anterolateral  trans- 
verse incision.  It  extended  down  to  the  carotid  bi- 
furcation where  it  ended  as  a fibrous  cord.  Patho- 
logical examination  revealed  a cyst  wall  lined  with 
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stratified  squamous  epithelium.  There  were  scattered 
focal  accumulations  of  lymphoid  tissue  beneath  the 
cyst  lining.  Pathological  findings  in  cases  1-4  were 
identical.  His  postoperative  course  was  uneventful. 

Case  2.  L.J.,  a 27  year  old  white  male,  noted  a 
tender  mass  of  one  month’s  duration  beneath  the 
angle  of  the  right  mandible.  With  antibiotics  it  de- 
creased from  8 cm  to  4 cm  in  size.  At  operation  the 
cyst  extended  posterior  to  the  sternocleidomastoid 
muscle  and  down  to  the  carotid  bulb.  A fibrous  cord 
extended  to  the  pharyngeal  wall. 

Case  3.  G.A.A.,  a 16  year  old  white  male,  noted  a 
left  sided  neck  mass  of  one  year’s  duration  which  was 
aspirated,  yielding  grey  fluid  with  cholesterol  crys- 
tals. A branchial  cyst  was  suspected.  He  was  asympto- 
matic until  eight  months  later  when  the  cyst  doubled 
in  size  to  6 cm.  At  surgery  it  lay  posterior  to  the 
sternocleidomastoid  muscle  and  ended  at  the 
pharyngeal  wall  as  a fibrous  band.  Two  transverse 
incisions  were  utilized. 

Case  4.  C.V.,  a nine  year  old  white  female,  had  a 
draining  sinus  just  above  the  left  clavicle  since  birth. 
It  was  probed  to  a depth  of  4 cm.  At  surgery  the 
sinus  extended  to  the  pharyngeal  wall. 

Case  5.  R.J.,  a 5 year  old  colored  male,  had  a 
sinus  of  the  right  side  of  the  neck  since  age  two 
years.  The  sinus  opened  in  the  lower  third  of  the 
neck  just  lateral  to  the  anterior  midline  and  medial 
to  the  sternocleidomastoid  muscle.  When  excised  the 
sinus  was  found  to  extend  to  the  pharyngeal  wall. 

Case  6.  V.M.,  13  days,  physical  examination  was 
normal  at  birth.  A soft  air-filled  mass  on  the  left  side 
of  the  neck  appeared  on  the  third  day  and  enlarged 
over  the  next  few  days.  X-ray  films  (Fig.  I & II) 
showed  an  air-filled  cavity  probably  communicating 
with  the  pharynx.  At  operation  the  cyst  measured 
5x4  cm  in  size.  Its  course  was  anterior  to  the  sterno- 
cleidomastoid muscle  and  common  carotid  artery.  At 
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Fig.  I.  Arrows  indicate  the  air-filled  space  in  the 
left  side  of  the  neck. 

the  level  of  the  carotid  bifurcation  the  cyst  narrowed 
to  a stalk  which  was  attached  to  the  pharynx,  but  the 
fistula  had  closed.  A suture  ligature  was  placed  at  the 
junction  of  the  stalk  with  the  pharynx.  The  post- 
operative course  was  uneventful.  Pathological  ex- 
amination revealed  a cyst  wall  lined  partly  by 
stratified  squamous  epithelium  and  partly  by  ciliated 
columnar  epithelium.  No  lymphoid  tissue  was  present. 
Of  interest  was  the  presence  of  thyroid  follicles  con- 
taining colloid  adjacent  to  the  wall  at  one  point  ( Fig. 
III). 

Pathogenesis 

It  has  generally  been  accepted  that  branch- 
ial cysts,  fistulae,  and  sinuses  are  anomalies 
of  the  2nd  branchial  cleft  or  pouch.  In  1949, 
King'  proposed  a new  concept  for  the  patho- 
genesis of  branchial  cysts.  He  noted  the  con- 
stant association  of  lymphoid  tissue  with 
branchial  cyst  walls  and  suggested  that  the 
cysts  actually  arose  from  the  lymph  nodes. 
Since  the  cyst  lining  could  arise  from  endo- 
thelium of  the  nodes,  he  suggested  that  they 
be  called  “lateral  lympho-epithelial  cysts.” 
This  suggestion  was  investigated  by  Bernier 


Fig.  II.  Lateral  view  of  the  cyst. 


and  Bhaskar.2' 3 They  reviewed  the  histology 
of  468  cases  of  so-called  branchial  cysts  and 
concluded  that  96%  of  such  cysts  represent 
cysts  in  cervical  lymph  nodes.  In  presenting 
the  case  against  the  branchiogenic  theory  they 
note:  (1)  lesions  identical  to  branchial  cysts 
occur  within  the  parotid  gland.  These  have 
been  shown  to  represent  cystic  lymph  nodes. 
The  parotid  gland  is  not  derived  from  bran- 
chial arches.  (2)  branchial  cysts  have  been 
observed  to  change  size  during  upper  respira- 


Fig.  III.  Photomicrogh  of  the  cyst  wall  (x25)  from 
Case  6 shows  statified  squamous  epithelium  in  the 
central  area.  In  the  lower  right  hand  corner  are  thy- 
roid follicles. 

tory  infection.  (3)  lymphoid  tissue  is  not 
derived  from  the  branchial  apparatus.  (4) 
branchial  cysts  are  most  frequent  from  ages 
20  to  30  and  are  seldom  seen  at  birth.  (5) 
branchial  cysts  are  not  connected  to  the 
pharynx  or  skin  surface.  Bhaskar  does  not 
dispute  the  theory  that  some  cysts  are  rem- 
nants of  the  branchial  apparatus.  However 
from  his  review  he  feels  that  these  cases 
represent  only  about  4%  of  lateral  cervical 
cysts. 

The  branchiogenic  theory  is  supported  by 
the  fact  that  stratified  squamous  epithelium 
and  ciliated  columnar  epithelium,  possibly 
representing  cleft  or  pouch  origin,  are  found 
lining  these  lateral  cysts.  From  the  standpoint 
of  the  patient  and  surgeon,  the  etiology  is 
inconsequential  as  long  as  the  cyst  is  com- 
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pletely  excised  without  damage  to  surrounding 
structures. 

Diagnosis 

The  typical  history  of  a branchial  cyst  is 
that  of  a soft  mass  present  in  the  mid-lateral 
neck  of  a few  weeks  to  one  or  two  years  dura- 
tion. The  age  of  greatest  incidence  is  from  15 
to  30  years.  The  history  is  shorter  if  the  cyst 
has  become  infected  necessitating  early  treat- 
ment. Physical  examination  usually  reveals  a 
soft  cystic  mass  beneath  the  angle  of  the 
mandible  and  anterior  to  the  sternocleido- 
mastoid muscle.  The  size  may  vary  from  2 to 
8 cm.  Tenderness  is  common  even  if  infection 
is  not  present.  Routine  laboratory  and  x-ray 
findings  will  be  normal.  Aspiration  or  drain- 
age of  the  cysts  reveals  either  a grey  glittering 
fluid  containing  cholesterol  crystals  and  epi- 
thelial cells  or  serous  fluid.  The  differential 
diagnosis  includes:  tuberculous  lymphadenitis, 
a suppurative  lymph  node,  cystic  hygroma, 
carotid  body  tumor,  dermoid  cyst,  neuro- 
fibroma, hemangioma,  lymphangioma,  lipoma, 
thymic  duct  remnant,  solitary  metastatic  car- 
cinoma, aberrant  thyroid  and  retropharyngeal 
abscess. 

T reatment 

The  treatment  is  surgical  excision.  If  in- 
fection is  present,  excision  should  be  delayed 
until  it  is  controlled  with  antibiotic  therapy 
or  drainage.  For  cosmetic  reasons  a transverse 
incision  is  made.  If  exposure  during  the  dis- 
section of  a sinus  tract  becomes  inadequate, 
a second,  higher  transverse  incision  can  be 
made  and  specimen  drawn  beneath  the  skin 
to  the  higher  excision.  If  the  fistula  is  com- 
plete, or  a fibrous  band  connects  a fistula  or 
cyst  to  the  pharynx,  one  must  be  particular  to 
preserve  the  hypoglossal  nerve,  vagus  nerve, 
and  carotid  vessels.  In  general,  no  complica- 
tions will  result  from  rupturing  a cyst  at 
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surgery,  but  the  material  should  be  washed 
from  the  wound  because  of  the  possibility  of 
the  subsequent  formation  of  a foreign  body 
granuloma.  Carcinoma  has  been  reported  in 
a branchial  cyst  and  conceivably  this  could  be 
disseminated  if  a cyst  were  ruptured.  A cyst 
or  fistula  must  be  traced  to  its  termination  and 
completely  excised  or  recurrence  may  result. 
Fistulae  may  be  ligated  at  the  pharynx  with- 
out fear  of  recurrence.  If  the  wound  is  not 
completely  dry,  a small  rubber  drain  may  be 
left  in  for  one  or  two  days. 

Comment 

The  presence  of  thyroid  tissue  adjacent  to 
the  cyst  wall  in  Case  6 is  unusual.  Thyroid 
tissue  was  not  observed  in  any  of  the  cases 
reviewed  by  Bhaskar.1  We  do  not  have  a 
satisfactory  explanation  for  the  presence  of 
this  tissue.  Norris6  showed  that  the  so-called 
ultimobranchial  body  of  the  fourth  branchial 
pouch  migrates  toward  the  midline  and  joins 
the  thyroid  gland  laterally  to  form  the  lateral 
portions  of  the  thyroid  gland.  It  is  conceivable 
that  the  corresponding  portion  of  the  second 
branchial  pouch  also  has  a potential  for  form- 
ing thyroid  tissue. 

Summary  and  Conclusions 
It  is  likely  that  many  so-called  “branchial 
cleft  cysts”  of  the  neck  are  of  lymph  node 
origin.  This  cannot  be  determined  entirely  by 
the  histological  picture  without  benefit  of  the 
surgical  findings.  Congenital  fistulae  of  the 
first  three  branchial  pouches  can  usually  be 
classified  from  their  findings  at  surgery.  An 
unusual  case  of  a branchial  cyst  with  aberrant 
thyroid  tissue  is  presented.  There  are  no 
known  previous  cases  of  thyroid  tissue  in  a 
branchial  cyst.  A satisfactory  explanation  for 
this  could  not  be  found.  The  pathogenesis, 
diagnosis,  and  treatment  of  lateral  cysts, 
fistulae,  and  sinuses  of  the  neck  are  discussed. 
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Ancient  writings  from  several  parts  of  the 
world  describe  the  use  of  crude  topical 
and  local  anesthetics.  They  were  never 
very  effective  until  Rynd  of  Dublin  invented 
the  hollow  needle  in  1845  and  Pravaz  of 
France  introduced  the  use  of  the  glass  syringe. 
Solutions  of  opiates  were  the  best  local  anes- 
thetics until  1905.  Halstead  learned  the  tech- 
nique of  local  anesthesia  from  the  report  of 
Karl  Koller  and  popularized  its  use  in  the 
United  States.  Solutions  of  cocaine  were  used 
topically  with  the  same  effect  as  today. 

The  next  important  development  was  the 
synthesis  of  Novocain  and  its  introduction  into 
clinical  application  by  Einhom  in  1905.  Dur- 
ing the  next  decade  the  diagnostic  and  thera- 
peutic use  of  local  anesthetics  became  familiar 
to  the  entire  world  of  medical  practitioners. 
Since  that  time  a confusing  array  of  local 
anesthetic  agents  has  flooded  the  drug  market. 
It  is  the  purpose  of  this  paper  to  review  the 
properties  of  the  more  commonly  used  of  these 
drugs,  reactions  to  them  and  treatment  of  the 
reactions. 

Mechanism  of  Action  of  Local  Anesthetics 
It  is  important  to  understand  the  normal 
nerve  impulse  transmission  before  reviewing 
the  mechanism  of  interruption  by  the  local 
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anesthetic  agents.  Peripheral  nerve  fibers  have 
a resting  electrical  potential,  which  is  negative 
in  the  interior  of  the  nerve  with  reference  to 
the  exterior,  of  50  millivolts.  When  activity 
occurs  the  plasma  membrane  permeability  is 
changed  to  allow  sodium  ions  to  pass  inward. 
The  potassium  ions  then  migrate  out.  The 
potential  first  reverses  and  then  becomes  zero. 
This  period  is  known  as  the  refractory  period. 
The  potential  is  then  quickly  restored  to  the 
resting  level  by  the  “sodium  pump”  which 
extrudes  sodium  ions  across  the  plasma  mem- 
brane while  potassium  ions  migrate  inward. 
The  nerve  fiber  is  again  ready  to  propagate 
an  impulse. 

The  block  of  impulse  transmission  is  ac- 
complished by  stabilizing  the  plasma  mem- 
brane permeability  so  that  the  depolarization 
caused  by  the  ion  shift  cannot  occur.  This 
temporary  impermeability  of  the  plasma  mem- 
brane is  due  to  a chemical  change  brought 
about  by  its  combination  with  the  lipid  soluble 
portion  of  the  local  anesthetic  agent.  In  order 
to  reach  the  nerve  the  agent  also  must  be 
water  soluble  to  be  transported  by  the  lymph 
in  adequate  amounts  to  be  effective. 

Chemistry  of  Local  Anesthetics 

The  clinically  useful  local  agents  have  an 
amino  group  as  the  hydrophilic  portion  of 
their  molecule,  while  the  lipophilic  portion  is 
a hydrocarbon.  These  agents  are  usually 
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esters  of  aromatic  acids  and  amino  alcohols. 
The  suffix  “caine”  is  given  to  this  group  of 
nitrogen-containing  agents. 

The  ester  group  which  uses  para-amino- 
benzoic  acid  in  combination  with  an  aliphatic 
alcohol  yields  the  more  extensively  used  local 
anesthetics.  The  important  non-ester  deriva- 
tives of  para-aminobenzoic  are  amides.  Chief 
examples  are  lidocaine  (Xylocaine)  and 
mepivacaine  ( Carbocaine ) . 

Individual  Anesthetic  Agents 
Cocaine— Cocaine  was  the  first  local  anesthetic 
and  is  the  only  naturally-occuring  drug  of 
modern  importance.  It  was  first  extracted 
from  the  coca  shrub  in  1855.  Because  of  its 
toxicity  it  is  now  employed  only  as  a topical 
agent.  It  is  accepted  as  the  standard  for  topical 
agents  and  for  comparison  with  other  agents 
is  assigned  the  value  of  1.  Cocaine  is  used 
clinically  in  solution  from  %%  to  20%. 
Cocaine  is  detoxified  by  the  liver,  and  the 
products  of  this  hydrolysis,  eegonine  and 
benzoic  acid,  are  excreted  in  the  urine. 
Procaine— Synthesized  in  1905,  this  drug  be- 
gan to  supplant  cocaine  as  an  injectable  anes- 
thetic agent,  and  is  now  the  standard  of  com- 
parison of  all  other  agents.  Thus  an  anesthetic 
index  of  1 is  assigned.  Procaine  is  also  known 
as  Novocain,  Ethacaine,  and  Neocaine.  The 
liver  is  the  prime  organ  of  detoxification, 
hydrolyzing  procaine  into  para-aminobenzoic 
acid  and  diethylaminoethanol.  These  products 
are  then  excreted  in  the  urine.  Use  of  1%  to 
2%  solutions  is  recommended. 

Tetracaine  (Pontocainc)— This  potent  agent  is 
widely  used  as  both  a topical  and  local  anes- 
thetic agent.  Its  Surface  Anesthetic  Index  is 
3 as  compared  to  cocaine.  The  injection  index 
as  compared  to  Procaine  is  variously  described 
as  10  to  30.  The  toxicity  is  also  some  20  times 
that  of  procaine.  Tetracaine  is  also  widely 
used  as  a spinal  anesthetic.  It  is  hydrolyzed  by 
the  liver,  but  more  slowly  than  procaine. 
Tetracaine  gradually  breaks  down  at  room 
temperature  over  a period  of  time.  While  the 
breakdown  products  are  non-toxic,  they  are 
also  non-anesthetic. 

Xylocaine  (lidocaine)—  Xylocaine  was  first 
synthesized  in  1943  and  since  that  time  has 


gained  wide  clinical  acceptance  as  a surface 
and  as  an  injectable  anesthetic.  In  its  mode  of 
action  it  is  the  most  specific  of  the  available 
agents.  Recently  it  has  also  found  limited  use 
as  an  intravenous  general  analgesic.  The  anes- 
thetic index  is  1.8,  and  the  surface  index  is  8. 
Its  duration  of  action  is  twice  that  of  procaine, 
and  it  has  the  greatest  rapidity  of  onset  of 
action  of  any  agent  in  clinical  use.  The  toxicity 
is  about  the  same  as  that  of  procaine.  It  is 
metabolized  by  the  liver  more  slowly  than 
procaine. 

Use  of  Local  Anesthetics  with  Other  Drugs 

Epinephrine  and  related  amines  are  fre- 
quently added  to  local  anesthetics  to  produce 
vasoconstriction  and  retard  absorption.  This 
prolongs  the  anesthesia  and  reduces  toxicity. 
Epinephrine  should  be  omitted  in  patients 
with  existing  thyrotoxicosis,  heart  disease,  or 
existing  hypersensitivity.  Since  epinephrine  is 
heat-labile,  solutions  containing  it  should  not 
be  autoclaved.  Solutions  of  local  anesthetics 
which  become  discolored  (brown)  should  be 
discarded. 

Combinations  of  local  anesthetic  agents  are 
rarely  used.  An  example  is  procaine  with 
Pontocaine,  one  whose  onset  of  action  is  rapid 
and  the  other  whose  onset  of  action  is  slower 
but  whose  action  is  prolonged.  Each  drug 
acts  independently,  and  the  effects  and  side 
reactions  appear  to  be  additive. 

Local  anesthetics  which  must  be  injected 
into  infected  areas  are  mixed  with  antibiotics. 
The  appropriate  antibiotic  would,  of  course, 
be  the  one  which  is  being  used  systemieally, 
if  any. 

A small  percentage  of  patients  are  found  to 
be  sensitive  to  one  or  the  other  of  the  local 
anesthetics.  These  agents  do  not,  however, 
show  a cross  sensitivity.  For  example,  Xylo- 
caine has  been  shown  to  have  no  cross  sensi- 
tivity to  procaine  and  thus  can  be  used  with- 
out risk  on  procaine-sensitive  and  allergic 
patients. 

Toxicity  of  Local  Anesthetics 

Before  a local  anesthetic  is  used,  the  physi- 
cian should  inquire  about  the  patient’s  history 
of  agent  idiosyncracy.  Patients  who  are  found 
sensitive  to  a given  drug  should  be  aware 
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of  this  and  should  carry  a card  naming  the 
local  anesthetic  to  which  they  are  sensitive 
and  describing  its  reaction. 

Premedication  with  a barbiturate  should  lie 
a routine,  for  this  doubles  the  patient  toler- 
ance to  the  local  anesthetics.  At  the  Medical 
College  of  South  Carolina  Hospital,  the 
Otolaryngology  service  employs  100  mg  of 
Seconal  ( secobarbital ) two  or  three  hours 
before  surgery  for  adults.  Normal  pre-opera- 
tive medication  at  one  hour  prior  to  surgery 
is  then  slightly  less  than  otherwise.  The  most 
dilute  solution  capable  of  producing  the  de- 
sired effect  is  recommended.  A 50  ml  injection 
of  .5%  solution  is  less  toxic  than  25  ml  of  1%, 
for  although  the  same  quantity  of  the  drug 
is  used,  it  is  less  toxic  in  the  more  dilute  state 
because  it  is  absorbed  more  slowly. 

Epinephrine  acting  as  a vasoconstrictor  re- 
duces the  rate  of  absorption  and  should 
usually  be  added  in  1:100,000  to  1:200,000 
strengths.  Greater  strengths  of  epinephrine 
are  available  but  are  not  of  added  benefit  and 
are  a frequent  source  of  reaction  in  them- 
selves. 

Care  should  be  taken  to  prevent  intravenous 
injection  by  aspiration  with  the  syringe  before 
injection.  Maximum  safe  dosage  should  not 
be  exceeded.  A safe  maximum  dosage  scale 
for  healthy  adults  is  given  below.  Notice  that 
the  maximum  injectable  dose  is  always  greater 
than  the  amount  which  may  be  applied 
topically  to  mucous  membranes  because  of 
the  rapidity  with  which  the  drugs  gain  sys- 
temic access  when  topically  applied. 

Maximum  Dosage  Schedules 


Topical 

Local 

Cocaine 

200  ing 

Pontocaine 

80  mg 

Procaine 

750  mg 

Xylocaine 

200  mg 

500  mg 

Nupercaine 

10  mg 

40  mg 

The  early  symptoms  of  systemic  toxic  effects 


are  numbness,  nervousness,  apprehension,  rest- 
lessness, dizziness,  tinnitus,  disorientation, 
tremors,  convulsions,  excitement,  pallor,  per- 
spiration, rise  in  blood  pressure,  bradycardia, 
hyperpnea,  tachycardia,  salivation,  nausea, 
and  vomiting.  The  late  or  second  phase  mani- 
festations are  unconsciousness,  coma,  fall  in 
blood  pressure  to  shock  level  with  tachycardia, 
respiratory  depression  and  death. 

Treatment  primarily  should  be  by  pre- 
vention with  barbiturate  premedication  and 
limitation  of  dosage.  However,  at  the  first 
recognition  of  the  above  early  symptoms 
100%  oxygen  should  be  administered  and,  if 
necessary,  respiration  assisted.  Intravenous  in- 
jection of  Pentothal  ( thiopental ) in  small 
divided  doses  of  50  to  250  mg  is  effective  in 
controlling  the  central  nervous  system  com- 
plications of  convulsions  and  mental  excite- 
ment. 

The  patient  should  be  placed  in  the 
Trendelenburg  position  to  promote  cardiac 
filling  by  autotransfusion.  Fluid  containing 
dextrose  should  be  started  intravenously  and 
small  doses  of  a vasopressor  given  if  hypo- 
tension develops  because  of  cardiac  depres- 
sion. With  the  development  of  cardiac  arrest, 
closed  cardiac  massage  and  defibrillator  pro- 
cedure should  be  used.  These  methods  have 
accounted  for  documented  survivals. 

Summary 

Almost  every  medical  practitioner  uses  local 
and  topical  anesthetics.  Their  safety  is  un- 
paralleled as  long  as  the  dosage  is  properly 
restricted.  A few  simple  measures  can  raise 
the  safety  level  even  more.  Familiarity  with 
the  symptoms  of  the  early  toxic  effects  will 
allow  treatment  to  be  instituted  quickly  to 
avert  most  of  the  more  serious  late  effects. 
Anyone  using  anesthetics  should  be  well  pre- 
pared to  handle  all  of  the  reactions  in  a quick 
and  efficient  manner. 
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THERAPEUTIC  TEST  OF  DIAZEPAM  (VALIUM)  IN 
CEREBRAL  PALSY 


A COMPARISON  STUDY 

CARL  J.  HILLER,  M.  D. 

J.  LORIN  MASON,  JR.,  M.  D. 

Charleston,  S.  C. 


In  recent  years  increased  and  renewed 
interest  in  the  therapy  of  patients  with 
cerebral  palsy  lias  led  to  newer  tech- 
niques of  treatment,  both  medical  and  sur- 
gical. In  the  past  three  years,  the  drug 
diazepam  (Valium)  has  received  many  favor- 
able reports.  The  ideal  drug  for  cerebral  palsy 
should  relieve  anxiety,  decrease  hyperkinetic 
behavior  patterns,  decrease  skeletal  muscle 
hypertonia,  and  have  low  toxicity.  No  drug 
fills  all  of  these  criteria.  Chlorpromazine  and 
meprobamate  have  been  commonly  used,  but 
have  limited  value.  Many  double-blind  studies 
have  been  done  on  diazepam  and  it  seems  to 
be  a very  practical  drug  to  use  as  an  adjunct 
in  cerebral  palsy.1'3 

Most  studies  have  been  directed  towards 
hospitalized,  severely  incapacitated  patients.4"8 
Several  out-patient  studies  have  been  done 
with  diazepam,0'11  but  the  comparison  be- 
tween short-term  injection  and  long-term  oral 
treatment  has  not  been  made  previously. 
Materials  and  Methods 

Twenty  children  were  selected  at  random  from  the 
State  Crippled  Children’s  Clinic  outpatient  census. 
No  patient  was  chosen  who  was  so  severely  in- 
capacitated that  the  results  would  be  all  subjective. 
The  parents  had  to  be  conscientious  in  their  evalua- 
tion and  faithful  in  bringing  the  child  in  for  followup 
examination.  The  cerebral  palsy  types  were  as  fol- 
lows: spasticity  in  13  children;  athetosis  in  3;  and 
mixed  spasticity-athetosis  in  4 children. 


The  objective  testing  was  done  with  no  special 
equipment  and  in  a short  period  of  time. 

On  the  initial  examination,  the  baseline  tests  were 
done  and  an  injection  of  1 to  5 mg  was  made  de- 
pending on  the  weight  of  the  patient.  Any  patient 
20  pounds  or  under  received  1 mg  1M  with  1 mg 
increments  for  each  20  pounds  increase  in  weight. 
Any  patient  over  80  pounds  received  5 mg  1M.  The 
initial  dosage  for  the  oral  medication  was  one-half 
of  the  1M  dosage  b.i.d.  All  patients  were  started  on 
b.i.d.  medications  and  they  were  worked  up  to  t.i.d. 
dosages.  The  maximum  dosage  was  5 mg  t.i.d.  The 
patients  were  seen  at  least  at  weekly  intervals  and 
after  the  third  month  were  seen  at  biweekly  intervals. 

Basically,  four  tests  were  used,  under  the  general 
headings  of  1)  reflexes.  2)  shake  test.  3)  tension,  and 
4 ) coordination. 

Reflexes:  Reflexes  were  based  on  the  usual  zero  to 
four  plus.  Only  an  improvement  of  two  of  the  four 
levels  was  considered  significant.  The  biceps  and 
brachio-radialis  reflexes  were  the  ones  routinely 
checked. 

Shake  Test:  This  was  done  by  rapid  shaking  of  the 
wrist  by  the  examiner  and  grading  was  done  on  the 
ability  to  “shake”  the  hand  into  relaxation. 

Tension:  This  was  tested  by  having  the  patient 
point  and  attempt  to  touch  an  object  offered  by  the 
examiner,  but  actual  contact  was  not  permitted.  An 
attempt  was  made  to  frustrate  the  patient  by  repeated 
request  for  grasping  and  moving  the  object  about. 

Coordination:  This  was  a simple  test  of  the  ability 
of  the  patient  to  bring  his  index  finger  to  the  nose, 
then  to  take  the  finger  and  point  and  touch  an  object 
offered  by  the  examiner. 

Results:  The  results  were  obtained  as  follows: 
Percentages  of  improvement  were  given  for  each  test 
and  each  test  was  based  on  a four-plus  to  one-plus 
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system.  Each  arm  was  given  a grade.  A total  of  four 
for  each  test  for  each  arm  was  the  most  severe  de- 
gree of  involvement  obtained  on  each  of  the  tests. 

Reflexes:  After  the  injection  dosage  of  Valium,  13 
of  the  20  children  had  at  least  a two-grade  improve- 
ment in  reflexes  and  after  the  oral  maintenance  dose 
at  the  end  of  the  study,  15  of  20  had  improvement. 
Four  of  20  did  not  maintain  their  initial  improvement. 
Of  the  four  tests,  this  was  the  only  one  that  could 
not  be  closely  correlated  with  the  other  three.  There- 
fore, this  was  not  considered  as  valuable  as  the  other 
tests.  This  finding  would  tend  to  discount  the  peri- 
pheral action  of  Valium  as  a true  peripheral  skeletal 
muscle  relaxant. 

Shake  Test:  After  injection.  14  of  these  20  children 
improved.  After  being  on  oral  maintenance,  16  of  20 
improved.  Fourteen  of  the  children  had  30%  or 
greater  improvement.  This  rose  to  16  of  the  20  on 
the  maintenance  dose.  Nine  of  20  of  the  children  had 
50%  or  greater  improvement  on  the  individual  tests 
and  this  increased  to  14  of  20  after  oral  maintenance 
dosage.  One  patient  in  each  category  did  not  main- 
tain the  initial  improvement.  This  was  a different 
patient  in  each  category. 

Tension:  Twelve  of  20  improved  after  the  initial 
injection.  This  increased  to  16  of  20  on  the  main- 
tenance dosage.  Eight  of  12  had  a 50%  or  greater 
improvement  and  this  increased  to  9 of  12  on  main- 
tenance. Again,  one  of  the  12  did  not  maintain  the 
initial  improvement. 

Coordination:  Twelve  of  20  improved  after  the 
initial  dosage  and  16  of  20  improved  on  the  main- 
tenance dose,  an  increase  of  20  percent.  All  12  had 
30%  or  greater  improvement  after  the  initial  injection 
and  this  increased  to  16  on  oral  medication.  Seven  of 
12  had  50%  or  greater  improvement.  This  increased 
to  8 of  12  on  maintenance. 

Total  Improvement:  Each  of  the  tests  was  graded 
one  to  four,  four  being  the  most  severe.  This  was 
done  for  each  upper  extremity.  Therefore,  the  most 
severely  involved  patient  would  have  a total  of  32 
points.  The  patients  range  from  3 with  a grading  of 
32  down  to  2 with  a grading  of  11.  (The  least  severely 
involved).  The  average  degree  of  involvement  was  23 
of  a possible  32  or  a degree  severity  of  approximately 
70%.  The  results  of  improvement  in  test  function  on 
a percentage  basis  suggest  greater  improvement  than 
is  actually  seen  in  overall  evaluation  of  the  patient. 

Discussion 

It  is  important  to  realize  that  these  per- 
centages of  improvement  still  do  not  raise  the 
child  to  a level  of  performance  anywhere 
near  that  of  a normal  child,  but  they  do  repre- 
sent a percentage  of  improvement  that  is 
extremely  important,  both  to  these  unfortunate 
children  and  to  their  maintenance  by  family 
and  school.  All  of  the  patients  had  an  IQ  of  60 


or  over  with  the  exception  of  2.  Using  our 
testing  system,  we  could  not  predict  the  residt 
at  all  from  the  intra-muscular  injection  on  the 
severe  athetoids  and  on  the  patients  with 
lower  IQs.  All  of  the  patients  selected  had 
upper  extremity  involvement  bilaterally. 

This  selection  was  done  since  the  ability  to 
test  the  improvement  of  the  upper  extremity 
could  be  done  more  easily  and  more  ob- 
jectively than  in  the  lower  extremity.  Of  the 
patients,  ten  were  non-ambulatory  or  poorly 
ambulatory.  Three  of  the  20  patients  were 
purely  athetoid.  Most  of  the  patients  had  pre- 
dominantly spastic  components  and  four  were 
mixed. 

Drug  therapy  is  not  the  prime  answer  to 
treatment  of  cerebral  palsy,  but  can  be  a very 
helpful  adjunct  to  physical  therapy,  special 
training,  bracing  and  surgery.  Many  drugs 
have  been  used,  but  diazepam  seems  to  be 
the  superior.  Indeed,  it  is  perhaps  the  only 
effective  drug  in  the  athetoid  type.  Approxi- 
mately 60%  of  the  patients  treated  with  this 
drug  in  all  of  the  studies,  do  have  improve- 
ment that  is  measurable  and  worthwhile.  An 
interesting  point  is  that  with  placebos  in 
double-blind  studies,  approximately  20  per- 
cent of  the  patients  will  improve.  The  reason 
for  this  is  not  clear,  but  it  has  been  suggested 
that  the  increased  interest  and  effort  on  the 
part  of  the  physicians  and  para-medical  per- 
sonnel plays  a great  role.  Another  factor  that 
must  be  considered  is  that  these  children 
improve  in  function  as  they  grow  older.  We 
believe  that  with  the  relatively  short-term 
aspects  of  this  study,  that  this  factor  does  not 
play  an  important  role  in  our  results.  Perhaps 
the  most  beneficial  subjective  and  objective 
finding  was  a loss  or  diminishing  of  the 
“startle  reflex."  It  plays  such  a prominent  part 
in  cerebral  palsy  patients.  This  one  factor 
alone,  diminishes  the  chances  of  many  of  the 
accidents  that  occur  during  feeding  or  in  pub- 
lic surroundings. 

Detailed  speech  examination  was  not  done, 
but  there  was  a very  definite  impression  that 
in  the  children  with  dysarthria,  speech  was 
greatly  improved.  In  one  case  (in  which  the 
medication  was  discontinued  due  to  ataxia 
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and  atonia),  while  on  the  medication,  the  boy 
could  be  understood  by  his  grandfather  for 
the  first  time.  The  diazepam  lias  a definite 
central  nervous  system  effect  in  that  the 
anxiety  diminution  is  striking.  There  is  also  a 
peripheral  muscle  relaxant  effect  not  well 
understood  pharmacologically  and  not  well 
borne  out  in  our  small  study. 

There  is  very  little  toxicity.  The  main  prob- 
lem is  drowsiness  that  comes  with  first  use  of 
the  drug  and  tends  to  disappear  with  con- 
tinued usage.  There  were  instances  of  in- 
creased falling,  none  of  severe  nature,  (with 
the  exception  of  the  one  patient  whose  drug 
was  discontinued ) and  this  was  generally 
thought  to  be  due  to  muscle  relaxation  rather 
than  true  ataxia. 

All  of  these  children  tend  to  build  up  a 
voluntary  control  spasm  to  compensate  for 
diminished  muscular  function.  This  is  espe- 
cially true  in  the  athetoid  child.  The  drug 
tends  to  reduce  this  voluntary  spasm  and  per- 
haps the  increase  in  function  is  due  simply  to 
the  child  learning  that  this  voluntary  control 
is  not  necessary  and  therefore,  lie  learns  to  do 
new  things  without  it.  This  could  be  the 
reason  why  these  children  continue  to  im- 
prove even  after  discontinuing  the  drug. 

The  change  in  motor  responses  can  be  seen 
fairly  early  with  the  oral  administration, 
usually  within  two  to  three  days.  The  children 
tend  to  have  quite  poor  sleep  patterns  and 
diazepam  certainly  allows  them  better  sleep 
patterns  with  more  relaxation.  This  probably 
increases  their  ability  to  improve.  The  most 
gratifying  response  was  that  of  increased 
attention  span  which  proved  to  be  of  great 
advantage  both  in  physical  therapy  and  the 
handling  of  the  child  at  home  by  the  mother. 
This  fact  was  frequently  volunteered  by  the 
parent. 

Numerous  reports  on  the  use  of  diazepam 
in  the  treatment  of  seizures,  especially  status 
epilepticus,  have  been  reported.12"16  We  had 
one  patient  who  had  grand  mal  seizures  while 
on  the  drug  and  this  was  a factor  in  dis- 
continuing the  drug.  After  the  seizure,  the 
mother  was  quite  unwilling  to  continue  the 


medication,  lie  had  one  other  seizure  two 
weeks  after  discontinuing  the  diazepam  and 
has  had  none  since,  but  his  anti-seizure  medi- 
cations were  increased.  We  did  not  think  that 
the  Valium  caused  the  seizure.  Indeed,  it  is 
being  used  as  anti-seizure  medication. 

In  the  coordination  and  tension  tests,  the 
children  who  improved  the  greatest  in  these 
tests  were  the  ones  who  had  the  greatest  im- 
provement at  home  in  feeding  and  self-help. 
The  improvement  in  attention  span  was  noted 
most  often  in  the  hyperactive  child  who  was 
not  severely  retarded  mentally  and  was  not  as 
severely  retarded  from  a motor  standpoint. 
The  athetoid  patients  frequently  were  found 
to  be  so  afflicted  that  on  the  preliminary 
examination,  none  of  the  tests  could  be  per- 
formed adequately  except  the  shake  test  prior 
to  injection.  In  spite  of  this,  they  did  improve 
markedly  and  the  drug  was  certainly  of  value 
in  these  children. 

Despite  attempts  to  remain  as  objective  as 
possible  in  determining  the  total  improve- 
ment, it  became  obvious  that  the  study  was 
purely  an  objective  approach  to  a subjective 
situation.  There  are  many  fallacies  in  setting 
up  a point  system  as  we  have,  but  there  seems 
to  be  no  good  way  of  being  totally  objective. 
The  percentages  as  such  mean  nothing,  but 
the  important  point  proved  in  this  study  is 
that  a child  with  cerebral  palsy  may  be  helped 
with  Valium.  If  an  initial  injection  is  given  to 
an  out-patient,  these  simple  tests  may  be  per- 
formed without  special  equipment,  special 
training,  and  in  a short  period  of  time. 
Sixty-three  percent  of  the  children  got  a sig- 
nificant response  through  intra-muscular  in- 
jection, and  after  an  oral  dosage  over  four  to 
six  months,  all  of  these  children  maintained 
the  improvement  suggested  by  the  injection 
and  the  degree  of  improvement  increased 
considerably  more.  After  the  end  of  the  four 
to  six  months  period,  51%  improvement  in 
test  function  was  seen.  If  nothing  else,  the 
study  suggests  that  in  the  patient  that  re- 
sponds to  Valium,  the  drug  will  help  the  cere- 
bral palsy  child  to  live  better  with  a life-long 
disease. 
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Summary 

1) .  Twenty  children  with  cerebral  palsy 
were  tested  (ten  ambulatory  and  ten  non- 
ambulatory) for  improvement  in  upper  ex- 
tremity function  comparing  Valium  injectable 
with  Valium  oral  medication.  Significant  im- 
provement is  obtained  after  the  injection,  then 
maintenance  and  possibly  continued  improve- 
ment on  the  oral  medications  may  be  ex- 
pected. 

2) .  Four  simple  tests  are  outlined  and  were 
used  as  the  basis  of  this  study. 

3) .  Total  improvement  as  judged  by  these 
tests  was  51%  overall  after  the  four  to  six 


months  course  of  oral  medication. 

4) .  The  degree  of  improvement  is  not  re- 
markable when  comparing  the  cerebral  palsied 
child  with  the  normal,  but  this  degree  of  im- 
provement may  aid  the  child  and  parents  to 
a significant  degree. 

5) .  If  initial  improvement  is  noted  with  the 
injection,  the  drug  would  seem  to  be  of  value 
in  the  continuing  treatment  of  these  patients. 

6) .  With  the  exception  of  the  one  patient 
whose  treatment  was  discontinued,  all  of  the 
patients  and  parents  were  pleased  with  the 
results  of  the  drug  and  wish  to  continue  it  in 
the  future. 
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The  lily  family  is  a large  family  of  plants 
showing  great  variation  in  habits.  Most 
of  them  have  perennial  rhizomes,  tubers 
or  bulbs.  The  leaves  have  parallel  venation 
and  the  flower  perianth  typically  has  six 
parts.  Some  of  our  choicest  ornamentals  be- 
long to  this  family.  Taxonomists  recognize  a 
dozen  or  more  sub-families  of  the  Liliaceae 
and  several  of  these  groupings  contain  poison- 
ous species.  A variety  of  toxic  compounds 
have  been  isolated  from  them,  e.g.  saponins, 
alkaloids,  cardiac  glycosides.  Some  of  the  toxic 
species  are  native  to  South  Carolina,  others 
have  become  naturalized,  and  many  are  cul- 
tivated ornamentals. 

The  tribe  Tofieldieae  contains  the  bog 
asphodel  ( Narthecium  americanum  Ker. ) 
found  in  the  coastal  plain.  Its  stem  has  alter- 
nate, narrow  leaves  with  overlapping  bases, 
most  of  them  near  the  bottom  of  the  stem.  A 
compact  panicle  of  yellow  flowers  terminates 
the  stem.  Although  this  plant  is  only  rarely 
found,  it  should  be  held  suspect  of  potential 
danger.  Norwegian  and  British  workers  have 
reported  that  N.  ossifragum  (L. ) Huds.  con- 
tains a hepatoxic  photosensitizer,  a tetraside 
of  sarsasapogenin,  which  produces  jaundice 
and  liver  lesions  in  sheep,  allowing  phyllo- 
erytlnin  to  reach  the  peripheral  circulation  to 
produce  edema  and  skin  lesions  by  light 
activation  in  non-pigmented  animals. 

The  tribe  Helonieae  is  represented  by 
Chamaelirium  luteum  (L. ) Gray,  often  called 
blazing  star  or  fairywand.  It  is  found  growing 
in  damp  pine  barrens  and  open  upland  woods; 
also,  it  is  cultivated  as  a garden  plant.  It  shows 
a spike-like  raceme  of  small  white  or  greenish 
flowers;  the  petioled  and  spreading  basal 
leaves  are  spatulate  to  elliptic  in  shape  and  up 
to  8 inches  long;  the  sessile  leaves  above  are 


lanceolate  to  linear  and  about  half  as  long.  If 
eaten,  the  tuberous  rootstock  as  well  as  the 
young  leaves  and  shoots  may  cause  gastro- 
intestinal distress,  nausea,  colic,  and  free 
urination.  Chamaelirin,  a saponin,  is  presumed 
to  be  the  irritant  principle;  it  is  one  of  the 
least  toxic  saponins. 

Two  species  of  false  hellebore  ( Veratrum 
viride  Ait.  and  V.  parviflorum  Miehx. ) are 
found  in  moist  open  woods,  bogs,  swamps,  and 
meadows  of  the  mountains.  These  representa- 
tives of  the  Veratreae  tribe  are  perennial 
herbs  having  an  unbranched  stem  bearing  a 
terminal  panicle  of  greenish  white  flowers; 
the  panicle  measures  8 to  24  inches  in  length. 
Broadly  oval  to  lanceolate  leaves  alternate 
their  sheathing  bases  around  the  stem.  The 
leaves  show  a plaiting  and  may  reach  18 
inches  in  length.  The  first  species  is  commonly 
called  American,  green,  or  swamp,  helle- 
bore; the  last  is  known  as  a small  bunch 
flower  and  is  rare  in  South  Carolina. 

The  roots  and  rhizomes  of  Veratrum  viride 
were  used  by  the  Amerinds  as  a drug  and  in- 
secticide. In  the  19th  century  Dr.  Wesley  Nor- 
wood, a graduate  of  the  Medical  College, 
became  famed  for  his  tincture  of  veratrum. 
But  variable  and  uncertain  activity  from  this 
drug  led  to  its  gradual  abandonment.  Usage 
was  revived  a few  decades  ago  after  isolation 
of  definite  pure  compounds.  Study  of  the 
toxic  steroid  alkaloids  showed  some  of  them  to 
be  strong  hypotensors;  these  are  oxygen-rich 
alkamine  esters,  especially  the  ester  alkaloids 
of  genuine  and  protoverine,  which  affect  re- 
flex control  of  the  circulatory  system. 

Ingestion  of  Veratrum  viride  plant  by  ani- 
mals or  man  leads  to  poisoning,  the  symptoms 
of  which  are  salivation,  nausea  and  emesis,  fall 
in  blood  pressure  and  pulse  rate,  arrhythmia, 
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prostration,  and  dyspnea.  Irritation  of  the 
mouth  and  throat  is  produced  by  sharp  needle 
crystals  in  the  plant  tissues.  Substemal  burn- 
ing sensation  is  experienced  even  with  thera- 
peutic dosage.  Respiratory  depression,  mydria- 
sis and  irreversible  shock  precede  death  in 
fatal  poisonings. 

Pharmaceutical  preparations  and  alkaloid 
isolates  have  been  responsible  for  most  in- 
cidents of  human  toxicity  from  Veratrum,  but 
the  plant  itself  is  capable  of  poisoning  if 
eaten  in  large  enough  amounts.  Irregular  heart 
rate  and  rhythm  can  be  counteracted  by  atro- 
pine; ephedrine  or  levarterenol  intramuscu- 
larly counters  the  severe  hypotension. 

Veratrum  parviflorum  is  poisonous  to  graz- 
ing sheep,  cattle  or  horses  and  presumably 
would  be  poisonous  to  man.  A notable  feature 
of  one  of  the  species  from  western  U.S.,  V. 
californicum,  is  the  capability  to  produce  a 
congenital  deformation,  “monkey-face,”  in 
lambs;0  also  the  dam  may  abort.  However,  no 
such  effects  are  recorded  for  our  two  species 
of  Veratrum. 

The  four  genera  which  follow  are  also 
members  of  the  Veratreae  tribe.  Melanthium 
virginicum  L.  and  M.  hybridum  Walt,  of  the 
bunchflower  genus  are  perennial  herbs  native 
to  South  Carolina.  Both  species  are  toxic.  The 
former  (rhizomes)  has  been  used  to  poison 
flies  and  crows;  it  grows  in  boggy  meadows 
and  moist  pinelands  of  the  coastal  plain  but  is 
not  common.  The  latter,  known  as  crisped 
bunchflower,  occurs  in  the  piedmont  and 
mountains  on  swamp  margins  and  in  woods. 
M.  virginicum  shows  mainly  basal,  grass-like 
leaves,  often  a foot  long  and  its  stem  is  topped 
by  a narrow  panicle  of  greenish-yellow 
flowers,  whereas  Al.  hybridum  has  whitish 
flowers.  It  appears  that  all  parts  of  these 
plants  are  poisonous  to  grazing  cattle,  sheep 
and  horses.  Presumably  the  toxic  constituents 
are  like  those  of  Veratrum  and  other  members 
of  the  tribe.  Symptoms  of  poisoning  are 
similar,  i.e.  salivation,  nausea,  cardiac  and 
respiratory  depression,  stupor  and  prostration. 

‘This  is  the  first  plant  shown  to  produce  teratogenic 
malformation  in  mammals. 


Veratrum  Viride 


Stenanthium  gramineum  (Ker)  Morong.  is 
commonly  known  as  feather-fleece.  It  is  found 
in  bogs,  moist  meadows  and  mountain  forests 
but  is  much  less  frequent  in  the  piedmont  and 
coastal  plain.  This  plant  is  sometimes  culti- 
vated as  an  ornamental.  It  has  a dense  1 to  2 
foot  panicle  of  white  flowers.  The  bulb  sends 
up  a slender  stem  with  many  basal  leaves 
which  are  linear  and  a foot  or  more  in  length. 
Its  toxic  characters  have  not  been  investigated 
but  its  kinship  suggests  that  it  probably  con- 
tains toxic  alkaloids  and  should  be  suspect. 

Amianthium  muscaetoxicum  (Walt.)  Gray, 
commonly  known  as  fly  poison,  crow  poison, 
stagger  grass,  is  a bulbous  perennial  of  open 
woods  and  fields  in  lower  South  Carolina.  Its 
linear  leaves  are  mostly  basal,  up  to  18  inches 
long.  The  white-flowered  raceme  at  the  top 
of  the  stem  is  at  first  pointed  at  its  summit 
but  becomes  cylindric  and  the  flowers  turn 
greenish  later.  The  bulbs  have  been  mixed 
with  honey  for  use  as  a fly  poison.  The  leaves 
also  contain  toxic  alkaloids  poisonous  to  cattle 
and  sheep.  Like  Veratrum  it  has  alkamine 
ester  alkaloids  of  27  carbon  atoms,  a feature 
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of  this  tribe  of  plants.  Ingestion  of  5 ounces 
may  kill  a 100  pound  sheep.  Staggers  and 
cramps  in  cattle  which  graze  it  may  be  fol- 
lowed by  respiratory  paralysis  in  fatal  cases. 
Although  hazardous  to  humans  it  seems  un- 
likely that  enough  would  be  consumed  to  be 
fatal. 

Plants  of  the  death  camus  genus,  Z igadenus, 
resemble  the  bulbous  wild  onion.  Two  species 
found  in  South  Carolina  in  bogs,  damp  pine 
woods  and  savannahs  of  the  coastal  plain  are 
Z.  densus  (Desr. ) Fern,  and  Z.  g laberrimus 
Michx.  The  former,  known  as  pink  death 
camus,  is  dangerous  for  grazing  stock.  Its 
raceme  of  pink  flowers  is  similar  to  that  of 


Amianthium.  The  second  species,  called  At- 
lantic death  camus  or  large-flowered  zygade- 
nus,  has  a panicle  of  white  flowers.  It  has  not 
been  reported  as  toxic  but  should  be  sus- 
pected. The  steroidal  alkaloids  zygadenine,0 
zygacine  and  several  esters  of  genuine  have 
been  isolated  from  Zigadenus  species  of  west- 
ern states  where  the  genus  is  a toxicant, 
especially  on  sheep  ranges. 

Injections  of  2 mg  atropine  and  8 mg  picro- 
toxin  per  100  lb  body  weight  have  been  used 
as  antidote  to  the  veratrum-like  effects  of  the 
alkaloids. 

°A  gastro-intestinal  irritant  capable  of  causing  anoxic 
heart  failure. 


Myocardial  infarction  and  tobacco  smoking— O. 
Gsell.  Munchen  Med  Wschr  108: 1210-1220  (June  3) 
1966. 

Correlations  between  myocardial  infarction  and 
tobacco  smoking  are  pointed  out  on  the  basis  of  141 
cases  ( including  two  patients  24  and  25  years  of  age), 
7 gross  statistical  prospective,  and  17  retrospective 
investigations  in  Europe  and  the  United  States.  In 
agreement  the  findings  showed  an  unequivocal  corre- 
lation between  smoking  and  myocardial  infarction  as 
well  as  mortality  due  to  coronary  diseases,  which 
existed  up  to  the  60-  to  70-year  age  groups  and  was 
very  distinct  in  younger  age  groups  under  50.  Myo- 
cardial infarction  in  young  adults  occurred  mostly  in 
heavy  smokers,  especially  in  men.  Intensive  cigarette 
smoking  is  not  the  only,  but  possibly  the  main  factor 
in  the  occurrence  of  myocardial  infarction  during  the 
early  and  middle  years. 


Carbon  monoxide  at  traffic  intersections—].  M. 
Ramsey.  Arch  Environ  Health  13:44-46  (July)  1966. 

The  ambient  air  at  50  major  traffic  intersections 
was  sampled  under  variable  atmospheric  conditions 
for  carbon  monoxide  by  the  potassium  pallado  sulfite 
method.  A range  of  2 ppm  to  135  ppm  was  recorded 
with  an  overall  mean  of  36.1  ppm.  The  highest  aver- 
ages were  on  weekdays  at  7 to  9 a.  m.  (39.8  ppm), 
and  4 to  6 p.  m.  (43.1  ppm).  Intersection  concentra- 
tions averaged  3.35  times  those  taken  at  other  urban 
sites.  Drivers,  pedestrians,  and  traffic  directors  in  the 
vicinity  of  the  major  traffic  intersections  are  being 
exposed  to  substantial  levels  of  carbon  monoxide 
during  hours  of  peak  traffic  volume  on  days  of  re- 
duced air  turbulence.  However,  the  limited  duration 
of  such  exposures  would  appear  to  make  marked 
blood  levels  of  carboxyhemoglobin  unlikely. 
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Maternal  mortality  has  proved  to  be  the 
most  significant  indicator  of  the  ade- 
quacy of  maternal  care.  Statistical 
analyses  of  maternal  mortality  indicate  the 
most  frequent  factors  involved  and  point  to 
the  areas  of  maternity  care  that  warrant 
special  attention. 

This  analysis  was  undertaken  through  the 
South  Carolina  Medical  Association  Maternal 
Health  Committee.  Data  reported  were  ob- 
tained through  the  Committee’s  standard 
form  for  reporting  maternal  deaths  and  with 
the  help  of  the  State  Board  of  Health,  from 
the  maternal  death  certificates. 

Any  effort  on  the  part  of  this  Committee  to 
judge  or  castigate  those  reporting  maternal 
deaths  would  destroy  its  primary  purpose  and 
function.  An  even  greater  and  more  primary 
pitfall  would  be  any  attempt  to  decide  with  a 
reasonable  degree  of  accuracy  precisely  who 
is  responsible  due  to  the  limited  information 
submitted.  In  most  instances  the  inadequate 
information  precludes  any  discussion  of  the 
case  from  any  standpoint.  The  purpose  is 
rather  to  discover  what,  if  any,  preventable 
factors  are  involved  in  maternal  deaths  and 
to  discuss  measures  and  means  to  achieve 
an  irreducible  minimum  of  maternal  deaths  in 
South  Carolina. 

A maternal  death  is  defined  as  “the  death 
from  any  cause  of  a woman  during  pregnancy 
or  within  90  days  of  the  termination  of  preg- 
nancy irrespective  of  the  duration  of  the  preg- 
nancy at  the  time  of  termination  or  the 
method  by  which  it  was  terminated.”  We  in 
South  Carolina  hardly  need  to  be  reminded 
of  such  a definition  since  our  state  has  had 


the  distinction  of  ranking  very  near  the  top 
in  this  category  for  many  years.  The  year 
1963  was  no  exception.  No  longer  can  we 
attribute  our  dilemma  to  midwives  who  are 
responsible  for  only  15  per  cent  or  less  of  the 
total  deliveries  in  our  state.  There  is  little 
question  but  that  ignorance  is  frequently  a 
major  factor;  however,  in  many  instances  in- 
appropriate care  by  the  physician  must  be 
considered  as  the  leading  factor. 

When  several  factors  were  said  to  have  con- 
tributed to  the  death,  the  primary  cause  of 
death  is  listed  according  to  which  of  these 
was,  in  our  opinion,  most  significant.  It  is  well 
recognized  that  occasional  errors  in  assign- 
ment may  have  been  made  because  of  the 
problems  inherent  in  such  a retrospective 
review. 

During  the  year  1963  there  were  58,304  live 
births  and  42  maternal  deaths.  By  comparison, 
in  1962  there  were  58,144  live  births  and  42 
maternal  deaths  while  in  1961  there  were 
59,930  live  births  and  40  maternal  deaths.  Of 
the  total  in  1963,  34,308  were  white  and  23,996 
non-white.  The  maternal  deaths  are  listed  in 
Table  I according  to  race  and  legitimacy. 

Table  I 

Race  No.  Legit.  lllegit.  Unknown 

Negro  33  17  14  2 

White  9 7 11 

The  overall  rate  or  incidence  of  maternal 
death  per  10,000  live  births  was  7.2  as  com- 
pared to  7.2  in  1962  and  6.8  in  1961.  This  gives 
an  incidence  of  one  maternal  death  in  every 
1,386  live  births.  Of  the  total  white  there  was 
one  maternal  death  in  every  3,812  live  births 
and  of  the  non-white  one  death  in  every  774 
births. 
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Table  II  shows  the  age  and  parity  distribu- 
tion. 


Table  II 


Negro 

White 

Age 

13-37 

25-40 

Average 

25 

31 

Primi. 

5 

1 

Secund. 

3 

1 

Multip. 

17 

5 

Unknown 

8 

2 

In  Table  III  are  listed  the  primary  causes  of 

maternal  death  and  the  incidence 

of  those 

patients  examined  by  autopsy. 

Table  III 

Negro  White 

Autopsy 

Toxemia 

12  3 

3 

Cerebral  vascular 

5 1 

0 

Pulmonary  embolus 

5 1 

1 

Sepsis 

5 0 

2 

Hemorrhage 

4 1 

2 

Coronary  occlusion 

1 1 

0 

Amniotic  fluid  embolus 

0 2 

2 

Renal  failure 

1 0 

0 

Toxemia  was  reported  as  the  primary  cause 

of  death  in  15  cases.  By  comparison  toxemia 

was  known  to  be  present  in  26  of  the  patients 

as  seen  in  Table  IV. 

Table  IV 

Negro 

White 

Eclampsia 

8 

2 

Pre-eclampsia 

11 

2 

IICVD 

3 

0 

Unknown 

7 

2 

No  toxemia 

5 

2 

All  six  patients 

with  cerebral 

vascular 

deaths  were  known 

to  have  toxemia 

or  hyper- 

tensive  cardiovascular  disease  or  both.  One 

had  a previous  eardiovascidar  accident  and 
only  one  had  any  prenatal  care.  Of  the  deaths 
attributed  to  pulmonary  embolus,  only  one 
was  documented  by  postmortem  examination. 
This  was  in  a 13  year  old  colored  female  who 
had  had  a criminal  abortion.  In  most  of  the 
remaining  eases  adequate  information  was  not 
available  and  the  death  certificate  was  the 
only  available  information.  The  cause  of  both 
deaths  attributed  to  amniotic  fluid  embolus 
was  confirmed  by  autopsy.  One  was  asso- 
ciated with  an  abruptio  placentae,  the  other 
with  an  incomplete  abortion. 

Of  the  deaths  due  to  sepsis  one  was  asso- 
ciated with  intestinal  obstruction  with  general- 
ized peritonitis  following  a cesarean  section 
for  transverse  arrest.  One  death  was  attributed 
to  acute  hepatitis.  No  information  other  than 
the  death  certificate  was  available  in  this  case. 
Another  ease  was  shown  by  autopsy  to 


have  amoebic  dysentery  with  extensive  ulcera- 
tion and  perforation  of  the  colon  with  massive 
hemorrhage  and  peritonitis.  One  death 
occurred  12  days  after  delivery  and  was 
attributed  to  endometritis.  An  autopsy  showed 
pyometra  and  the  clinical  history  was  that 
of  septicemia.  The  last  death  from  sepsis  was 
due  to  septicemia  with  shock  following  an  in- 
complete abortion. 

The  five  deaths  attributed  to  hemorrhage 
deserve  further  analysis.  A breakdown  of  the 
causes  of  hemorrhage  is  showed  in  Table  V. 

Table  V 

Ruptured  uterus  2 

Extrauterine  pregnancy  2 

Retained  placenta  1 

One  of  the  cases  of  uterine  rupture  was 
associated  with  an  abruptio  placentae  with 
delivery  of  a stillborn  shortly  after  admission 
to  the  hospital.  The  patient  continued  to  bleed 
in  spite  of  intravenous  Pitoein  and  multiple 
transfusions.  In  spite  of  all  measures  the 
patient  expired  and  autopsy  revealed  two  in- 
complete ruptures  of  the  lower  uterine  seg- 
ment. Another  case  of  ruptured  uterus  was 
seen  in  a grand  multipara  who  had  a pre- 
cipitate labor  after  receiving  Pitoein.  One 
case  of  extrauterine  pregnancy  was  diagnosed 
as  having  a cardiovascular  accident  but 
autopsy  showed  ruptured  intra-abdominal 
pregnancy  with  massive  hemoperitoneum. 
Another  patient  had  a transverse  lie  and  at 
cesarean  section  an  abdominal  pregnancy  was 
found,  with  delivery  of  a term  living  male 
infant  who  died  several  hours  later.  The  one 
case  of  retained  placenta  was  associated  with 
a midwife  delivery. 

Tabel  VI  shows  the  outcome  of  the  preg- 
nancies. 


Table  VI 

Negro  White 

Delivered 

22  7 

Not  delivered 

9 1 

Abortion 

2 1 

There  were  22  living  infants  delivered  and 

seven  were  stillborn. 

In  Table  VII  is  an  analysis  of  the  time  of 

death  in  relation  to  labor. 

Table  VII 

Antepartum 

8 

Intrapartum 

4 

Postpartum 

29 

Abortion 

1 
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There  was  a striking  paucity  of  prenatal 
care  in  these  42  maternal  deaths  as  can  be 
seen  from  Table  VIII. 

Table  VIII 

Visits  0 1-2  3-5  6 or  more  unknown 

Negro  4 4 7 5 13 

White  3 0 0 4^  2 

It  is  of  note  that  from  the  information  avail- 
able concerning  the  deaths  attributed  to 
eclampsia  only  four  had  any  prenatal  care. 

In  this  group  of  42  maternal  deaths  there 
were  only  26  deliveries  attended  by  a physi- 
cian. Thirty-nine  deaths  occurred  within  a 

hospital  and  in  only  one  was  a midwife  in- 
volved. 

On  the  basis  of  the  information  at  hand  an 
attempt  was  made  to  determine  which  of  these 
maternal  deaths  were  preventable.  This  is 
summarized  in  Table  IX. 

Table  IX 

Preventable  17 

Not  preventable  25 


It  must  be  stressed  that  this  assignment  of 
preventability  was  based  on  ideal  circum- 
stances whereas  it  is  realized  that  in  many 
situations  the  physician  is  laboring  under 
severe  handicaps. 

Substantial  reduction  in  maternal  mortality 
has  been  observed  in  the  United  States  in  the 
past  several  decades.  This  has  been  made  pos- 
sible largely  by  the  availability  of  blood,  anti- 
biotics and  increased  awareness  of  the  value 
of  prenatal  care.  Nonetheless,  the  three  enti- 
ties toward  which  these  strides  are  directed, 
that  is,  toxemia,  hemorrhage,  and  sepsis,  per- 
sist as  the  leading  causes  of  maternal  death  in 
South  Carolina.  In  localities  where  Maternal 
Welfare  Committees  are  in  effect,  this  reduc- 
tion has  been  even  more  dramatic.  It  is  hoped 
that  by  the  continued  efforts  of  this  and  other 
Committees,  women  may  approach  childbirth 
with  an  ever  increasing  confidence  in  its  suc- 
cessful outcome. 


Nephropathy  in  chronic  lead  poisoning— J.  M.  Mor- 
gan. Arch  Intern  Med  118:17-29  (July)  1966. 

Chronic  lead  poisoning  is  common  among  adult 
males  of  the  South  and  is  acquired  from  illegally  made 
alcohol.  Since  reports  in  Australia  suggested  that  lead 
poisoning  of  long  duration  leads  to  hypertensive  renal 
failure,  such  a possibility  was  evaluated  in  this  popu- 
lation. In  patients  with  historical  and  laboratory 
evidence  of  past  excessive  lead  absorption,  a frequent 
clinical  syndrome  was  found,  consisting  of  anemia, 
normal  or  decreased  renal  size  and  function  without 
definitive  urinary  findings  or  infection,  and  a very 
slowly  progressive  course  often  complicated  by  hyper- 
tension and  gout.  Renal  biopsies  showed  intense 
interstitial  scarring  without  inflammatory  infiltrate 
but  associated  with  tubular  degeneration  and  vascular 
lesions. 
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S.  E.  PUCKETTE,  JR.,  M.D. 

Medical  College  Hospital 
Charleston,  S.  C. 


This  lateral  film  of  the  cervical  esophagus 
was  taken  on  a 42  year  old  colored 
female  w ho  was  seen  in  the  clinic  com- 
plaining of  inability  to  swallow  which  had 
gotten  progressively  worse  for  3 months. 
Initially,  the  patient  was  thought  to  have 
globus  hystericus  and  was  put  on  nicotinic 
acid  and  phenobarbital.  However,  she  was 
seen  again  one  month  later  stating  that  she 
was  then  able  to  swallow  only  liquids,  and 
manifested  the  objective  sign  of  a 30  lb. 
weight  loss.  Her  tongue  was  noted  to  be 
smooth  and  there  was  spooning  of  her  nails. 
She  had  had  consistently  low  hemoglobin 
values  for  several  years  and  approximately  5 
years  before  had  had  a subtotal  gastrectomy 
performed  for  a gastric  ulcer. 


This  is  a case  of  Plummer-Vinson  syndrome. 
It  is  also  known  as  sideropenic  dysphagia  and 
in  the  British  literature  is  referred  to  as  the 
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Patterson-Kelley  syndrome.1  This  disease  is 
most  often  seen  in  females  of  middle  age. 
Dysphagia,  the  usual  presenting  symptom,  is 
commonly  referred  to  the  upper  esophagus 
and  may  be  of  many  years  duration  with 
insidious  progression.  There  is  often  complete 
edenture,  tight  and  smooth  facial  skin,  angular 
fissuring  of  the  mouth  and  of  the  finger  nails, 
which  are  usually  brittle  and  sometimes  spoon 
shaped.  The  mucosa  of  the  tongue,  mouth, 
pharynx,  and  esophagus  is  atrophic. 

The  actual  mechanism  of  the  dysphagia  is 
not  entirely  clear  but  is  at  times  due  to  a web- 
like stricture  in  the  lower  hypopharynx  or 
upper  esophagus.  This  is  usually  on  the 
anterior  wall  as  shown  above.  At  other  times 
no  web  can  be  demonstrated  and  it  is  thought 
that  the  dysphagia  may  be  caused  by  the 
atrophic  changes  of  the  mucosa  or  muscula- 
ture of  the  pharyngeal  wall. 

While  it  is  now  felt  that  the  Plummer-Vin- 
son syndrome  is  the  sequel  of  long  standing 
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depletion  of  body  iron  stores,  not  all  patients 
have  a hypochromie  microcytic  anemia.  Ap- 
parently secondary  to  the  atrophic  lesions  that 
occur  in  mucosa,  there  is  an  incidence  of 
approximately  10  per  cent  of  carcinoma  in  pa- 
tients with  established  Plummer- Vinson  syn- 
drome.2 The  lesion  may  occur  at  any  level 
from  the  mouth  to  the  lower  esophagus. 

Many  of  the  lesions  of  the  Plummer-Vinson 
syndrome  are  reversible  following  the  ad- 
ministration of  iron.  Dysphagia  may  be  im- 


proved following  the  administration  of  iron 
even  without  esophagoscopy  or  bouginage, 
but  if  any  radiological  changes  are  present  in 
the  esophagus,  the  latter  is  usually  necessary. 
It  would  seem  that  it  is  only  in  the  early 
stages  of  disease  that  the  pre-cancerous  lesions 
can  be  reversed.3  Thus  not  only  is  the  disease 
important  in  a primary  matter  but  once  it  is 
diagnosed  the  patient  should  be  checked 
periodically  for  neoplastic  lesions  in  the  upper 
alimentary  tract. 
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Long-term  prognosis  of  ulcerative  colitis — J.  M. 
Watts  et  al.  Brit  Med  J 1:1447-1452  (June  11)  1966. 

The  long-term  prognosis  of  ulcerative  colitis  is  based 
on  a survey  of  465  patients  and  on  1.380  subsequent 
patient  years  of  follow-up  under  medical  supervision. 
Every  patient  was  traced,  and  all  but  8 of  the  424 
survivors  were  interviewed  and  examined.  Colitis  is 
always  likely  to  reassert  itself  at  any  time,  but  in  any 
large  group  of  colitic  patients,  just  over  half  will 
spend  each  year  in  remission.  The  initial  severity  and 
extent  of  disease  give  a poor  guide  to  the  subsequent 
prognosis,  because  the  disease  in  many  patients  shows 
a tendency  to  extend  proximally.  The  course  of  colitis, 
and  the  outcome  to  the  patient  during  any  one  year 
are  profoundly  influenced  by  the  severity  and  extent 
of  colitis  during  that  year.  Each  patient  year  in  which 
a severe  attack  of  colitis  occurred  carried  a risk  to 
life  of  14%.  Each  patient  year  in  which  there  was  a 
total  involvement  of  the  colon  and  rectum  carried  a 
risk  to  life  of  3%.  In  patients  with  total  involvement 
proctocolectomy  carries  the  least  risk  to  life. 
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In  Diverticulitis . . . 


Increased  pressure 
from  straining 
aggravates 
diverticulitis 


METAMUCIL: 

brand  of  psyllium  hydrophilic  mucilloid 

Metamucil  Powder:  4,  8 and  16-ounce 
containers. 

Instant  Mix  Metamucil:  cartons  of  16 
and  30  single-dose  packets. 


Metamucil 

to  counteract  the 
constipation  which 
is  etiologically 
important  and 

to  protect  the 
mucosal  surface 
against  physical 
irritants. 


Average  Adult  Dosage: 

One  rounded  teaspoonful  of  Metamucil  (or  one 
packet  of  Instant  Mix  Metamucil)  in  a glass  of 
cool  liquid  one  to  three  times  daily. 


SEARLE 


Research  in  the  Service  of  Medicine 


l 


» 


i. 


President’s  Pages 

Because  for  the  first  time  in  years  the  South  Carolina 
Medical  Association  instructed  its  delegates  to  the 
AMA  to  introduce  a number  of  resolutions  and  because 
these  resolutions  are  of  such  importance,  this  page  is 
taken  up  to  show  how  they  were  disposed  of  in  the  House 
of  Delegates  of  the  AMA.  Four  different  reference  com- 
mittees were  involved  and  in  all  but  four  resolutions 
similar  ones  were  introduced  by  other  states.  The  number 
of  the  resolution  is  simply  the  number  in  the  handbook 
of  the  AMA  House  of  Delegates  and  has  no  other 
significance.  This  is  not  a report  of  a delegate  to  the 
AMA  but  simply  a report  on  the  resolutions. 

Resolution  No.  65:  Introduced  in  an  effort  to  reduce  the  interest  rate  on  loans  to  medical 
students,  interns,  and  residents  was  discussed  thoroughly.  The  AMA-ERF  did  not  feel  that  it 
could  justify  spending  hundreds  of  thousands  of  dollars  to  lower  the  interest  rate.  There  have 
been  30,000  loans  to  17,000  individuals.  Even  if  it  could,  it  would  not  increase  the  number  of 
medical  students  or  put  the  government  out  of  the  loan  business.  For  these  reasons  the  resolu- 
tion was  not  approved. 

Resolution  No.  66:  Concerns  the  “Utilization  Review  Committees  and  Claims  Review 
Committees.”  Since  the  purposes  and  duties  of  these  two  committees  have  been  clearly  defined 
several  times;  and  since  they  are  the  subject  of  thorough  discussion  in  report  CC  of  the  Board 
of  Trustees,  as  well  as  report  E of  the  Council  on  Medical  Service,  no  action  was  taken  on  this 
resolution. 

Resolution  No.  67:  Concerned  Individual  Responsibility.  Three  other  resolutions  and  a 
report  of  the  Council  on  Medical  Service  all  referred  to  the  same  item.  The  reference  com- 
mittee was  in  accord  with  the  feelings  expressed  in  the  reference  committee  meeting  and 
recommended  the  adoption  of  the  report  of  the  Council  on  Medical  Service  and  no  action  on 
the  resolutions.  On  the  floor  of  the  house  this  report  was  altered  to  include  “such  endorsement 
should  be  regarded  as  an  acceptance  of  the  principle  of  Individual  Responsibility  as  expressed 
in  the  four  resolutions.”  Dr.  Roth,  the  chairman  of  the  Council  on  Medical  Service,  reported 
that  such  a change  was  acceptable  to  the  Council  on  Medical  Service. 

Resolution  No.  68:  Use  of  generic  names  for  drugs.  This  resolution  was  considered  along 
with  another  concerning  the  use  of  generic  as  well  as  proprietary  names  for  drugs.  The  other 
resolution  urged  the  House  of  Delegates  “to  oppose  the  compulsory  regulation  of  any  single 
method  of  prescribing  drugs.”  This  latter  resolution  was  recommended  by  the  reference  com- 
mittee and  adopted  as  a policy  of  the  AMA. 

Resolution  No.  69:  Concerned  Section  1801  of  the  Medicare  law.  Because  of  its  impor- 
tance it  is  well  to  repeat  it  here. 

“Section  1801:  Nothing  in  this  title  shall  be  construed  to  authorize  any  Federal  officer  or 
employee  to  exercise  any  supervision  or  control  over  the  practice  of  medicine  or  the  manner  in 
which  medical  services  are  provided,  or  over  the  selection,  tenure  or  compensation  of  any 
of  ficer  of  employee  of  any  institution,  agency  , or  person  providing  health  services,  or  to  exercise 
any  supervision  or  control  over  the  administration  or  operation  of  any  such  institution,  agency 
or  person.” 

The  reference  committee  endorsed  the  resolution  wholeheartedly  and  added 

“Resolved,  that  state  and  county  medical  associations  alert  their  individual  members  to  the 
possibility  of  violations  of  this  section  of  the  act  and  provide  a mechanism  by  which  such  vio- 
lations can  be  reported  completely  to  the  AMA. 
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Resolution  No.  70:  Requested  that  Drs.  Annis,  Amos  Johnson  and  Lamottte  be  appointed 
to  the  active  membership  on  the  committee  that  meets  with  representatives  from  the  Depart- 
ment of  HEW.  Since  the  present  advisory  committee  probably  will  not  be  in  existence  long, 
and  since  the  committee  recommended  that  the  services  of  the  consultants  mentioned  by  name 
above  be  used  whenever  possible,  no  action  was  taken  on  this  resolution. 

Resolution  No.  71:  Condemns  Public  Law  89-97.  The  reference  committee  called  attention 
of  the  House  that  the  position  of  the  AMA  is  well  known  on  this  subject  and  that  President 
Appel  ably  reiterated  it  in  his  speech  at  the  opening  session  of  the  House  of  Delegates.  Con- 
sequently no  action  was  taken  on  this  resolution. 

Resolution  No.  72:  Referred  to  S 2568  (89th  Congress),  the  so  called  Hart  Rill.  There 
were  two  additional  similar  resolutions  and  the  reference  committee  substituted  the  following 
resolution  in  lieu  of  the  others  — “Resolved,  that  the  American  Medical  Association  oppose  the 
enactment  of  S 2568,  89th  Congress,  and  all  similar  legislation.” 

Resolution  No.  73:  Refers  to  support  of  hospital  based  specialists.  The  reference  commit- 
tee and  the  House  of  Delegates  endorsed  the  support  of  the  AMA  as  it  always  has.  It  was 
urged  that  ( 1 ) the  Board  of  Trustees  try  to  persuade  the  Social  Security  Administration  to  wait 
ninety  days  before  implementation  of  its  regulations  just  published. 

(2)  that  the  Board  of  Trustees  be  instructed  to  inform  the  membership  that  Medicare 
regulation  #5  will  not  apply  to  physicians  (whether  hospital  based  or  not)  who  (1)  have  no 
financial  relationship  with  a hospital  covering  medical  services  to  patients  and  ( 2 ) do  not  accept 
assignments  but  bill  directly. 

( 3 ) That  the  AMA  News  and  other  appropriate  media  be  used  to  advise  all  physicians  who 
are  developing  contracts  with  hospitals  for  professional  service  that  they  should  wait  until  the 
implementing  regulations  can  be  further  analysed. 


George  D.  Johnson,  M.  D. 
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Sditorials 


Trends  in  British  Medicine 

While  we  are  being  plunged  by  force  into 
Medicare  and  its  apparently  inevitable  tribu- 
taries in  the  socialized  medicine  system,  the 
British  are  showing  dissatisfaction  with  their 
medical  situation  in  a number  of  evident 
ways.  Among  them  is  an  announcement  that 
on  July  1 a paying  alternative  to  the  National 
Health  Service  was  to  be  offered  to  those 
Britons  who  are  unhappy  with  medical  condi- 
tions as  they  are. 

In  a survey  as  reported  in  Barron  s maga- 
zine, 30%-40%  of  British  patients  express  dis- 
content with  present  conditions  and  prefer  a 
private  doctor.  To  meet  this  desire,  Indepen- 
dent Medical  Services,  backed  by  the  British 
Medical  Association,  in  a strong  gesture  of  dis- 
approval of  NHS,  now  offers  private  cover- 
age. The  services,  paid  for  by  private  insur- 
ance, are  available  regardless  of  the  function 
of  NHS.  The  rapid  growth  of  similar  plans  in 
England  shows  clearly  the  general  dissatis- 
faction which  both  doctor  and  patient  feel 
with  present  government  provisions. 

Costs  of  this  protection  are  not  high  and  the 
patient  must  still  pay  his  taxes  for  the  govern- 
ment’s Health  Service.  The  new  insurance  pro- 
vides hospital  care,  physicians’  fees  in  the  hos- 
pital, and  in  some  policies  cost  of  fees  and 
drugs  outside  of  the  hospital.  Its  undoubtedly 
increasing  popularity  may  well  divert  many 
people  from  the  government’s  plan  and  allow 
physicians  to  conduct  practices  without  the 
present  frustration  and  with  far  more  profit. 

The  success  of  these  plans  might  well  stem 
the  continuing  strong  tide  of  emigration  of 
British  doctors  who  seek  to  avoid  the  un- 
satisfactory features  of  the  National  Health 
Services. 


Identification  of  Drug  Products 

An  old  aunt  of  mine  once  set  great  store  by 
the  effects  of  a green  pill  whose  composition 
she  could  not  remember.  Her  prescription  had 
been  lost  and  her  doctor  had  not  kept  a rec- 


ord. For  years  she  tried  unsuccessfully  to 
identify  this  favorite  medicine. 

For  those  in  similar  difficulty  a new  means 
of  spotting  the  nature  of  a drug  has  been  de- 
veloped by  Eli  Lilly  and  Company.  Soon 
every  tablet  and  capsule  made  by  this  firm 
will  show  a letter-number  which  can  be 
interpreted  readily  by  reference  to  a code  that 
will  identify  the  contents  of  the  preparation. 
The  value  of  such  identification  can  be  seen 
in  cases  in  w’hieh  there  has  been  overdosage 
or  error  in  substitution,  when  the  prescription 
label  has  been  lost,  when  the  original  pre- 
scriber  is  not  available,  and  when  conversa- 
tion is  by  telephone. 

This  new  method  should  do  much  to  clarify 
the  confusion  caused  by  the  present  multi- 
plicity of  colors,  sizes,  and  shapes  used  now 
to  identify  the  multitudinous  products  of  our 
manufacturers. 


Abstract  of  the 
Minutes  of  Council 
South  Carolina  Medical  Association 

A special  meeting  of  Council  was  held  at  the 
Columbia  Hotel  May  25. 

The  Secretary  commented  that  pursuant  to  the 
action  of  the  House  of  Delegates  at  the  Myrtle  Beach 
Meeting,  this  meeting  is  being  held  for  the  purpose  of 
carrying  out  the  provisions  of  the  Constitution  and 
By-laws  to  name  committees  for  the  coming  year. 
Under  the  newly  adopted  provisions  it  is  the  pre- 
rogative of  the  President  to  name  the  committees  with 
the  assistance  of  Council. 

Dr.  George  W.  Brunson.  Radiologist  in  Columbia, 
appeared  before  Council  and  presented  a Resolution 
expressing  opposition  of  the  radiologists  in  South 
Carolina  to  the  condition  and  requirements  outlined 
in  the  Department  of  Health,  Education  and  Welfare 
Bulletin  HIM-4. 

Dr.  Brunson  presented  the  following: 

Since  the  American  Medical  Association,  the 
American  College  of  Radiology,  and  the  South 
Carolina  Medical  Association  are  agreed  that  the 
practice  of  radiology  is  in  fact  the  practice  of  a 
medical  specialty  under  the  general  concept  of  the 
practice  of  medicine,  and  since  the  South  Carolina 
Medical  Association  has  approved  and  endorsed  the 
principles  presented  by  the  South  Carolina  Radio- 
logical Society  as  to  the  separation  of  radiological 
fees  into  technical  and  professional  components, 
whereby  radiologists,  like  other  physicians,  will 
present  individual  hillings  to  patients  for  profes- 
sional services  rendered: 
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BE  IT  RESOLVED  that  the  Council  of  South 
Carolina  Medical  Association  endorses  and  approves 
the  opposition  of  radiologists  in  South  Carolina  to 
the  inclusion  of  the  private  practice  of  radiology 
under  the  conditions  and  requirements  outlined  in 
the  Department  of  Health,  Education  and  Welfare 
Bulletin  HIM-4  “Conditions  for  Coverage  of 
Services  of  Independent  Laboratories,”  supporting 
their  contention  that  such  inclusion  is  discriminatory 
and  unjust,  as  a private  radiological  office  is  not 
and  should  not  be  classified  as  a laboratory,  and 
that  these  conditions,  in  effect,  penalize  the  radiolo- 
gist and  subject  him  to  bureaucratic  harassment  and 
controls,  and  represent  governmental  interference  in 
the  private  practice  of  medicine.  Council,  therefore, 
approves  the  efforts  of  radiologists  to  have  the 
private  practice  of  radiology  eliminated  from  these 
requirements. 

s/t  George  W.  Brunson,  M.  D. 

The  resolution  was  endorsed  by  Council. 

It  was  the  consensus  that  letters,  expressing  this 
opposition  should  be  directed  to  the  Commissioner  of 
Social  Security,  with  copies  to  the  Director,  Bureau  of 
Health  Insurance,  Social  Security  Administration; 
Representative  Wilbur  D.  Mills;  and  AMA  Advisory 
Committee. 

Dr.  Johnson  commented  that  the  House  of  Dele- 
gates had  selected  Myrtle  Beach  as  the  place  of  the 
next  annual  meeting.  The  first  meeting  of  Council 
will  begin  on  Sunday,  May  7,  1967,  and  it  will  be 
recommended  that  arrangements  for  future  meetings 
be  made  for  more  than  one  year  in  advance. 

Dr.  Johnson  discussed  the  possibility  of  a Com- 
mittee on  Mental  Retardation  to  work  with  Govern- 
ment Agencies  on  Mental  Retardation  Planning.  Dr. 
Thomas  suggested  that  such  a committee  might  be 
appointed  as  a sub-committee  under  the  Standing 
Committee  on  Mental  Health. 

Dr.  Johnson  indicated  that  Mr.  Meadors  has 
offered  to  furnish  secretarial  assistance  at  the  various 
committee  meetings  when  possible,  provided  he  is 
notified  in  advance. 

It  was  moved,  seconded,  and  passed  that  Council 
recommend  to  the  Committee  on  Scientific  Program 
that  the  South  Carolina  Chapter  of  the  American  Col- 
lege of  Surgeons  be  invited  to  furnish  the  program  for 
one  half-day  at  the  next  annual  meeting. 

There  was  discussion  as  to  whether  the  Committee 
on  Emergency  Medical  Care  should  come  under  the 
Committee  on  Cooperative  Activities  or  Committee  on 
Medical  Service.  It  was  the  decision  to  place  the 
Committee  on  Emergency  Medical  Care  under  the 
Committee  on  Medical  Service. 

With  recommendations  and  suggestions  from  the 
members  of  Council.  Dr.  Johnson  appointed  the  com- 
mittee members  in  accordance  with  the  Constitution 
and  By-laws. 

Dr.  Perry  reported  on  the  Retirement  Plan  for 
SCMA  Employees.  (Appendix). 

Dr.  Eaddy  moved  that  the  Retirement  Pension 
Plan,  in  the  form  presented  to  the  meeting,  be  ap- 
proved and  adopted  in  full.  Motion  was  seconded  and 
passed. 


Dr.  Hawk  discussed  the  Individual  Responsibility 
Program.  Dr.  Eaddy  moved  that  Council  request  Mr. 
Meadors  to  rearrange  or  reword  the  outline  on  the 
program  so  that  it  does  not  conflict  with  Dr.  Hawk’s 
comments  and  distribute  to  the  medical  profession  in 
South  Carolina,  together  with  a copy  of  the  form 
entitled  “Attending  Physician’s  Statement,”  which  has 
been  approved  by  the  Council  of  the  SCMA,  and  a 
list  of  printers  from  whom  the  forms  might  be 
obtained.  The  motion  was  seconded  and  passed. 

On  recommendation  of  Dr.  Harold  Hope,  Dr. 
William  S.  Brockington  of  Greenwood  was  named  by 
Council  to  replace  Dr.  Scurry  on  the  Medical  Advisory 
Committee  to  Selective  Service. 

Dr.  Waring  commented  that  Volume  II  of  The  His- 
tory of  Medicine  in  South  Carolina  is  almost  ready  for 
publication,  and  since  SCMA  has  agreed  to  under- 
write the  possible  additional  cost  of  $2,500.00  for  this 
publication,  asked  if  there  would  be  any  objection  to 
a nominal  charge  to  the  members  of  the  Association, 
who  have  received  a copy  of  the  first  volume  at  no 
charge.  Dr.  Hawk  moved  that  a nominal  charge  (left 
to  Dr.  Waring’s  discretion)  be  made  to  the  members 
of  the  Association  for  this  book,  and  the  regular 
charge  of  $7.50  be  made  for  copies  distributed  outside 
the  medical  profession.  The  motion  was  seconded  and 
passed. 

Ben  N.  Miller,  M.  D. 

Secretary 


STANDING  COMMITTEES  OF 
THE  HOUSE  OF  DELEGATES 
SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 

1966-67 

Sec.  5.  Committee  on  Scientific  Medicine.  This 
committee  shall  determine  the  character  and  scope  of 
the  scientific  sessions  of  the  Association  and  shall 
select  the  speakers,  subject  to  instruction  of  the  House 
of  Delegates  and  Council.  Sixty  days  prior  to  the 
annual  session  it  shall  prepare  and  issue  the  official 
program  of  the  meeting  and  place  a copy  thereof  in 
the  hands  of  the  Editor  for  publication.  The  President 
and  the  Secretary  of  the  Associaton  shall  be  ex- 
officio  members  of  the  committee,  in  addition  to  the 
seven  members  appointed  as  provided  in  the  By-Laws. 
COMMITTEE  ON  SCIENTIFIC  PROGRAM: 

Dr.  Myers  H . Hicks,  Florence 
Dr.  Naseeb  B.  Baroody,  Jr..  Florence 
Dr.  Buford  S.  Chappel.  Columbia 
Dr.  James  G.  Johnson,  Orangeburg 
Dr.  B.  Owen  Ravenel,  Charleston 
Dr.  Edwin  R.  Wallace.  III.  Barnwell 
Dr.  John  C.  Hawk,  Jr.,  Temporary  Chr..  Charleston 
Sec.  6 Committee  on  Legislative  Activities.  It  shall 
be  the  duty  of  this  committee  to  keep  in  touch  with 
public  and  professional  opinion;  to  make  a careful 
study  of  such  plans  and  proposals  as  are  advanced 
which  bear  directly  or  indirectly  upon  the  practice  of 
medicine  and  upon  the  public  health;  and  to  advise 
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the  House  of  Delegates,  the  Council,  and  the  members 
of  the  Association  concerning  these  matters.  It  shall 
represent  the  Association  before  the  committees  of 
the  General  Assembly  of  South  Carolina. 

COMMITTEE  ON  LEGISLATIVE  ACTIVITIES: 

Dr.  Donald  G.  Kilgore,  Jr.,  Greenville 

Dr.  D.  Strother  Pope,  Columbia 

Dr.  Harold  S.  Pettit,  Charleston 

Dr.  Joseph  P.  Cain,  Jr.,  Temporary  Chr..  Mullins 

Dr.  Henry  L.  Laffitte,  Allendale 

Dr.  Hugh  H.  Wells.  Seneca 

Dr.  Michael  F.  Patton,  Spartanburg 

Sub-Committee: 

Committee  on  Coroners  - Medical  Examiners 

Sec.  7.  Committee  on  Cooperative  Activities.  It  shall 
be  the  duty  of  this  committee  to  study  those  state 
agencies,  professional  organizations,  and  voluntary 
health  agencies  whose  activities  lie  in  the  field  of 
medicine,  medical  care,  and  public  health;  to  discuss 
with  representatives  of  these  groups  and  organizations 
problems  of  mutual  concern;  and  to  work  with  them 
toward  the  solution  of  these  problems. 

COMMITTEE  ON  COOPERATIVE  ACTIVITIES: 

Dr.  Robert  S.  Solomon,  Moncks  Corner 

Dr.  William  C.  Cantey.  Columbia 

Dr.  Vince  Moseley,  Charleston 

Dr.  William  T.  Hendrix,  Spartanburg 

Dr.  C.  Benton  Burns,  Sumter 

Dr.  Judson  E.  Hair,  Clemson 

Dr.  Harold  P.  Hope,  Temporary  Chr..  Union 

Sub-committees: 

Advisory  Committee  to  the  Department  of  Public 
Welfare 

Committee  on  Alcoholism  and  Drug  Addiction 

Committee  on  Religion  and  Medicine  (Dr.  Nor- 
man Eaddy  interested). 

Advisory  Committee  to  Vocational  Rehabilita- 
tion (Dr.  Ben  N.  Miller  interested). 

Committee  on  Injuries  in  Athletics  ( Dr.  C. 
Tucker  Weston  of  Columbia  and  Dr.  James  L. 
Hughes  of  Lancaster  interested). 

Committee  on  Medical  Education  Foundation 
(AMA-ERF) 

Committee  on  Cancer 

Advisory  Committee  to  the  Woman’s  Auxiliary 

Advisory  Committee  to  Crippled  Children’s  So- 
ciety 

Committee  on  Liaison  with  Allied  Professions 

Committee  on  Eye  Bank 

Committee  on  Liaison  with  Nursing  Education 

Sec.  8.  Committee  on  Medical  Education.  It  shall  be 
the  function  of  this  committee  to  suggest  and  aid  in 
instituting  means  and  methods  for  improving  post- 
graduate medical  education  of  Association  members; 
to  disseminate  information  relative  to  medicine  as  a 
career  to  college  and  high  school  students  in  the 
state;  and  to  stimulate  interest  and  financial  support 
for  the  American  Medical  Education  Research 
Foundation. 


COMMITTEE  ON  MEDICAL  EDUCATION: 

Dr.  William  A.  Klauber.  Greenwood 

Dr.  Dale  Groom,  Charleston 

Dr.  William  H.  Hunter.  Clemson 

Dr.  John  P.  Booker.  Temporary  Chr.,  Walhalla 

Dr.  J.  Harvey  Atwill.  Jr..  Orangeburg 

Dr.  Richard  S.  Pollitzer,  Spartanburg 

Dr.  Thomas  E.  Hair.  Jr.,  Columbia 

Sub  -committee: 

Committee  on  Careers  in  Medicine 

Sec.  9.  Committee  on  Medical  Service.  It  shall  be 
the  duty  of  this  committee  to  study  and  suggest 
means  for  distribution  of  medical  service  to  the  pub- 
lic consistent  with  the  policies  of  the  Association;  to 
investigate  matters  pertaining  to  the  economic  and 
social  aspects  of  medical  care;  to  study  and  make 
available  facts  and  opinions  relative  to  insurance  as 
it  affects  the  physician  and  his  patients;  and  to  co- 
operate with  state  and  federal  agencies  in  making 
plans  for  rendering  emergency  medical  care. 

COMMITTEE  ON  MEDICAL  SERVICE: 

Dr.  A.  Izard  Josey,  Columbia 

Dr.  Hugh  H.  DuBose,  Columbia 

Dr.  Martin  M.  Teague,  Laurens 

Dr.  Joseph  P.  Cain,  Mullins 

Dr.  Casper  E.  Wiggins,  Greenwood 

Dr.  Wyman  King,  Temporary  Chr.,  Batesburg 

Dr.  Charles  E.  Banov.  Charleston 

Dr.  James  S.  Garner,  Jr.,  Mullins 

Sub-Committees: 

Committee  on  Emergency  Medical  Care 

Committee  on  Accident  Prevention 

Sec.  10.  Committee  on  Mental  Health.  It  shall 
be  the  duty  of  this  committee  to  study  matters 
pertaining  to  the  mental  health  aspects  of  medical 
care  in  South  Carolina  and  to  advise  the  Association 
as  to  what  is  being  done  and  what  needs  to  be  done 
in  this  field. 

COMMITTEE  ON  MENTAL  HEALTH: 

Dr.  James  B.  Galloway.  Columbia 

Dr.  Edward  M.  Burn.  Columbia 

Dr.  R.  Bruce  Ford,  Spartanburg 

Dr.  Robert  G.  Mann,  Easley 

Dr.  Michael  Holmes.  Temporary  Chr.,  Kingstree 

Dr.  Joseph  J.  Nannarello,  Greenville 

Dr.  William  S.  Hall,  Columbia 

Sub-committee: 

Committee  to  work  with  Government  Agencies  on 
Mental  Retardation 

Sec.  11.  Committee  on  Public  Relations.  It  shall  be 
the  duty  of  this  committee  to  keep  informed  as  to  the 
varied  activities  of  the  Association;  to  advise  officers 
and  members  of  the  Association  of  the  strengths  and 
weakness  of  its  official  program;  and  to  promote  plans 
for  telling  the  story  of  the  Association  and  its  work  to 
the  public  in  such  a way  as  to  strengthen  the  stature 
of  the  organization  and  of  its  members. 
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COMMITTEE  ON  PUBLIC  RELATIONS: 

Dr.  Joseph  I.  Waring,  Chairman,  Charleston 

Dr.  Robert  S.  Solomon,  Moncks  Corner 

Dr.  John  R.  Timmons,  Columbia 

Dr.  Samuel  O.  Cantey,  Jr.,  Marion 

Dr.  Joel  W.  Wyman,  Anderson 

Dr.  Ralph  P.  Baker.  Newberry 

Dr.  Winston  Y.  Godwin,  Cheraw 

Sec.  12.  Committee  on  Industrial  Health.  It  shall  be 
the  duty  of  this  committee  to  study  matters  pertain- 
ing to  industrial  health  in  South  Carolina  and  to 
advise  the  Association  as  to  what  is  being  done  and 
what  needs  to  be  done  in  this  field.  It  shall  also  serve 
as  the  liaison  committee  to  the  South  Carolina  In- 
dustrial Commission. 

COMMITTEE  ON  INDUSTRIAL  MEDICINE: 

Dr.  H.  Leon  Poole.  Spartanburg 

Dr.  Allen  R.  Slone,  Hartsville 

Dr.  Dexter  M.  Evans,  Jr.,  Lake  City 

Dr.  Rufus  K.  Nimmons,  Jr.,  Seneca 

Dr.  George  V.  Rosenburg,  Abbeville 

Dr.  Joseph  L.  Goodman,  North  Charleston 

Dr.  J.  Hal  Jameson,  Temporary  Chr.,  Easley 

Sec.  13.  Committee  on  Maternal  Health.  This  com- 
mittee shall  consist  of  a chairman  who  shall  be  a full 
time  specialist  in  obstetrics,  or  in  obstetrics  and 
gynecology,  nominated  by  the  South  Carolina  Ob- 
stetrical and  Gynecological  Society;  the  Director  of 
the  Maternal  and  Child  Health  Division  of  the  South 
Carolina  State  Board  of  Health,  provided  he  is  a 
member  of  the  Association;  and  six  members,  at  least 
four  of  whom  shall  be  general  practitioners  actively 
interested  in  the  practice  of  obstetrics.  Should  notice 
of  the  nomination  of  the  chairman  not  be  received  by 
the  Secretary  of  the  Association  before  the  adjourn- 
ment of  the  annual  meeting  of  the  Association,  the 
Council  shall  appoint  the  chairman  without  nomina- 
tion. 

COMMITTEE  ON  MATERNAL  HEALTH: 

Dr.  Hilla  Sheriff  (State  Bd.  of  Health),  Columbia 

Dr.  Edward  J.  Dennis,  Chairman.  Charleston 

Dr.  William  W.  King.  Jr.,  Newberry 

Dr.  Samuel  B.  Moyle,  Walhalla 

Dr.  James  C.  Brice.  Jr..  Easley 

Dr.  Harry  R.  Temple,  Florence 

Dr.  Francis  P.  Owings,  Union 

Dr.  Herbert  M.  Black,  Columbia 

Dr.  William  L.  Perry,  Temporary  Chr.,  Chesterfield 

Sec.  14.  Committee  on  Infant  and  Child  Health. 
This  committee  shall  consist  of  nine  members  who 
shall  be  appointed  for  terms  of  three  years  each,  and 
no  member  may  succeed  himself  more  than  once. 
Three  members  of  the  committee  shall  be  general 
practitioners,  nominated  by  the  South  Carolina  Acad- 
emy of  General  Practice;  three  shall  be  specialists  in 
Obstetrics  and/or  Gynecology  and  shall  be  nominated 
by  the  South  Carolina  Obstetrical  and  Gynecological 
Society;  three  members  shall  be  specialists  in  pedi- 
atrics, nominated  by  the  South  Carolina  Pediatric 


Society.  The  chairman  of  the  committee  shall  be  one 
of  the  specialists  in  pediatrics  and  shall  be  designated 
by  the  Council.  Should  notice  of  nominations  to 
this  committee  not  be  received  by  the  Secretary  of 
the  Association  before  adjournment  of  the  annual 
meeting  of  the  Association,  the  Council  shall  select 
the  members  of  the  committee  without  such  nomina- 
tion. 

COMMITTEE  ON  INFANT  AND  CHILD 

HEALTH: 

Dr.  Casper  E.  Wiggins.  Chairman.  Greenwood 
Dr.  J.  Hal  Jameson,  Temporary  Chr.,  Easley 
Dr.  Walter  M.  Hart.  Florence 
Dr.  Samuel  P.  Fleming,  Spartanburg 
Dr.  William  P.  Bennett.  Columbia 
Dr.  Kemper  D.  Lake.  Whitmire 
Dr.  Jack  W.  Rhodes,  Charleston 
Dr.  Robert  E.  Holman,  Elloree 
Dr.  Girard  C.  Rippy,  Jr.,  Anderson 
Dr.  Frank  R.  Huff,  St.  Matthews 
Dr.  Hilla  Sheriff  (State  Bd.  of  Health),  Columbia 
Sub  -committee: 

Committee  on  School  Health 

Sec.  15.  Mediation  Committee.  The  Mediation 
Committee  shall  be  composed  of  nine  members,  one 
from  each  medical  district  of  the  Association.  These 
shall  be  elected  by  the  House  of  Delegates  from  a 
slate  of  eighteen  ( 18 ) members  submitted  by  Coun- 
cil, such  list  to  include  two  members  from  each  medi- 
cal district  but  no  two  members  from  any  one  county. 
The  terms  of  these  members  shall  be  three  years  and 
shall  coincide  with  the  terms  of  the  councilors  from 
the  corresponding  districts.  No  member  of  the  com- 
mittee shall  serve  more  than  two  consecutive  terms. 
The  committee  shall  meet  twice  a year  and  upon  the 
call  of  the  chairman.  At  its  annual  meeting  it  shall 
elect  its  own  officers.  The  committee  shall  receive  and 
investigate  complaints  concerning  professional  con- 
duct and  ethical  deportment  of  members  of  the 
Association  and  shall  attempt  amicable  adjustment. 
When  disciplinary  action  is  indicated,  all  evidence 
shall  be  submitted  to  Council  with  recommendation 
for  action.  The  committee  shall  develop  its  method  of 
procedure  and  rules  for  action  subject  to  the  approval 
of  Council. 

MEDIATION  COMMITTEE:  (Elected  by  House  of 

Delegates ) 

Dr.  Wescoat  A.  Black.  Beaufort 

Dr.  R.  G.  Latimer.  Cayce 

Dr.  Robert  S.  Clarke,  Jr.,  Due  West 

Dr.  Donald  G.  Kilgore.  Jr.,  Greenville 

Dr.  Ripon  W.  LaRoche,  Vice-Chairman.  Camden 

Dr.  Swift  C.  Black,  Dillon 

Dr.  Marion  Davis,  Manning 

Dr.  James  L.  Wells,  Chairman,  Orangeburg 

Dr.  Francis  P.  Owings,  Secretary,  Union 

Sec.  lb.  Memorial  Committee.  This  committee  shall 
be  composed  of  three  members,  appointed  by  Coun- 
cil, whose  duty  it  shall  be  to  secure  the  names  of  and 
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information  relative  to  members  of  the  Association 
who  have  died  within  a given  year,  and  to  present 
the  names  of  these  men  with  a fitting  tribute  at  the 
next  annual  session  of  the  Association. 

MEMORIAL  COMMITTEE: 

Dr.  Sam  Cantey,  Marion 

Dr.  J.  Richard  Sosnowski,  Charleston 

Dr.  Clay  W.  Evatt,  Temporary  Chr.,  Charleston 

Sec.  17.  Committee  on  Historical  Medicine.  This 
committee  shall  be  composed  of  five  members,  ap- 
pointed by  the  Council,  to  serve  at  the  will  of  the 
Council.  Its  duty  shall  be  to  search  for  and  gather 
together  such  information  as  is  available  concerning 
the  life  and  activities  of  the  Association  and  its  mem- 
bers, and  to  disseminate  this  historical  data  through 
articles  in  the  Journal  and  through  special  publica- 
tions. 

COMMITTEE  ON  HISTORICAL  MEDICINE: 

Dr.  Joseph  I.  Waring,  Chairman,  Charleston 
Dr.  William  C.  Herbert,  Jr..  Spartanburg 
Dr.  Leon  Banov,  Jr.,  Charleston 
Dr.  J.  Richard  Allison,  Jr..  Columbia 
Dr.  Richard  M.  Pollitzer,  Greenville 


Sec.  17  (a).  Committee  on  Constitution  and  By- 
Laws.  It  shall  be  the  duty  of  this  committee  to  study 
the  Constitution  and  By-Laws  of  the  Association  from 
time  to  time,  and  to  formulate  for  proposal  such 
changes  as  it  may  deem  proper;  to  consider  any  pro- 
posed amendments  which  may  be  referred  to  it  by 
any  official,  committee  or  member  of  the  Association 
and  to  make  recommendation  to  the  Council  and/or 
the  House  of  Delegates  as  to  the  advisability,  pro- 
priety and  language  of  any  such  amendments, 
initiated  by  this  committee,  or  referred  to  it  as  above 
indicated. 

COMMITTEE  ON  CONSTITUTION  AND 
BY-LAWS: 

Dr.  Joseph  D.  Thomas.  Temporary  Chr..  Denmark 

Dr.  William  H.  Hunter,  Clemson 

Dr.  George  G.  Durst,  Sullivans  Island 

Dr.  Clay  W.  Evatt,  Charleston 

Dr.  Swift  C.  Black,  Dillon 

Dr.  Wallis  D.  Cone,  Sumter 

Dr.  William  A.  Wallace,  Spartanburg 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
The  Minutes  of  the 
House  of  Delegates 

118th  Annual  Session 

May  10,  11,  1966,  Dr.  Julian  P.  Price,  presiding 
Ocean  Forest  Hotel,  Myrtle  Beach,  S.  C. 


( This  is  an  abstract.  The  complete  version  of  the 
minutes  is  in  the  possession  of  the  Secretary  and  of 
the  office  of  the  Association  in  Florence. ) 


After  making  some  preliminary  statements  concern- 
ing the  mechanics  of  the  meeting.  Dr.  Julian  Price. 
President,  gave  his  valedictory  speech.  (This  has 
appeared  in  the  Journal.)  Following  this  Mr.  M.  L. 
Meadors.  Executive  Secretary,  gave  his  report  for  the 
year.  (This  also  has  appeared  in  the  Journal.) 

The  routine  reports  of  the  Secretary,  Dr.  Ben  N. 
Miller,  the  Treasurer,  Dr.  Howard  Stokes,  the  Editor 
of  the  Journal,  Dr.  J.  I.  Waring,  and  the  Chairman  of 
Council,  Dr.  Norman  O.  Eaddy.  were  presented.  Dr. 
Eaddy  presented  a number  of  recommendations  from 
Council  which  were  referred  to  appropriate  reference 
committees.  Dr.  George  D.  Johnson,  Delegate  to  the 
AMA,  then  gave  his  report  describing  the  activities  of 
the  AMA’s  House  of  Delegates  and  the  part  which  our 
delegates  played. 

Dr.  Joseph  D.  Thomas  of  Denmark  then  gave  his 
committee  report  on  the  revisions  of  the  Constitution 
and  By-Laws.  This  was  referred  to  a reference  com- 
mittee. 

This  full  report  outlined  certain  changes  in  the 
Constitution  and  detailed  the  arrangement  for  setting 
up  committees  under  the  resolution  proposed  in  1965. 
( The  Constitution  will  be  considered  next  year. ) 

Dr.  Frank  Owens  reported  for  the  Medical  Ad- 
visory Committee  to  Selective  Service  that  there  is  at 
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present  a call  for  25  doctors  from  South  Carolina.  He 
noted  that  the  call  would  probably  be  made  in  July 
or  August  and  that  the  order  of  priority  would  be: 

1 ) Graduating  interns  between  the  ages  of  19-26, 
single,  oldest  first. 

2)  Graduating  interns  between  the  ages  of  19-26, 
married,  oldest  first. 

3)  Those  over  26  and  not  yet  35— youngest  first, 
regardless  of  whether  single  or  married. 

Resolutions  were  then  introduced.  Dr.  John  C. 
Hawk  of  the  Charleston  County  Medical  Society 
offered  12  resolutions,  all  of  which  were  referred  to 
reference  committees. 

Dr.  Harrison  Peeples  of  Estill  then  offered  a resolu- 
tion recommending  equal  compensation  to  Medicare 
participants  and  stating  the  unwillingness  of  the  phy- 
sicians of  South  Carolina  to  be  party  to  the  setting  up 
of  a system  or  schedule  of  fees  which  would  dis- 
criminate because  of  geographical  location  or  low 
income  areas  to  their  patients  under  Medicare. 

After  this  report,  the  business  of  the  House  was 
interrupted  to  allow  the  introduction  and  recognition 
of  the  officers  of  the  Woman’s  Auxiliary,  Mrs.  Hayne 
Taylor  of  Greenville,  President,  and  Mrs.  Leon 
Banov.  Jr.,  of  Charleston.  President-Elect.  Dr.  Joe 
Cain,  Jr..  Delegate  to  the  AMA.  then  presented  his 
report,  supplementing  the  remarks  which  had  been 
made  by  Dr.  Johnson. 

The  reports  of  various  committees  were  then  re- 
ferred to  appropriate  reference  committees  for  study. 


Going  and  Coming 


Dr.  Pope  gave  a supplemental  report  for  the  Com- 
mittee on  Coroners-Medical  Examiners  to  the  effect 
that  the  bill  which  had  been  introduced  in  the  House 
had  been  withdrawn  in  spite  of  the  fact  that  it  had 
been  endorsed  by  the  South  Carolina  Medical  Associa- 
tion, the  South  Carolina  Bar  Association  and  the 
Pathology  Association  of  South  Carolina. 

Dr.  William  II.  Hunter  gave  a report  on  the  efforts 
of  his  committee  to  promote  interest  among  young 
people  in  careers  in  medicine  and  outlined  some  of 
their  plans  including  a moving  picture  film  and  a 
health  fair  to  be  held  in  Columbia. 

Dr.  W.  R.  Wallace  then  made  a supplementary 
report  for  the  Executive  Committee  of  the  State 


Board  of  Health,  dwelling  on  some  of  the  problems 
and  prospects  of  the  approaching  Medicare. 

Dr.  T.  G.  Goldsmith  reported  that  since  rendering 
his  report,  he  had  received  for  the  Benevolence  Fund 
the  additional  sum  of  $170  making  the  total  for  1966 
$370.  He  suggested  that  each  county  society  should 
make  a donation  of  not  less  than  $100  to  this  fund. 

The  committee  recommended  the  adoption  of  the 
Charleston  County  Resolution  #8  condemning  Public 
Law  89-97  and  this  was  passed. 

The  committee  recommended  the  adoption  of 
Charleston  County  Resolution  #9  concerning  opposi- 
tion to  the  compulsory  use  of  generic  names  of  drugs 
and  this  resolution  was  passed. 

Charleston  County  Resolution  #10  recommending 
the  appointment  of  Dr.  Edward  Annis,  Dr.  Amos 
Johnson  and  Dr.  William  O.  LaMotte  as  members  of 
the  AMA  Advisory  Committee  to  the  Department  of 
Health.  Education  and  Welfare  was  passed. 

Charleston  County  Resolution  #11  aimed  at  in- 
structing the  Delegates  to  the  AMA  to  introduce  a 
resolution  calling  upon  the  House  of  Delegates  to 
reaffirm  its  policy  and  insist  upon  a literal  interpreta- 
tion of  Section  1801,  Public  Law  89-97.  was  adopted. 

The  resolution  from  Horry  County  calling  for  a 
fee  for  professional  services  on  Welfare  patients  was 
not  adopted. 

The  Aiken  County  resolution  concerning  fees  paid 
by  private  insurance  companies  under  the  Workmen’s 
Compensation  Act  was  discussed  at  some  length  and 
action  was  postponed  until  further  conference  could 
be  held. 

Dr.  Kenneth  M.  Lynch,  Jr.,  gave  a report  for  the 
Reference  Committee  on  Legislation  and  Public  Rela- 
tions. This  reported  favorably  on  the  resolution  of 
Dr.  Norman  Eaddy  that  the  resolution  of  1965  con- 
cerning Medicare  be  reworded  to  omit  the  word 
“desirable”  in  the  sentence  “It  is  ethical,  proper,  and 
desirable  for  reputable  physicians  not  to  participate.” 
This  resolution  was  adopted  with  the  addition  of  the 
words  “moral  and  proper”  as  recommended  by  Dr. 
F.  M.  Ball  from  the  floor.  The  reading  was  finally 
“It  is  ethical,  proper,  moral,  and  legal  for  reputable 
physicians  not  to  participate.”  This  resolution  was 
passed. 

The  committee  recommended  the  adoption  of  the 
report  of  the  Committee  on  Liaison  with  Allied  Pro- 
fessions, the  report  of  the  Committee  on  Legislation 
and  Public  Relations,  the  report  of  the  Committee  on 
Careers  in  Medicine,  the  report  of  the  Public  Informa- 
tion Committee,  and  the  resolution  of  Dr.  Frank 
Owens  regarding  The  Selective  Service  Committee. 
These  were  all  adopted. 

The  committee  recommended  a change  in  the 
Charleston  County  Resolution  #4  so  that  it  would 
read  “Resolved,  that  the  South  Carolina  Medical 
Association  declare  Senate  Bill  S2568  (Hart  Bill)  to 
be  unnecessary.  Be  it  further  resolved  that  the  South 
Carolina  Medical  Association  shall  notify  the  Ameri- 
can Medical  Association  and  the  South  Carolina 
senators  and  representatives  in  Congress  of  this 
opinion  by  forwarding  a copy  of  this  resolution.” 

Dr.  C.  W.  Delia  of  Horry  County  offered  a resolu- 
tion to  provide  fees  for  service  to  South  Carolina  phy- 
sicians for  the  treatment  of  welfare  patients  and  pro- 
posed that  a suitable  professional  payment  schedule 
be  developed  by  the  South  Carolina  Medical  Associa- 
tion. (This  was  not  adopted.) 

Dr.  Robert  C.  Brownlee  of  Greenville  offered  a 
resolution  concerning  Blue  Cross-Blue  Shield,  urging 
that  Blue  Cross-Blue  Shield  offer  a basic  coverage 
policy  to  the  elderly. 

Dr.  Kenneth  Owens  of  Aiken  had  a resolution 
urging  that  the  Association  establish  various  more 
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appropriate  fee  schedules  for  use  with  governmental 
agencies  such  as  vocational  rehabilitation,  crippled 
children,  aid  to  the  blind,  and  military  Medicare.  His 
second  resolution  referred  to  the  concept  that  fees 
paid  by  private  insurance  companies  under  the  Work- 
men’s Compensation  Act  are  completely  inadequate 
and  proposing  that  the  “usual  and  customary  fee” 
should  prevail. 

Dr.  W.  T.  Finklea  of  Greenwood  offered  a resolu- 
tion which  was  an  affirmation  of  the  statement  of  the 
principles  of  the  South  Carolina  Radiological  Society 
concerning  separation  of  professional  fees  from  hos- 
pital charges. 

The  House  then  adjourned  to  reopen  at  9:00  the 
next  morning. 

Dr.  R.  L.  Crawford.  Chairman  of  the  Reference 
Committee  on  Reports  of  Council  and  Officers,  en- 
dorsed the  various  reports  submitted  to  them. 

The  resolution  of  the  South  Carolina  Radiological 
Society  concerning  its  stand  in  billing  was  adopted. 

The  Reference  Committee  on  Public  and  Industrial 
Health.  Dr.  Halstead  Stone.  Chairman,  approved  the 
report  of  the  Committee  on  Cancer,  the  Committee 
on  Accident  Prevention,  and  the  Advisory  Committee 
to  the  Crippled  Children’s  Society.  The  Committee 
found  the  report  of  the  Industrial  Fee  Schedule  Com- 
mittee to  he  inadequate  and  submitted  the  following 
recommendations : 

1 ) We  find  the  present  fee  schedule  inadequate 
and  recommend  the  adoption  of  a relative  value 
fee  schedule  to  cover  every  medical  procedure. 

2)  The  Industrial  Fee  Schedule  Committee  should 
be  revised  and  report  to  Council  at  its  next 
meeting  with  a recommended  schedule. 

3)  Recommend  as  consultant  to  the  committee  the 
Medical  Consultant  of  the  Industrial  Commis- 
sion. 

In  discussion  Dr.  Harold  Jervey  pointed  out  that 
South  Carolina  fees  were  higher  than  those  in  the 
neighboring  states.  These  reports  were  then  adopted. 

The  committee  approved  the  reports  of  the  Com- 
mittee on  Maternal  Mortality,  the  Emergency  Medical 
Care  Committee,  the  Mental  Health  Committee,  the 
Committee  to  Study  Health  Organizations,  and  the 
report  of  the  Executive  Committee  of  the  State  Board 
of  Health.  These  were  all  adopted  by  the  House. 

The  Reference  Committee  on  Amendments  to  the 
Constitution  and  By-Laws,  Dr.  Charles  J.  Lemmon, 
Chairman,  reported  its  approval  of  the  changes  pro- 
posed. The  Chair  pointed  out  that  the  amendments 
must  lie  on  the  table  for  another  year  and  would  not 
be  adopted  at  this  meeting. 

After  some  discussion  the  report  was  referred  to  a 
new  standing  committee  on  the  Constitution  and  By- 
Laws  which  will  report  next  year. 


Dr.  Lemmon  brought  in  a report  concerning  the 
amendment  made  at  the  last  Annual  Meeting  about 
the  revision  of  the  membership  of  past  presidents  in 
the  Hon.se  of  Delegates  and  expressed  the  disapproval 
of  the  Committee.  This  report  elicited  considerable 
discussion  and  the  amendment  was  not  adopted  by 
the  House. 

The  Reference  Committee  on  Insurance  and  Blue 
Cross  and  Blue  Shield  then  reported  on  their  extensive 
labors.  After  some  explanatory  discussion  the  Chair- 
man, Dr.  Robert  C.  Brownlee,  moved  the  adoption 
of  the  report  of  the  Committee  on  Medical  and  Hos- 
pital Contracts  and  the  House  concurred. 

Charleston  County  Resolution  #7  on  the  subject 
of  the  payment  of  Blue  Shield  only  to  licensed  doctors 
of  medicine  was  passed. 

Charleston  County  Resolution  #6  recommending 
the  withdrawal  of  Blue  Shield  from  Medicare  oc- 
casioned some  prolonged  and  sometimes  heated  dis- 
cussion but  failed  to  pass. 

Mr.  William  Sandow  of  Blue  Shield  was  requested 
to  take  the  floor  and  gave  a discussion  of  the  matter 
in  which  he  pointed  out  the  various  considerations 
involved.  The  Reference  Committee  recommended 
that  the  Board  of  Directors  of  Blue  Shield  continue 
to  keep  an  open  mind  and  continue  to  keep  abreast  of 
developments  in  this  field  as  they  occur  from  day 
to  day.  until  such  time  as  the  contract  is  preferred  to 
them  by  HEW  with  final  decision  to  be  made  at  that 
time  by  the  Board  of  Directors  of  Blue  Shield.  The 
vote  for  adoption  of  this  Resolution  was  83  to  32. 

Reconvening  after  a short  recess  the  House  then 
went  into  the  election  of  officers.  Dr.  Norman  O. 
Eaddy  was  nominated  for  President-Elect.  Dr.  John 
C.  Hawk  was  nominated  as  Vice-President.  Dr.  Ben 
Miller  was  nominated  as  Secretary  and  Dr.  Howard 
Stokes  as  Treasurer.  These  were  all  elected.  Dr. 
George  Dean  Johnson  was  re-elected  Delegate  to  the 
AM  A and  Dr.  Thomas  Parker  was  re-elected  Alter- 
nate Delegate.  The  Council  members  were  then 
elected  as  follows: 

1st  District— Dr.  Clay  W.  Evatt 
4th  District— Dr.  John  P.  Booker 
7th  District— Dr.  Michael  Holmes 
Members  of  the  Mediation  Committee: 

Dr.  W.  A.  Black  of  Beaufort 
Dr.  Don  Kilgore  of  Greenville 
Dr.  Marion  Davis  of  Manning 
Members  of  the  Committee  on  Legislation  and  Public 
Relations: 

Dr.  Hugh  Wells  of  Seneca 
Dr.  H.  L.  Lafitte  of  Allendale 
Committee  on  Emergency  Medical  Care: 

Dr.  Gilbert  B.  Bradham  of  Charleston 
State  Board  of  Medical  Examiners: 

Dr.  William  D.  Whetsell  was  re-elected  as  was  Dr. 
Charles  N.  Wyatt. 

Hospital  Advisory  Council  to  the  State  Board  of 
Health: 

Dr.  Ralph  P.  Baker  was  re-elected 
Benevolence  Fund  Committee: 

Dr.  Ripon  LaRoche  of  Camden  was  elected. 

The  report  of  the  Memorial  Committee  was  given 
by  Dr.  S.  O.  Cantey,  Jr. 

The  House  then  returned  to  the  report  of  the  Refer- 
ence Committee  on  Insurance  and  Blue  Cross  and 
Blue  Shield  and  it  was  recommended  that  a special 
committee  be  appointed  from  Council  to  consider  the 
whole  matter. 

The  Greenville  resolution  concerning  the  avail- 
ability of  Blue  Shield-Blue  Cross  to  patients  over  65 
was  adopted. 

Charleston  County  Resolution  #2  concerning  sup- 
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port  of  hospital-based  specialists  was  adopted.  A 
recommendation  of  Council  that  “the  principle  of  sub- 
mission by  all  physicians  of  separate  bills  to  their 
patients  for  professional  services”  was  adopted. 

Charleston  County  Resolution  concerning  the  In- 
dividual Responsibility  Program  was  approved  and 
adopted. 

The  resolution  concerning  equal  compensation  to 
Medicare  participants  was  accepted  as  information. 

The  Charleston  County  Resolution  concerning  the 
Blue  Shield  customary  fee  survey  did  not  meet  the 


The  President-elect 


approval  of  the  Reference  Committee.  The  recom- 
mendation of  the  Reference  Committee  was  adopted. 

The  report  of  the  Reference  Committee  on  Insur- 
ance and  Blue  Cross  and  Blue  Shield  continued.  The 
Charleston  resolution  on  Utilization  Review  Com- 
mittees and  Claims  Review  Committees  was  approved 
and  adopted. 

The  Committee  on  Miscellaneous  Business  recom- 


mended approval  of  the  reports  of  the  Mediation 
Committee,  the  AMA-ERF  Committee,  the  Advisory 
Committee  to  the  Crippled  Children  Society,  the 
Advisory  Committee  to  the  Department  of  Public 


The  head  table 


Welfare,  the  School  Health  Committee,  the  Committee 
on  Membership,  the  Committee  on  Infant  and  Child 
Health,  the  report  of  the  State  Board  of  Medical 
Examiners,  the  Committee  on  Historical  Medicine  and 
the  Committee  on  Post-Graduate  Education.  The 
Reference  Committee  requested  that  the  Post-Gradu- 
ate Education  Committee  be  continued.  The  House 
concurred.  The  Benevolence  Fund  was  approved  as 
was  the  report  of  the  Committee  on  Coroners-Medical 
Examiners.  The  candidacy  of  Dr.  Edward  Annis  on 
the  Board  of  Trustees  of  the  American  Medical  Asso- 
ciation was  endorsed  by  the  Committee. 

An  invitation  to  meet  at  Myrtle  Beach  in  1967  was 
received  from  Horry  County  and  the  House  accepted 
it  with  acclaim. 

According  to  the  record  of  the  Recording  Secretary: 
“Motion  was  made  from  the  floor  that  Dr.  Price  be 
complimented  on  his  excellent  parliamentary  pro- 
cedure. (This  was  greeted  with  deafening  applause.)” 


An  Abstract  of  the  Minutes  of 
The  Annual  Meeting  of  the  South  Carolina 
Medical  Care  Plan 
May  10,  11,  1966, 

Dr.  J.  Hal  Jameson,  presiding 

Dr.  Jameson  presented  the  report  of  the  progress 
and  problems  of  Blue  Shield  for  the  past  year.  He 
stated  in  brief  the  present  plans  for  Blue  Shield  in 
regard  to  coverage. 

The  Corporation  approved  a resolution  to  change 
the  name  of  the  South  Carolina  Medical  Care  Plan  to 
“The  Blue  Shield  Plan  of  South  Carolina.” 

Dr.  A.  C.  Bozard  for  the  nominating  committee 
recommended  that  the  following  directors  be  re- 
appointed: 

Mr.  W.  Palmer  Dillard,  Dr.  J.  Hal  Jameson,  Dr.  A. 
Izard  Josey,  Dr.  Samuel  Cl.  Lowe,  Mr.  Capers  L. 
Peterson  and  suggested  that  Dr.  Louis  P.  Jervey  be 
elected  in  place  of  Dr.  Prioleau  who  requested  that 
he  not  be  renominated.  Dr.  Jervey  was  elected.  Dr. 
Wells  Brabham  of  Orangeburg  nominated  Dr.  James 
L.  Wells  of  Orangeburg  and  he  was  elected. 


Mr.  William  Sandow  presented  his  remarks  con- 
cerning the  pattern  of  benefits  to  be  offered  to  those 
over  age  65.  He  noted  that  the  Blue  Cross  Board, 
which  was  to  meet  shortly  after  this  meeting,  would 
review  the  situation  for  possible  changes.  There 
were  many  questions  and  much  discussion  from  the 
floor,  without  any  definite  conclusion. 

Reconvening  on  May  1 1 the  president  pointed  out 
that  it  was  necessary  to  amend  the  charter  of  Blue 
Shield  to  allow  it  to  act  as  a carrier  for  Medicare.  He 
offered  a resolution  that  Blue  Shield  be  allowed  “to 
act  as  fiscal  intermediary  agent  for  the  Administra- 
tion’s programs  of  Health  and  Medical  Insurance 
sponsored  or  financed  by  an  agency  of  the  United 
States.”  This  was  amended  by  Dr.  Hawk  by  the 
addition  of  the  words  “for  as  long  as  it  is  determined 
by  the  Blue  Shield  Board.”  Dr.  Ball  offered  an 
amendment  that  the  government  agency  should  be 
specified  as  HEW.  Dr.  Parker  suggested  using  the 
words  "fiscal  carrier”  rather  than  “fiscal  intermediary 
agent.”  Final  wording  was  “to  act  as  fiscal  carrier  in 
the  administration  oi  programs  of  health  and  medical 
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insurance  sponsored  or  financed  by  HEW  for  the 
administration  of  Part  B of  the  Medicare  Law.”  After 
much  discussion  Dr.  Hawk  finally  offered  a brief 
statement  of  the  wording  as  follows:  “To  act  as  fiscal 
carrier  for  Part  B of  Medicare  PL89-97  subject  to  the 


continuing  approval  of  the  Board  of  Directors”  and 
the  amendment  was  passed  in  this  form.  The  Chair 
ruled  that  this  superceded  the  previous  wordings.  The 
motion  was  passed  by  a large  majority. 


REPORT  ON  ACTIONS  OF1  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
115th  ANNUAL  CONVENTION 
JUNE  26-30,  1966 
CHICAGO 


Federal  Health  Legislation 

The  House  of  Delegates  received  and  considered  a 
large  number  of  reports  and  resolutions  dealing  with 
Medicare,  the  expanded  Kerr-Mills  program  under 
Title  19  of  Public  Law  89-97  and  other  federal  laws 
or  programs. 

In  accepting  and  commending  a Board  of  Trustees 
report  on  Medicare,  the  House  recommended  that 
“the  Association  give  wide  dissemination  to  the 
information  contained  therein,  particularly  its  in- 
formed discussion  of  direct  billing,  the  basic  pur- 
poses of  utilization  review,  the  rejection  of  com- 
pensation for  service  on  such  committees  except  in 
exceptional  circumstances,  and  the  proper  placement 
of  any  onus  of  responsibility  for  any  failure  in  the 
Medicare  program.” 

The  Board  report  ended  with  the  following  con- 
clusion: 

“During  the  past  year  many  individuals  have  repre- 
sented the  American  Medical  Association  and  the 
physicians  of  the  United  States  by  meeting  frequently 
with  officials  of  the  Department  of  Health,  Education 
and  Welfare.  This  degree  of  cooperation  on  our  part 
should  be  viewed  as  a recognition  by  responsible 
citizens  of  an  obligation  to  obey  the  law  of  the  land, 
including  this  law  with  which  we  disagree.  Our 
specific  purposes  have  been  to  provide  expert 
assistance  to  the  government  so  that  this  law  could 
be  implemented  in  a manner  most  helpful  to  the  bene- 
ficiaries while  disturbing  the  practice  of  medicine  to 
the  minimum  degree.  Despite  our  best  efforts  it  is 
apparent  that  serious  problems  are  inevitable  in  con- 
nection with  the  implementation  of  this  law  and  we 
trust  that  the  physicians  and  the  public  will  place  the 
blame  for  such  deficiencies  squarely  where  they  be- 
long—on  the  Federal  Government. 

“We  are  proud  of  the  role  we  have  assumed  and 
in  many  instances  our  efforts  have  been  productive. 
Proposed  forms  were  simplified;  some  unnecessary 
forms  eliminated,  and  a number  of  our  suggestions 
were  incorporated  in  regulations  and  procedures.  An 
informative  “Reference  Guide”  for  physicians,  re- 
cently distributed,  was  prepared  with  consultation  of 
AMA  staff.  Numerous  other  items  will  continue  to 
receive  our  most  serious  study  and  consideration,  and 
the  Board  urges  and  requests  that  every  member 
exhibit  his  personal  diligence  by  supplying  his  local 
medical  society  documented  evidence  of  transgres- 


sions of  the  spirit  or  the  letter  of  the  law  as  it  is 
implemented. 

“The  Board  of  Trustees  intends  to  continue  to 
supply  advice,  guidance,  and  dissent  when  necessary 
to  the  Government  or  to  other  third  parties  on  matters 
that  pertain  to  the  health  of  the  public  and  the  inter- 
ests of  the  medical  profession.” 

The  House  strongly  supported  the  general  concept 
of  individual  responsibility  and  endorsed  a report 
from  the  Council  on  Medical  Service  which  included 
the  following  statement: 

“Since  the  Council  believes  that  the  current  interest 
in  the  doctrine  of  individual  responsibility  stems  in 
large  part  from  concern  over  the  matter  of  assign- 
ments under  PL  89-97.  it  hastens  to  add  that,  as  a 
matter  of  American  Medical  Association  policy,  the 
Council  on  Medical  Service  recommends  reaffirmation 
of  the  responsibility  of  individual  physicians  for 
determining  how  they  will  govern  their  professional 
practices  under  this  law  and  that  physicians  should 
be  made  acutely  aware  of  the  manifest  superiorities 
of  direct  billing  as  previously  communicated  to  this 
House  in  the  Council’s  Report  E (A-66)  on  ‘Recom- 
mendations on  the  Physician’s  Role  in  Medicare.’  ” 
The  latter  report  ( Report  E ) was  highly  com- 
mended, and  the  House  recommended  its  widest  pos- 
sible dissemination,  including  publication  in  its 
entirety  in  a prominent  place  in  the  earliest  possible 
issue  of  AMA  News. 

Physicians’  Billing  Procedures 

In  connection  with  the  Medicare  part  of  Public 
Law  89-97.  the  House  also  adopted  three  resolutions 
which  recommended  that  physicians  use  the  direct 
billing  method  rather  than  the  assignment  procedure. 
At  the  same  time,  the  House  pointed  out  that  adop- 
tion of  these  resolutions  should  not  be  interpreted  as 
contravening  the  statement  approved  at  the  Special 
Session  in  October.  1965,  which  said: 

“The  American  Medical  Association  opposes  any 
program  of  dictation,  interference  or  coercion, 
whether  direct  or  indirect,  affecting  the  freedom  of 
choice  of  the  physician  to  determine  for  himself  the 
extent  and  manner  of  participation  or  financial 
arrangement  under  which  he  shall  provide  medical 
care  to  patients  under  Public  Law  89-97.” 

In  considering  a resolution  on  the  right  to  bill 
patients  under  Title  19  of  the  law,  the  House  passed 
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an  amendment  pointing  out  that  direct  billing  has 
been  recommended  as  the  billing  method  of  choice 
under  Title  18  by  the  Board  of  Trustees  and  the 
Council  on  Medical  Service.  It  then  said  that  since 
there  is  a wide  latitude  available  to  the  states  in 
establishing  administrative  procedures  under  Title  19, 
each  state  medical  association  should  work  early  and 
diligently  in  its  own  state  so  that  any  plan  or  law 
adopted  in  its  state  for  approval  under  Title  19  would 
include  authorization  for  direct  billing. 

The  House  also  instructed  the  AMA  Advisory  Com- 
mittee to  the  Department  of  Health,  Education  and 
Welfare  to  do  all  in  its  power  to  implement  the  intent 
of  the  resolution  at  the  national  level.  In  addition,  the 
House  urged  positive  steps  to  obtain  statutory  author- 
ity for  a continuing  medical  advisory  committee  under 
Title  19,  and  it  called  on  the  AMA  and  the  state 
societies  to  maintain  added  vigilance  to  eliminate  any 
patterns  which  might  subvert  the  intent  of  Title  19. 

Hospital-Based  Physicians 

The  House  passed  two  resolutions  involving  billing 
and  reimbursement  principles  affecting  hospital-based 
specialists  but  also  of  significance  to  all  physicians. 
The  first  said: 

“The  Principles  of  Medical  Ethics  declare  that  a 
physician  shall  not  dispose  of  his  services  to  a third 
party  or  “lay”  organization,  and 

“Title  XVIII  of  Public  Law  89-97  recognizes  the 
principle  of  the  separation  of  professional  and  hospital 
costs  for  services  rendered  by  hospital-based  physi- 
cians; and 

“This  principle  has  been  advocated  by  the  AMA, 
the  American  College  of  Radiology,  the  American 
College  of  Pathologists,  and  many  regional  organiza- 
tions, and 

“A  great  number  of  hospital-based  physicians 
throughout  the  nation  have  declared  their  intention 
to  bill  separately  for  their  professional  services  in 
keeping  with  this  principle;  therefore  be  it 

“Resolved.  That,  since  separate  billing  by  the  phy- 
sician for  his  professional  services  is  a preferred 
ethical  practice,  it  shall  be  deemed  unethical  for  a 
physician  to  displace  a hospital-based  physician  who 
is  attempting  to  practice  separate  billing  when  said 
displacement  is  primarily  designed  to  circumvent 
separate  billing.” 

It  then  declared  that: 

“The  House  of  Delegates  instruct  the  Board  of 
Trustees  and  the  Executive  Vice  President  to  request 
from  the  Social  Security  Administration  an  extension 
of  date  of  final  adoption  of  the  proposed  regulations 
of  not  less  than  90  days,  in  order  that  the  American 
Medical  Association  and  all  other  interested  medical 
organizations  be  allowed  reasonable  time  to  study, 
and  to  submit,  to  the  Social  Security  Administration 
data,  views  or  arguments  and  pertinent  constructive 
comments  and  suggestions. 

“To  preserve  the  professional  independence  of 
medical  practice  that  the  Board  of  Trustees  and 
Officers  of  the  AMA  be  instructed  to  immediately 


inform  the  membership  that  Medicare  Reg.  #5  will 
not  apply  to  physicians  (whether  hospital-based  or 
not ) who 

“1.  have  no  financial  relationship  with  a hospital 
covering  medical  services  to  patients 

“2.  do  not  accept  assignments  but  bill  directly 

Medical  Ethics 

In  acting  upon  a Board  of  Trustees  recommendation 
that  a physician  may  participate  in  the  ownership  of 
a pharmacy  or  regularly  dispense  drugs,  remedies  or 
appliances  or  provide  eyeglasses  to  his  patients  only 
when  approved  by  his  component  and  constituent 
medical  associations  and  when  it  is  determined  by 
them  to  be  necessary  in  the  best  interests  of  the 
patient,  the  House  approved  the  following  reference 
committee  statement: 

“The  Principles  of  Medical  Ethics  provide:  'Drugs, 
remedies  or  appliances  may  be  dispensed  or  supplied 
by  the  physician  provided  it  is  in  the  best  interests  of 
the  patient.’  Your  reference  committee  reaffirms  the 
1963  House  of  Delegates  interpretation  of  the  words 
in  the  best  interest  of  the  patient,’  which  reads  as 
follows: 

“ It  is  the  opinion  of  the  Judicial  Council  that  this 
language  was  adopted  to  permit  both  the  practicing 
physician  and  the  local  medical  societies  to  evaluate 
the  many  factual  situations  incident  to  prescribing 
and  dispensing  which  are  bound  to  arise  in  the  prac- 
tice of  medicine.  Under  this  language  the  doctor  is 
permitted  to  exercise  his  own  best  judgment  when 
caring  for  his  patient.  It  is  known  that  there  will  be 
situations  when  it  is  necessary  or  desirable  for  a phy- 
sician to  dispense  or  supply  what  he  has  prescribed. 
The  Principles  permit  this  to  be  done.  On  the  other 
hand,  this  broad  language  provides  a means  by  which 
a component  medical  society  can  inquire  into  the 
facts  of  a particular  practice.  The  profession  thus  can 
act  to  prevent  abuse  of  discretion  and  protect  pa- 
tients from  exploitation.  In  essence  this  language 
means  that  a physician  in  the  exercise  of  sound  dis- 
cretion may  dispense  ‘in  the  best  interest  of  his  pa- 
tient’; it  does  not  authorize  him  to  dispense  solely  for 
his  convenience  or  for  the  purpose  of  supplementing 
his  income.’ 

“The  reference  committee  approves  the  goals 
sought  by  the  Board’s  report,  but  disapproves  its 
specific  recommendations.  It  notes  that  mechanisms 
presently  exist  for  processing  charges  of  deviation 
from  the  foregoing  ethic  and  urges  that  these 
mechanisms  be  made  vitally  active  at  local  level. 
When  charges  of  deviation  develop,  complaints 
should  be  made  to  the  local  society  and  vigorously 
processed  by  the  appropriate  committee  of  that  so- 
ciety. If  they  are  not  resolved  thereby,  the  complaints 
should  then  be  carried  to  the  state  constituent  asso- 
ciation. '1’he  prudent  physician  will  always  seek  the 
guidance  of  his  local  medical  society  in  situations 
relating  to  ethical  conduct.” 

The  House  directed  the  Board  of  Trustees  to  take 
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action  as  expeditiously  as  possible  to  give  wide 
dissemination  to  the  reference  committee  report. 

Discrimination 

The  House  received  six  resolutions  dealing  with  the 
subject  of  discrimination  against  some  applicants  for 
membership  in  component  medical  societies.  It  called 
attention  to  the  strong  position  taken  by  the  House  in 
1964  but  pointed  out  that  it  is  difficult  to  follow  the 
1964  directive  because  there  is  now  no  mechanism 
at  the  national  level  whereby  a rejected  applicant  for 
membership  at  county  or  state  level  may  obtain  a 
hearing  in  order  to  right  an  alleged  wrongful  dis- 
crimination. 

In  lieu  of  the  six  resolutions,  the  House  adopted  a 
substitute  resolution  which  directed  the  Council  on 


Constitution  and  By-laws  to  prepare  such  changes  in 
the  Constitution  and  By-laws  “as  may  be  necessary 
to  permit  the  Judicial  Council  to  receive  and  act 
upon  appeals  filed  Ivy  applicants  who  allege  that 
they  have  been  unfairly  denied  membership  in  a 
local  and/or  state  society.”  The  House  asked  the 
Council  to  report  its  recommendations  at  the  1966 
Clinical  Convention. 

AM  A Dues  Increase 

By  a vote  of  168  to  46,  the  House  approved  an 
increase  in  AMA  annual  dues  from  $45  to  $70, 
effective  January  1 1967,  thus  confirming  a Board 
of  Trustees  recommendation  which  was  given  initial 
approval  at  the  1965  Clinical  Convention. 


News 


The  Brass 


Health  Sciences  Foundation  Established 

The  Health  Sciences  Foundation  of  the  Medical 
College  of  South  Carolina  is  being  established  as  an 
eleemosynary  corporation  to  promote  teaching,  patient 
care,  research,  and  other  necessary  activities  of  the 
Medical  College.  Through  this  foundation  will  flow 
many  varied  types  of  funds  and  properties.  The 
foundation  can  accept  gifts  and  bequests  for  specific 
restricted  purposes  as  well  as  for  general  unrestricted 
use. 

Any  donor  contributing  in  any  way  to  the  Health 
Sciences  Foundation  may  deduct  the  allowable 
amounts  from  his  taxable  income.  The  foundation 
will  have,  upon  receipt  of  its  charter,  a full  slate  of 
officers  and  board  of  directors  composed  of  15  people 
in  various  areas  of  the  business,  legal,  and  health 
sciences. 

Inquiries  are  already  being  made  as  to  the  pro- 
cedures which  may  be  used  in  contributing  to  the 


foundation.  Any  private  funds  now  on  hand  or  in  the 
offing  may  be  sent  to  the  Office  of  Development  for 
deposit  through  the  business  office  of  the  Medical 
College  for  later  transfer  to  the  Health  Sciences 
Foundation.  As  soon  as  the  state  charter  is  received 
and  the  first  corporate  organizational  meeting  is  held, 
a more  detailed  explanation  will  be  published  here. 


Medical  Alumni  Approve  Professorial  Chair 
Support  Plan 
Goal  Is  $85,000  Per  Year 

At  the  annual  meeting  of  the  Alumni  Association  of 
the  School  of  Medicine  held  in  Myrtle  Beach  on  May 
11,  the  Executive  Committee  adopted  a plan  to  par- 
tially support  and  endow  two  professorial  chairs  at 
the  Medical  College.  Drs.  John  Pratt  and  Tom  Galt 
presented  the  plan  to  the  Executive  Committee  of  the 
Alumni  Association,  and  its  benefits  to  the  Medical 
College  were  briefly  outlined  by  Dr.  William  M. 
McCord.  President,  and  William  D.  Huff,  Director  of 
Development. 

All  of  the  alumni  associations  will  soon  be  consider- 
ing adopting  a similar  resolution  to  that  passed  by  the 
School  of  Medicine  alumni,  which  is  as  follows: 
ALUMNI  CHAIBS  IN  MEDICAL  SCIENCES 

To  improve,  assist,  and  expand  formal  education 
and  training  at  the  Medical  College  of  South  Caro- 
lina, the  Alumni  Association  of  the  said  Medical  Col- 
lege does  hereby  petition  the  Board  of  Trustees  and 
Administration  of  the  Medical  College  to  join  with 
them  in  the  following  resolution. 

WHEREAS,  the  Alumni  of  the  School  of  Medicine, 
the  School  of  Dentistry,  the  School  of  Graduate 
Studies,  the  School  of  Pharmacy,  the  School  of 
Nursing,  the  house-staff  and  para-medical  schools,  and 
hereinafter  referred  to  as  the  Alumni,  are  aware  of 
the  considerable  contribution  made  by  the  Medical 
College  to  their  own  professional  skills,  and 
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WHEREAS,  the  Alumni  are  anxious  to  help  guar- 
antee continued  improvement  and  expansion  of  the 
educational  processes  in  the  health  sciences,  and 

WHEREAS,  the  Alumni  are  the  front  line  for  healtli 
care  and  services  to  the  citizens  of  South  Carolina 
and  strongly  feel  this  responsibility,  and 

WHEREAS,  the  growth  of  new  health  scientific 
knowledge  is  developing  at  the  rate  of  100  per  cent 
every  decade,  making  the  formal  assimilation  and 
presentation  of  this  information  to  students  and  prac- 
ticing health  professionals  a tedious,  exacting  and 
difficult  task,  and 

WHEREAS,  the  Alumni  have  full  confidence  in  the 
Medical  College  to  conduct  and  administer  this  tedi- 
ous task  for  the  present  and  future,  and 

WHEREAS,  it  is  the  express  and  historic  purpose 
of  the  various  Alumni  Associations  to  help  and  con- 
tribute to  the  welfare  and  development  of  the  Medi- 
cal College,  and 

WHEREAS,  this  fund  will  be  administered  by  The 
Health  Sciences  Foundation  of  the  Medical  College  of 
South  Carolina,  and 

WHEREAS,  the  Alumni  can  take  great  pride  in 
their  generous  contribution  to  education  in  the  health 
sciences  in  South  Carolina  by  thus  volunteering  to 
shoulder  this  important  responsibility,  now  . . . 

THEREFORE,  be  it  resolved  that  the  Alumni, 
individually  and  in  concert,  do  pledge  their  full  sup- 
port to  the  Medical  College  and  its  programs  of 
TEACHING.  HEALTH  SERVICE,  and  RESEARCH, 
and  more  specifically 

BE  IT  RESOLVED  THAT  the  Alumni  wish  to 
partially  support  two  Professorial  Chairs,  hereinafter 
referred  to  as  Chairs,  at  the  Medical  College  with 
financial  contributions  of  ten  thousand  dollars  per 
Chair  per  year  and.  that  an  additional  sixty-five 
thousand  dollars  per  year  be  contributed  toward  the 
permanent  endowment  of  the  Chairs  with  these 
monies  being  deposited  in  a special  Professorial  Chair 
Endowment  Fund  which  will  earn  interest  which  will 
accrue  to  the  growth  of  the  fund  until  twelve  thou- 
sand dollars  per  annum  per  Chair  is  achieved  in  the 
future  year  approximately  ten  years  from  the  begin- 
ning of  this  program  and  be  it  further 

RESOLVED  THAT  the  Alumni  understand  that 
the  Medical  College  will  support  these  Chairs  suffi- 
ciently, up  to  fifteen  thousand  dollars  per  year  per 
Chair,  to  acquire  professors  of  the  highest  caliber  for 
these  Chairs,  which  will  not  be  involved  with  private 
patients  for  additional  income,  and  will  be  named  by 
the  Medical  College.  . . 


COMING  MEETINGS 

Sixth  Charlotte  Post-Graduate  Seminar 
September  21  and  22,  1966 
Speakers 

Dr.  Ewald  W.  Busse,  Duke  Medical  Center,  on: 
Ceratic  Psychiatry.  Dr.  Roger  Boles,  University  of 
Michigan,  on:  Nose  and  Paranasal  Diseases,  Ear  Dis- 
eases. Dr.  K.  R.  Crispell.  University  of  Virginia,  on: 
Treatment  of  Hyperthyroidism,  Diagnosis  and  Man- 


Dr.  Robert  Solomon  and  his  exhibit 


agement  of  Hypothyroidism.  Dr.  Harold  O.  Good- 
man, Bowman  Cray,  on:  Genetic  Counseling  of 

Parents.  Dr.  John  R.  Graham.  Boston,  on:  Migraine 
Headaches.  Dr.  Robert  E.  Greenblatt.  Medical  College 
of  Georgia,  on:  Use  of  Long-Term  Hormone  Therapy 
in  the  Female.  Dr.  Robert  Lich,  Jr.,  Department ' of 
Urology,  Kentucky,  on:  Office  Recognition  and 

Treatment  of  Urological  Diseases.  Dr.  Beverly  Mead. 
Creighton  University,  on:  Evaluation  and  Treatment 
of  the  Adult  Patient  by  the  Non-Psychiatric  Physi- 
cian, Pediatric  Psychiatric  Problems.  Dr.  Nelson  K. 
Ordway.  Yale  University,  on:  Current  Antibiotic 

Treatment  in  Children.  Recognition  and  Treatment  of 
Congenital  Heart  Defects.  Dr.  David  C.  Sabiston, 
Duke  Medical  Center,  on:  Current  Status  of  Organ 
Transplants.  Dr.  William  B.  Wood,  University  of 
North  Carolina,  on:  Pulmonary  Fungus  Infections. 

Tennessee  Valley  Medical  Assembly,  Tivoli  Theater, 
Chattanooga,  Tennessee.  September  26-27,  1966. 

Win.  Robert  Fowler.  M.  D.,  Chairman.  109  Medical 
Arts  Building,  Chattanooga,  Tennessee. 

Eighth  National  Conference  on  the  Medical  Aspects 
of  Sports,  Las  Vegas.  Nevada.  November  27,  1966. 
in  conjunction  with  the  Annual  Clinical  Convention 
of  the  American  Medical  Association,  November 
27-30. 

The  fall  meeting  of  the  Florida  Pediatric  Society 
will  be  held  in  Fort  Lauderdale,  November  17-19,  at 
the  Beach  Club  Hotel,  on  the  general  topic  of 
“Pediatric  Neurology.”  All  interested  physicians  are 
invited  to  attend. 

PSYCHIATRY  IN  CLINICAL  PRACTICE 
Presented  By: 

Medical  College  of  Georgia,  The  Medical  Associa- 
tion of  Georgia,  and  The  Georgia  Academy  of  General 
Practice. 

Augusta,  Ga..  Aug.  24-25 
Registration  Fee  $40.00 
Write  to: 

Department  of  Continuing  Education 
Medical  College  of  Georgia 
Augusta,  Georgia  30902 
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A SCALPEL  WORKSHOP 

will  be  held  at  the  Columbia  Hotel,  Columbia,  S.  C.,  on  August  31,  1966. 

The  program  will  consist  of  short  addresses,  including  talks  by  Mr.  Dent 
and  Mr.  Morris  on  state  political  questions,  and  by  others  on  various  subjects 
interesting  to  physicians.  Short  films  will  also  be  shown. 

The  meeting  starts  at  9:30  a.  m.  for  coffee;  the  program  begins  at  10:00  a.  m. 
There  will  be  a luncheon  for  those  in  attendance. 

All  interested  physicians  are  urged  to  attend.  Please  notify  Dr.  Tucker 
Weston,  1410  Barnwell  Street,  Columbia. 


From  The  Press 

Deserting  its  function  as  a reporter  of  news,  the 
United  Press  International  news  service  indulged  in 
an  editorial  comment  which  The  News  and  Courier 
printed  last  Sunday  in  the  guise  of  fact  rather  than 
opinion.  The  story  said: 

“For  19  million  old  folks.  Independence  Day 

will  fall  this  year  on  July  1 instead  of  July  4.” 

Independence,  as  the  UPI  designates  it,  is  Medi- 
care. 

While  Medicare  is  hound  to  help  some  people  over 
65  pay  their  medical  bills,  the  notion  that  it  spells 
“independence”  for  the  elderly  is  utter  nonsense. 

Just  what  will  he  the  outcome  of  Medicare  we  are 
not  prepared  to  forecast.  A period  of  confusion  seems 
likely.  At  worst,  this  confusion  could  flood  hospitals 
and  paralyze  medical  care  for  everybody,  irrespective 
of  age,  color,  sex,  creed  or  region  of  residence.  At 
best,  it  will  mean  an  easing  of  burdens  for  some 
people  over  age  65,  but  certainly  not  independence  if 
they  are  not  already  independent. 

Beyond  Medicare  for  the  aged  is  the  prospect  of 
State  Medicine  for  everybody.  One  out  of  four 
Americans  now  have  it. 

In  an  article  captioned  “Medical  Care  For  All  — 
How  Near?”  U.  S.  News  & World  Report  has  com- 
piled a total  of  55  million  citizens  — including  19 
million  65  and  over  covered  by  Medicare  — who  are 
eligible  for  some  form  of  government  medicine. 

Others  are  22  million  veterans  (eligible  only  in 
case  of  financial  need  if  disability  is  not  service-con- 
nected); 3.6  million  military  personnel,  active  and 
retired;  5.6  million  dependents  of  military  personnel; 
7.2  million  federal  employes  and  dependents;  .2 
million  retired  federal  employes  and  .5  million  sea- 
men. American  Indians  and  Eskimos.  The  total  is  55 
million  after  allowing  for  duplication. 

In  addition.  8 million  on  relief  are  eligible  for 
medical  benefits  under  state  and  local  programs 
matched  by  federal  funds,  and  78  million  could  be 
classified  as  “medically  needy.”  The  latter  would 
become  eligible  for  state-federal  aid  if  all  states 
adopted  liberal  programs  under  Title  19  of  the  Medi- 
care Law.  The  magazine  compiled  these  figures  from 
government  sources. 

The  pattern  of  extension,  as  U.  S.  News  & World 


Report  puts  it.  “already  has  been  set  by  what  has 
happened  to  Social  Security  pensions.”  Age  limits 
have  been  reduced,  categories  expanded. 

National  health  service  seems  to  be  in  the  making 
for  the  United  States.  It  could  cost,  the  magazine 
estimates,  $48  billion  a year.  On  the  basis  of  present 
population,  that  works  out  to  nearly  $250  a year  for 
every  man,  woman  and  child  in  the  United  States. 

The  quality  of  medical  care  that  would  be  pro- 
vided in  these  circumstances  is  beyond  speculation. 
Training  facilities  do  not  exist  to  supply  doctors  and 
others  needed  for  such  an  undertaking.  Other  oc- 
cupations and  needs  would  be  snowed  under  by  a 
health  avalanche.  The  prospect  makes  us  sick. 

News  and  Courier,  June  30,  1966 

New  Members  S.  C.  M.  A. 

Dr.  Bartley  E.  Antine 
55  Doughty  St. 

Charleston  29403 
Dr.  Carl  C.  Bailey,  Jr. 

X-Ray  Dept. 

Greenville  Gen.  Hosp. 

Greenville  29602 
Dr.  Glenn  B.  Carrigan 
Greenwood  29646 
Dr.  Charles  T.  Pitts 
55  Doughty  St. 

Charleston  29403 

Dr.  Cecil  F.  Lanford 

Pinewood  Shopping  Center 

Spartanburg 

Dr.  Irwin  E.  Phillips 

S.  C.  State  Hosp. 

Columbia  29201 


Nursing-  Center 

The  new  Oakmont  Nursing  Center  on  Sulphur 
Springs  Road  at  Berea,  an  85-bed  facility,  which  cost 
in  excess  of  half-a-million  dollars,  was  opened  re- 
cently. 

Dr.  R.  O.  Summer  is  house  doctor. 

The  motel-type  facility  of  30.000  square  feet  is  of 
old  brick  construction  and  is  situated  on  a four-acre 
wooded  site  about  four  miles  from  downtown 
Greenville. 
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DOCTORS  IN  THE  NEWS 

Dr.  William  F.  Hamilton,  radiologist  at  the 
Aiken  County  Hospital,  who  is  moving  to  More- 
head  City,  North  Carolina,  was  honored  by  a gift 
of  a silver  tray  in  rocognition  of  his  service  to 
the  hospital  ....  Dr.  Robert  F.  Goldie,  who  spent 
17  years  in  Nigeria,  became  assistant  health 
officer  of  the  Richland  County  Health  Clinic  on 
June  2.  He  is  a graduate  of  Albany  Medical  Col- 
lege ....  Dr.  B.  O.  Whitten,  whose  pioneer  work 
with  retarded  children  at  world-famed  Whitten 
Village  near  Clinton  has  earned  him  the  title  of 
the  “Albert  Schweitzer  of  South  Carolina,”  was 
presented  the  Service  to  Mankind  Award  of  the 
Electric  City  (Anderson)  Sertoma  Club  . . . . 
Dr.  Frank  .1.  Wyman,  Jr.,  announces  the  opening 
of  his  offices  for  the  private  practice  of  ob- 
stetrics and  gynecology  at  1609-A  Brabham 
Avenue,  Columbia  and  900  Twelfth  Street,  Cayce- 
West  Columbia  ....  Dr.  Thomas  A.  Kirkland,  Jr. 
has  announced  the  opening  of  his  office  for  the 
practice  of  urology  at  159  Wentworth  Street, 
Charleston  ....  Dr.  William  Middleton,  Jr.,  was 
recently  certified  by  the  American  Board  of 
Anesthesiology  by  oral  examination  in  Miami 
Charleston  physician  Dr.  I.  Ripon  Wilson  presided 
over  the  67th  annual  meeting  of  the  Tri-State 
Medical  Association  at  Nags  Head,  N.  C. 

Dr.  Joe  Guess,  Union  physician,  was  installed 
as  President  of  the  Union  Lions  Club  ....  Dr. 
William  H.  Lacey  of  Moncks  Corner  has  been 
appointed  Health  Officer  of  Berkeley  County 
G.  W.  Hammond,  M.  D.,  W.  C.  Herbert,  Jr.,  M.  D. 
announce  the  association  of  Andrew  G.  Denham, 
M.  D.  for  the  practice  of  obstetrics  and  gynecol- 
ogy at  109  Catawba  Street,  Spartanburg  ....  Dr. 
Alexander  G.  Donald  has  been  appointed  deputy 
commissioner  of  mental  health  for  community 
services  for  South  Carolina  ....  Dr.  Patrick  H. 
Dennis  announces  the  opening  of  his  office  in 
The  Ashley  House,  Calhoun  Street  at  Lockwood 
Drive,  Charleston.  Practice  limited  to  ophthalmol- 
ogy ....  Dr.  Dale  Groom  of  the  Medical  College 
of  South  Carolina  has  been  elected  chairman  of 
the  American  College  of  Physicians’  board  of 
governors  ....  Dr.  William  B.  Gamble,  a West 
Ashley  pediatrician,  was  installed  as  president  of 
the  Rotary  Club  of  St.  Andrew’s,  Charleston  . . . . 
Dr.  J.  R.  Young,  well-known  Anderson  physician, 
has  received  the  “Distinguished  Service  to  Man- 
kind” award  form  the  Anderson  Sertoma  Club  . . . . 
Dr.  Gilbert  F.  Young,  Charleston,  has  been  certi- 
fied by  the  American  Board  of  Psychiatry  and 
Neurology. 


Four  of  every  five  traffic  accidents  in  1965  could 
have  been  avoided,  according  to  The  Travelers  In- 
surance Companies.  The  major  cause  of  death  and 
destruction  on  U.  S.  highways,  says  Travelers,  is 
driver  error  and  lack  of  judgment. 


SOUTH  CAROLINA  DOCTORS 

There  are  many  doctors  in  South  Carolina 
who  enjoy  great  honor  and  distinction  in  their 
own  communities.  The  Journal  proposes  to  run 
a series  of  brief  accounts  of  some  of  these 
respected  physicians  who  render  fine  service 
to  their  patients. 


Louis  Smith  Miles,  M.  D. 

Born  in  Charleston  in  1901.  Dr.  Miles  was  edu- 
cated in  the  private  schools  of  Charleston  and 
graduated  at  Porter  Military  Academy.  He  was  also  a 
graduate  of  the  Sweeney  Automobile  School  of 
Kansas  City,  but  deserted  the  attractions  of  auto- 
mobile gadgetry  for  the  College  of  Charleston  and 
eventually  the  Medical  College  of  South  Carolina, 
where  he  finished  in  1928.  He  did  postgraduate  work 
at  Rush  Medical  School  in  Chicago  and  Harvard 
Medical  School.  He  served  as  prosector  of  anatomy 
at  the  Medical  College  of  South  Carolina  from  1926 
to  1929.  then  went  into  general  practice  at  Mullins 
from  1929  to  1931.  He  then  moved  to  Summerville  to 
practice  general  medicine  and  surgery.  He  was  chief 
of  staff  of  Dorchester  County  Hospital  from  1946  to 
1966.  He  was  a member  of  the  Washington  Light 
Infantry  (1922)  and  Lt.  Col.  in  the  Medical  Corps 
(1940-1946). 

Dr.  Miles  displays  a deep  interest  in  horology  as  an 
avocation. 

When  Dr.  Miles  retired  as  chief  of  staff  of  the 
Summerville  Hospital,  a bronze  plaque  was  presented 
to  him  with  the  following  inscription: 

IN 

CRATEFUL  APPRECIATION 
LOUIS  SMITH  MILES,  M.  D. 
SCHOLAR  - ABLE  PHYSICIAN 
AND  SURGEON 
LEADING  CITIZEN 
BEGAN  SERVICE  ON  STAFF 
SUM  M ER  VI LLE  IN  FI  R M ARY 
1931 

LARGELY  INSTRUMENTAL 
IN  ESTABLISHING 
DORCHESTER  COUNTY  HOSPITAL 
CHIEF  OF  STAFF  - 1949-1965 

Bronze  plaque  placed  in  hospital.  Presented  by  Dr. 
W.  R.  Wyly,  successor  to  Dr.  Miles,  at  supper  given 
at  Presbyterian  Home  by  the  Hospital  Board,  May  2, 
1966. 
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ANNOUNCEMENT 

The  Diagnostic-Evaluation  of  the  South  Carolina  Retarded  Children’s 
Habilitation  Center  is  accepting  applications  and  referrals  for  outpatient  services. 
The  Clinic  is  located  at  41  Bee  Street,  Charleston,  S.  C.,  on  the  campus  of  the 
Medical  College  of  South  Carolina.  An  article  concerning  the  programs  and 
services  at  the  Clinic  and  the  Habilitation  Center  will  appear  in  the  September 
issue  of  this  Journal.  Physicians  are  requested  to  address  their  inquiries  to  the 
undersigned. 

J.  W.  Blanton,  Jr.,  M.  D. 

Medical  Director 


Individual  Responsibility  Program 

The  Charleston  County  Medical  Society  has  had 
printed  a “Policy  Statement”  approved  by  its  Policy 
and  Public  Relations  Committee  in  respect  to  the 
Individual  Responsibility  Program.  Plans  have  been 
made  for  printing  by  Southern  Printing  and  Publish- 
ing Company.  100  Columbus  Street,  Charleston.  Any 
members  of  the  Association  wishing  to  obtain  copies 


may  do  so  by  writing  and  sending  payment  in  ad- 
vance to  the  printer.  The  pamphlets  are  priced  at: 
500  - $11.50 

1.000  - $14.50 

5.000  - $45.00 

For  a slight  additional  charge  the  individual 
physician’s  name  may  be  imprinted  on  these  pam- 
phlets. 


New  Pharmaceutical  Specialties 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

New  Dosage  Forms — Of  a previously  intro- 
duced product. 

BIOLOGICALS 
M-VAC.  Rx 

Manufacturer:  Lederle  Laboratories 

Composition:  Measles  virus  vaccine,  live,  at- 
tenuated (Edmonston  strain). 

Indications:  Immunization  of  infants,  children 
and  susceptible  adults  against  measles  (rubeola). 

Dosage:  Reconstituted  contents  of  one  vial 

(approximately  0.5  ml).  Standardized  gamma 
globulin  should  be  used  concomitantly  to  mini- 
mize side  effects. 

Supplied  as:  Single  dose  vials  with  a disposable, 
diluent-containing  syringe.  Packages  of  1,  12,  24. 

DUPLICATE  SINGLE  PRODUCTS 
CENALENE-M 
Analeptic.  Rx 

Manufacturer:  The  Central  Pharmacal  Com- 
pany 


Composition:  Pentylenetetrazol  N.F. 

Indications:  Analeptic  for  older  patients  with 
mental  confusion,  apathy  and  memory  defects. 
Causes  increased  oxygenation  of  the  blood  and 
increased  cerebral  blood  flow. 

Dosage:  Two  tablets  three  times  daily  after 
meals. 

Supplied  as:  Tablets  100  mg.  Bottles  of  100, 
500,  1000. 


SURBEX-T  w/Dextrose  5% 

Parenteral  Vitamins.  Rx 
Manufacturer:  Abbott  Laboratories 
Composition: 

Each  1000  ml  contains: 

Dextrose  50  Gm. 

Vitamin  C 1 Gm. 

Vitamin  B-l  0.25  Gm. 

Vitamin  B-2  0.05  Gm. 

Niacinamide  1.25  Gm. 

Vitamin  B-6  0.05  Gm. 

Dexpanthenol  0.5  Gm. 

Indications:  Patients  requiring  additional  Vita- 
min C and  B-complex,  where  moderately  severe 
deficiencies  are  suspected. 

Dosage:  Intravenously.  1000  ml  administered  as 
a slow  infusion  over  a 2 hour  period  or  longer,  at 
no  more  than  8 ml  per  minute.  Individualized  in 
accordance  to  requirements. 

Supplied  as:  Parenteral  solution;  500  and  1000 
ml. 
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CENALENE-M 

Analeptic.  Rx 

Manufacturer:  The  Central  Pharmacal  Com- 
pany 

Composition: 

Each  5 ml  contains: 

Pentylenetetrazol  N.F.  100  mg. 

(Alcohol  15%,  sugar-free.) 

Indications:  Analeptic  for  older  patients  with 
mental  confusion,  apathy  and  memory  defects. 
Causes  increased  oxygenation  of  the  blood  and 
increased  cerebral  blood  flow. 

Dosage:  Two  teaspoonfuls  three  times  daily 
after  meals. 

Supplied  as:  Elixir.  Bottles  of  pints  and  gal- 
lons. 

FURACIN-HC 
Ear  Preparations.  Rx 
Manufacturer:  Eaton  Laboratories 
Composition: 

Each  7.5  ml  contains: 

Nitrofurazone  0.2% 

Hydrocortisone  acetate  1.0% 

in  a water-soluble  hygroscopic  base  of  gly- 
cerin and  polyethylene  glycol. 

Antibacterial  and  antiinflammatory  combina- 
tion. 

Indications:  Bacterial  otitis  media  externa  and 
bacterial  otitis  media.  Not  effective  if  tympanic 
membrane  is  intact. 

Dosage:  0.5  ml  instilled  into  the  canal  3 times 
daily. 

Supplied  as:  Ear  drops.  Bottle  of  7.5  ml  with 
dropper. 

GRISACTIN 

Antiinfective,  fungicide-systemic.  Rx 
Manufacturer:  Ayerst  Laboratories 
Composition:  Griseofulvin  (microsize) 
Indications:  Ringworm  infections  of  the  skin, 
hair  and  nails;  tinea  corporis,  tinea  pedis,  tinea 
cruris,  tinea  barbae,  tinea  capitis  and  tinea  un- 
guium (onychomycosis) 

Dosage: 

Adults:  0.5  Gm.  daily  (125  mg.  q.i.d.  or  250 
mg.  b.i.d.) 

Dosage  should  be  individualized. 

Children:  10  mg./ Kg.  Children  from  30  to  50 
50  lbs.,  125  mg.  to  250  mg.  daily;  children 
over  50  lbs.  250  mg.  to  500  mg.  in  divided 
doses.  Dosage  should  be  individualized. 
Supplied  as:  Capsules  125  mg  and  250  mg 
Bottles  of  100,  500. 

PENBRITIN 

Antibiotic  - Penicillin,  semisynthetic.  Rx 
Manufacturer:  Ayerst  Laboratories 
Composition:  Ampicillin  Anhydrous 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (shigella;  salmonella, 
including  Sal.  typhosa;  E.  coli;  H.  influenzae;  P. 
mirabilis)  also  indicated  in  infections  due  to 
susceptible  strains  of  Gram-positive  bacteria. 


Recommended  in  urinary  tract  infections;  respira- 
tory tract  infections;  and  gastrointestinal  infec- 
tions. 

Dosage: 

Adults:  Urinary  tract  infections,  500  mg 
every  6 hours. 

Respiratory  tract  infections,  250  mg  every 
6 hours. 

Gastrointestinal  infections  500  mg  every  6 
hours. 

Children:  Based  on  weight  and  severity  of 
infection,  100  mg  to  200  mg/kg/day  in 
divided  doses,  every  6 to  8 hours. 

Supplied  as:  Oral  suspension. 

Bottles  of  80  ml  reconstituted — 125  mg/5ml 
Bottles  of  80  ml  reconstituted — 250  mg/5  ml 
KAY  CIEL 

Electrolyte  Replacement.  Rx 
Manufacturer:  Brewer  & Co.,  Inc. 

Composition: 

Each  5 ml  contains: 

Potassium  chloride  0.5  Gm. 

in  a cherry-flavored  syrup  with  no  sugar 
added. 

Supplies  6.70  mEq.  of  elemental  potassium. 
Indications:  Oral  potassium  therapy.  Useful 
with  modern  diuretics  and  corticosteroid  hormones 
to  replace  excretory  potassium  losses. 

Dosage:  Adults:  one  teaspoonful  in  a half  glass 
of  water. 

Supplied  as:  Syrup.  Bottles  of  one  pint. 
COMBINATION  PRODUCTS 


AVCEN 

Vaginal  douche,  o-t-c 
Manufacturer:  National  Drug  Co. 

Composition: 

Each  package  of  powder: 

Dioctyl  sodium  sulfosuccinate  22.5  mg. 

Sodium  citrate  0.27  Gm. 

Citric  acid  0.18  Gm. 

Sodium  chloride  8.52  Gm. 

Sodium  benzoate  4.05  mg. 

Chemoderm  840  (perfume)  2.25  mg. 


Indications:  Adjunct  to  vaginal  antiinfective 
therapy  and  for  feminine  hygiene. 

Dosage:  Dissolve  contents  of  one  packette  in 
one  quart  of  comfortably  warm  water.  Irrigate 
vagina  with  bag  or  bulb  syringe. 

Supplied  as:  Packettes.  Boxes  of  12. 

FLURESS 
Eye  Preparation.  Rx 

Manufacturer.  Barnes-Hind  Ophthalmic  Prod- 
ucts 

Composition: 

Fluorescein  0.25% 

Benoxinate  HC1  0.4% 

in  a sterile,  isotonic  boric  acid  buffer  with 
vinylpyrrolidone  and  distilled  water. 

Combined  anesthetic  and  disclosing  agent. 

Indications:  Simplification  of  applanation  tono- 
metry. 
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Certification  for  Medicare 

Many  hospitals  over  the  country  handling  Medicare  patients  have  been  requesting  (and 
possibly  even  requiring)  physicians  to  certify  the  medical  necessity  of  admission  of  patients, 
and  to  re-certify  at  specified  intervals,  on  special  forms  provided  either  by  the  HEW  (or 
its  intermediary)  or  by  the  hospital,  presumably  on  instructions  from  the  intermediary.  Use 
of  such  a special  form  is  not  required.  The  following  telegram  is  the  reply  from  Mr.  Arthur  E. 
Hess,  Director  of  the  Bureau  of  Health  Insurance,  Social  Security  Administration,  to  Dr. 
Milford  O.  Rouse,  President-elect  of  the  A.M.A.  in  response  to  Dr.  Rouse’s  direct  question: 

July  8,  1966 

Milford  O.  Rouse,  M.  D.,  Medical  Arts  Bldg. 

1719  Pacific  Ave.,  Dallas,  Texas 

In  Mr.  Blumenthal’s  absence  I am  answering  your  telegram.  Page  19  the  Referenced  Guide  for 
Physicians  and  page  5 of  the  excellent  Special  Section  of  the  A.M.A.  News  June  20  explain 
that  a physician  does  need  to  certify  the  medical  necessity  of  admission  and  to  re-certify  on 
or  before  14  days  as  well  as  at  certain  later  intervals. 

No  special  form  is  required  and  the  hospital  does  not  need  to  send  the  certification  on  to 
the  intermediary.  The  substance  could  be  part  of  a record  the  physician  normally  signs  in 
connection  with  an  admission.  To  the  extent  that  the  necessary  information  is  contained  in  an 
adequate  progress  note  the  three  items  to  be  covered  in  re-certification  need  not  be 
repeated.  Thus  an  adequate  admission  or  progress  note  will  itself  suffice  if  it  states  that  the 
inpatient  services— or  continued  services— are  medically  necessary  and  is  signed. 

Arthur  E.  Hess.  Dir.  Bur.  of  Health  Insurance  Social  Security  Administration 

Although  it  may  seem  equally  simple  to  sign  a specially  prepared  government  or  hospital 
form,  it  should  be  remembered  that  signing  this  or  any  form  puts  the  physician  in  the  position 
of  beginning  to  participate  in  the  Medicare  mechanism,  and  may  subject  him  to  filling  out 
and  signing  many  additional  forms  in  the  future. 

John  C.  Hawk,  Jr.,  M.  D. 


Dosage:  One  drop,  as  indicated. 

Supplied  as:  Glass  bottle  5 ml,  with  separate 
sterile  dropper. 

GRAVATOSE 
Antinauseant.  o-t-c 

Manufacturer:  Harcliffe  Laboratories,  Inc. 
Composition:  Combination  of  readily  assimil- 


able carbohydrates:  dextrose,  lactose,  sucrose  and 
fructose. 

Indications:  Prevention  of  nausea  and  vomiting 
of  pregnancy. 

Dosage:  One  or  two  tablets  chewed  at  bedtime 
and  on  arising;  thereafter,  as  indicated. 

Supplied  as:  Chewable  tablets.  Boxes  of  24. 


Deaths 


Dr.  John  W.  Martin 

Dr.  John  Watson  Martin.  64,  after  being  stricken  at 
his  farm  in  the  Lebanon  community  died  suddenly 
on  June  15. 

He  was  a graduate  of  Furman  University  and  the 
1926  class  of  the  Medical  College  of  South  Carolina. 
He  interned  in  Greenville  and  had  been  in  practice  in 
Anderson  since  1927. 

After  he  had  finished  his  medical  education  years 
ago,  the  pathway  led  him  back  to  his  home  county 
and  to  the  city  of  Anderson  where  he  lived  and  prac- 
ticed his  profession  the  remainder  of  his  days. 

As  a doctor  he  was  called  upon  to  minister  to  hosts 
of  people  with  whom  he  was  reared,  and  who  con- 
tinued to  lean  upon  him  not  only  for  their  physical 
well  being,  but  as  a close  and  trusted  friend. 

His  practice,  however,  expanded  rapidly,  and,  in 
all  probability,  this  overwork  was  a factor  that  led  to 
the  impairment  of  his  health  years  ago. 

The  nature  of  his  practice  was  altered  somewhat 
thereafter,  but  he  continued  to  serve  as  physician 
and  surgeon,  to  the  limit  of  his  ability. 


John  Martin  was  not  only  faithful  to  the  highest 
medical  traditions,  but  he  was  an  exemplary  citizen, 
a devoted  Christian,  and,  all  in  all.  a man  of  dis- 
tinction and  of  integrity  both  in  his  role  of  citizen- 
ship and  within  the  ranks  of  his  profession. 


Dr.  John  E.  Zeliff 

Dr.  John  E.  Zeliff,  5512  Parkwood  Drive,  Raleigh, 
N.  C.,  Pediatric  Consultant  of  the  North  Carolina 
State  Board  of  Health’s  Maternal  and  Child  Health 
Section,  died  June  28,  of  a coronary  occlusion.  He 
was  44. 

A native  of  Warren,  Pennsylvania,  Dr.  Zeliff  re- 
ceived his  medical  degree  from  the  Duke  University 
School  of  Medicine.  Before  joining  the  State  Board 
of  Health,  he  practiced  medicine  in  Greenville,  S.  C. 

He  was  a member  of  the  American  Medical  Asso- 
ciation, South  Carolina  Medical  Association,  North 
Carolina  Pediatrics  Society,  South  Carolina  Pedi- 
atrics Society,  American  Board  of  Pediatrics  and  the 
Academy  of  Pediatrics. 
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y.  D.  NEWS 


INFECTIOUS  SYPHILIS  IN 
SOUTH  CAROLINA 

At  the  close  of  fiscal  year  1966,  a total  of  906 
cases  of  primary  and  secondary  syphilis  have  been 
reported  to  the  S.  C.  State  Board  of  Health.  Report- 
ing sources  include  public  clinics,  private  physicians, 
and  military  installations.  The  total  cases  reported 
represent  a slight  increase  over  fiscal  year  1965 
(4%).  The  accompanying  chart  shows  comparative 
increases  or  decreases  by  county.  The  slight  increase 
in  reported  cases  is  commensurate  with  the  reported 
increase  nationally. 

Infectious  syphilis  reported  by  private  practicing 
physicians  has  steadily  increased  over  the  past  few 
years.  Physician  reporting  accounted  for  43%  of  the 
infectious  syphilis  morbidity  during  fiscal  year  1966. 


“I  have  great  extra-sensory  perception  for  this  sort  of 
thing.” 


More  than  4,000.000  persons  were  killed  or  injured 
on  U.  S.  highways  in  1965. 

This  grim  message  is  contained  in  The  Travelers 
Insurance  Companies  annual  highway  accident  book- 
let, which  reports  48,500  deaths  and  4,100,000  in- 
jured last  year.  Statistics  in  the  booklet  were  com- 
piled from  reports  by  state  motor  vehicle  depart- 
ments. 

The  trail  of  death  and  destruction  in  1965  marked 
the  first  time  the  casualty  count  has  exceeded  the 
4,000,000  level.  Fatalities  increased  by  one  per  cent 
over  1964;  injuries  were  up  by  seven  per  cent. 

Young  drivers— those  under  25  years  of  age— again 


PRIMARY  & SECONDARY  SYPHILIS 


COUNTY  FISCAL 

YEAH  1965 

FISCAL  YEAR  1966 

Abbeville 

1 

9 

Aiken 

71 

59 

Allendale 

11 

34 

Anderson 

56 

24 

Bamberg 

5 

1 

Barnwell 

1 

7 

Beaufort 

2 

10 

Berkeley 

2 

Calhoun 

10 

1 

Charleston 

55 

37 

Cherokee 

15 

48 

Chester 

41 

20 

Chesterfield 

3 

2 

Clarendon 

8 

6 

Colleton 

8 

18 

Darlington 

19 

25 

Dillon 

1 

Dorchester 

9 

2 

Edgefield 

3 

3 

Fairfield 

5 

3 

Florence 

21 

45 

Georgetown 

3 

2 

Greenville 

43 

33 

Greenwood 

12 

2 

Hampton 

1 

Horry 

47 

48 

Jasper 

1 

Kershaw 

8 

20 

Lancaster 

5 

53 

Laurens 

7 

15 

Lee 

18 

5 

Lexington 

2 

6 

Marion 

1 

Marlboro 

2 

3 

McCormick 

1 

1 

Newberry 

Oconee 

9 

10 

Orangeburg 

87 

38 

Pickens 

5 

3 

Richland 

92 

89 

Saluda 

7 

6 

Spartanburg 

43 

104 

Sumter 

71 

66 

Union 

34 

14 

Williamsburg 

4 

11 

York 

24 

20 

TOTALS 

871 

906 

led  the  list  of  offenders.  And  their  collective  record 
in  1965  was  substantially  worse  than  in  any  previous 
year. 

Although  these  younger  persons  represent  only 
about  18  per  cent  of  all  licensed  drivers,  they  were 
involved  in  more  than  30  per  cent  of  all  fatal  acci- 
dents and  28  per  cent  of  all  non-fatal  mishaps. 

“Sooner  or  later,”  says  a Travelers  spokesman,  “the 
traffic  toll  will  reach  proportions  where  the  nation 
will  no  longer  tolerate  such  destruction  on  the  high- 
ways.” 
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REPORT  OF  MEMORIAL  COMMITTEE 


It  is  resolved  that  the  House  of  Delegates  of  the  South  Carolina  Medical 
Association  stand  in  silence  in  memory  of  those  members  of  this  association 
who  have  died  since  May  1965 : 


NAME 

ADDRESS 

DATE 

Donald  W.  Anderson 

Mt.  Pleasant,  S.  C. 

Nov.  10,  1965 

Paul  F.  Barham 

New  York 

June  12,  1965 

Claude  S.  Breedin 

Pickens 

Feb.  1966 

J.  Holman  Brodie 

Wagener 

Mar.  3,  1966 

James  H.  Dixon 

Anderson 

Apr.  30,  1966 

Lawrence  Eddlemon 

Spartanburg 

Oct.  1965 

Alfred  H.  Ehrenclou 

Camden 

1965 

Margurite  (Peggy)  Fisher 

Greenville 

Mar.  4,  1966 

Rullie  L.  Hallman,  Jr. 

Piedmont 

Oct.  5,  1965 

Robert  E.  Houston 

Greenville 

Oct.  5,  1965 

James  E.  McFadden,  Jr. 

Hemmingway 

Mar.  1966 

Edwin  G.  McMillan 

Greenville 

July  22,  1965 

T.  Hutson  Martin 

Charleston 

Oct.  6,  1965 

Machen  T.  Moore 

Greenville 

July  22,  1965 

W.  C.  O’Driscoll 

Charleston 

Oct.  14,  1965 

Isaac  A.  Phifer 

Spartanburg 

Oct.  27,  1965 

Robert  L.  Reaves 

Latta 

Feb.  24,  1966 

Arthur  L.  Rivers 

Charleston 

Mar.  1966 

Roy  D.  Sumner 

Rock  Hill 

Aug.  20,  1965 

Giugnard  R.  Wilder 

Columbia 

July  31,  1965 

We  bless  thy  holy  Name,  Almighty  God,  for  all  these  thy  servants  de- 
parted this  life  in  thy  faith  and  fear;  beseeching  thee  to  grant  them  continual 
growth  in  thy  love  and  service,  and  to  give  us  grace  so  to  follow  their  good 
examples,  that  with  them  we  may  be  partakers  of  thy  heavenly  kingdom. 

S.  D.  Cantey,  Jr.,  M.  D. 

Chairman 
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IDENTI-CODE™ 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter-number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code^  Index , 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error  or  substitution 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

Shipments  of  products  bearing  Identi-Code  symbols  are  now  leav- 
ing Indianapolis.  Of  course,  it  will  be  some  time  before  these  drugs 
reach  patients.  Before  they  do,  you  will  have  received  a complete 
Identi-Code  Index. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 

(enteric-release 

tablet,  Lilly) 

Capsule-Shaped 

Tablet 


Elliptical 

Round  Tablet 

Tablet 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  46206 


601133 


new  code 
could  save 
your  patient’s 

life 


(see  previous  page) 


DISORDERS  OF 
CARBOHYDRATE  ME- 
TABOLISM IN  IN- 
FANCY, by  Marvin  Corn- 
blath,  M.  D.  and  Robert 
Schwartz,  M.  D.  W.  B. 
Saunders  Co.,  Philadelphia 
and  London.  1966.  Pp.  271 
$8.50. 

This  book  attempts  to 
correlate  knowledge  gained 
in  the  laboratory  with  clini- 
cal and  pathological  find- 
ings. Suggested  therapy  is  based  on  the  authors’ 
interpretation  of  these  findings. 

The  book  is  divided  into  five  parts.  Part  I briefly 
covers  the  chemistry  of  carbohydrate  metabolism, 
the  effect  of  hormonal  control  on  glucose  homeostasis, 
and  the  relationship  between  glucose  metabolism 
and  free  fatty  acids.  Also  included  are  the  changes  in 
carbohydrate  metabolism  in  the  mother  as  well  as  the 
role  the  placenta  plays  in  carbohydrate  metabolism 
of  the  fetus.  The  various  methods  of  blood  sugar 
determination  are  discussed  and  should  be  particu- 
larly valuable  and  helpful  to  the  clinician  in  in- 
terpreting blood  sugars.  Part  II  covers  problems  of  the 
newborn  and  neonate.  The  problems  seen  in  infants 
of  diabetic  mothers  are  discussed— hypoglycemia, 
respiratory  distress,  electrolyte  derangements,  in- 
creased frequency  of  hyperbilirubinemia  and  congeni- 


tal anomalies.  Suggested  therapy  is  outlined.  Differ- 
ential diagnosis,  pathogenesis  and  therapy  of  sympto- 
matic hypoglycemia  of  the  neonate  is  also  included 
in  Part  II.  Part  III  covers  hereditary  metabolic  dis- 
orders ( glycogen  storage  disease,  galactose  and 
fructose  intolerance);  Part  IV  the  classification,  diag- 
noses and  treatment  of  hypoglycemia  in  infancy;  and 
Part  V sugar  malabsorption  syndromes. 

This  book  would  be  worthwhile  for  clinicians. 

Hulda  J.  Wohltmann,  M.  D. 


SYNOPSIS  OF  OBSTETRICS,  by  Charles  E. 
McLennan.  Seventh  edition.  The  C.  V.  Mosby 
Company,  St.  Louis.  Pp.  471,  1966.  $6.85. 

This  precis  of  sound  obstetrical  principles  has  been 
updated  in  a most  admirable  manner.  The  illustrations 
are  largely  from  standard  texts  and  journals,  and  are 
excellent.  Having  gone  through  many  editions,  it 
appears  largely  free  of  typographical  errors.  In  spite 
of  being  “rather  ruthlessly  expunged.”  obstetrical 
curiosities  such  as  the  Nagele’s  pelvis  and  Robert’s 
pelvis  persist  in  this  volume.  The  coverage  of  erythro- 
blastosis is  quite  adequate  and  remarkably  up  to  date. 
This  volume  can  be  recommended  for  the  individual 
interested  in  a brief  review  of  obstetrics.  In  no  way 
should  it  be  considered  a substitute  to  the  medical 
student  or  practitioner  for  the  standard  works  in 
obstetrics. 

H.  Oliver  Williamson,  Nl.  D. 


THE  MYO-CERVICAL  COLLAR 


Adjustable  as  to  Height,  Degree  of  Hyperextension,  and  for  Cases  of  Torticollis,  and  for 
Whip-cord  Injuries  of  the  Neck,  Arthritic  Necks,  Wry  Necks,  or  to  Generally  Support,  Stabil- 
ize, Immobilize,  or  to  Hyperextend  the  Neck  in  Cases  Where  Rigid  Cast  or  Bracing  Is  Not 
Indicated. 

Lower  Perimeter  Adjusts  Automatically  to  Contour  of  Sternum  and  Clavicle. 

Light,  Cool,  Comfortable,  and  Washable. 

Positive  Support. 

These  are  the  GENUINE  ORIGINAL  MYO  Collars. 

Our  NEW  low  prices  to  Physicians,  $7.50  each,  3 for  $21.00. 

“ask  us  for  quantity  prices  on  doz.  or  more” 

Sizes:  Large  — Medium  — Small  — Give  Neck  Size  When  Ordering. 

Ask  our  salesman  for  SPECIAL  price  on  1 doz.  or  more. 

WINCHESTER  SURGICAL  SUPPLY  CO. 


‘CAROLINAS’  HOUSE  OF  SERVICE’ 


200  S.  TORRENCE  ST. 


CHARLOTTE.  N.  C. 


for  every  80,000  people.  Where 
modern  medicine  is  all  but  unknown. 
Where  the  most  stubborn  clinical 
problems  exist.  Cholera,  trachoma, 
encephalitis,  leprosy  and  a horde  of 
other  debilitating  diseases. 

And  for  his  two-year  stretch 
as  a Peace  Corps  doctor, 

Nick  Cunningham’s  pay  was  only 
$75  a month  — plus  living  expenses. 
One  reason  why  his  colleagues 
called  him  crazy. 

But  Dr.  Cunningham  saw  and 
realized  other  compensations  in  his 
Peace  Corps  assignment.  A chance  to 
take  the  best  in  American  medicine 
to  a country  desperately  needing  it. 

A rare  opportunity  for  professional, 
cultural  and  personal  growth. 

If  you’ve  some  of  the  spirit  and 
dedication  of  Nick  Cunningham,  the 
Peace  Corps  needs  you.  There  are 
many  more  requests  from  nations 
around  the  world  than  doctors 
to  fill  them. 

If  you  think  you  could  tackle  one 
of  the  most  challenging  and 
rewarding  openings  in  medicine  today, 
get  in  touch  with  us. 

Write:  THE  PEACE  CORPS, 
Washington,  D.C.  20525. 

Published  as  a public  service 
in  cooperation  with  the  Advertising  Council. 


“My  colleagues 
thought  1 was 

i” 

crazy ! 


Nick  Cunningham,  M.D.,  was 
eminently  qualified  for  any  number 
of  promising  medical  posts  here  at 
home.  Harvard  pre-med.  Hopkins 
medical.  London’s  Guys  Hospital. 
New  York’s  Presbyterian  Hospital. 

Yet,  with  this  rich  professional 
background,  Nick  Cunningham  chose 
to  become  one  of  the  first  volunteer 
doctors  in  the  Peace  Corps. 

He  preferred  to  go  to  an  African 
nation  where 
there  is  one 
physician 
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ERYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


in  granules 
for  oral 
suspension 


in 

chewable 

tablets 


f 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


When  combination  antibiotic 
therapy  is  indicated... 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms.  ; 

cTTS 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES 

In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 


Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings : As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions:  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions : Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa- 
merazine  and  sulfamethazine.  «»303 


What  joy  can 
equal  this  one . . . 


. . . the  joy  of  being  back  with  your 

child.  For  some  mothers  this  will 
never  be.  For  many  mentally  sick 
people,  even  the  new  treatment 
methods  do  not  work.  More  re- 
search is  needed  to  find  ways  to 
save  all  the  victims  of  mental  ill- 
ness. Please  help  this  important 
work.  Help  speed  the  day  that 
we’ll  be  rid  of  mental  illness. 

Give  to  the  Nation- 
al  Association 
for  Mental  Health 
through  your 
local  chapter. 
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Bamadex  Sequels 

Contraindications:  In  hyperexcitability  and  in  agi- 
tated prepsychotic  states.  Previous  allergic  or 
idiosyncratic  reactions. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetic  compounds,  who 
have  coronary  or  cardiovascular  disease,  or  are 
severely  hypertensive. 

Dextro-amphetamine  sulfate:  Use  by  unstable  in- 
dividuals may  result  in  psychological  dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised;  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use 
in  susceptible  persons,  e.g.  alcoholics,  former  ad- 
dicts, and  other  severe  psychoneurotics,  has  been 
reported  to  result  in  dependence.  Where  excessive 
dosage  has  continued  for  weeks  or  months,  re- 
duce dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms 
such  as  anxiety,  anorexia,  or  insomnia;  or  with- 
drawal reactions  such  as  vomiting,  ataxia,  trem- 
ors, muscle  twitching  and,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  reduce  dose — operation  of 
motor  vehicles,  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided.  Effects  of 
excessive  alcohol  consumption  may  be  increased 
by  meprobamate.  Appropriate  caution  is  recom- 
mended with  patients  prone  to  excessive  drinking. 
In  patients  prone  to  both  petit  and  grand  mal 
epilepsy  meprobamate  may  precipitate  grand  mal 
attacks.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  Effects:  Overstimulation  of  the  central  nerv- 
ous system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excita- 
bility, and  increased  motor  activity  are  common 
and  ordinarily  mild  side  effects.  Confusion,  anx- 
iety, aggressiveness,  increased  libido,  and  halluci- 
nations have  also  been  observed,  especially  in 
mentally  ill  patients.  Rebound  fatigue  and  de- 
pression may  follow  central  stimulation.  Other 
effects  may  include  dry  mouth,  anorexia,  nausea, 
vomiting,  diarrhea,  and  increased  cardiovascular 
reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia,  the  symptom  can  usually 
be  controlled  by  decreasing  the  dose,  or  by  con- 
comitant administration  of  central  stimulants. 
Allergic  or  idiosyncratic  reactions:  maculopapu- 
lar  rash,  acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia.  A case  of  fatal 
bullous  dermatitis,  following  administration  of 
meprobamate  and  prednisolone,  has  been  re- 
ported. Hypersensitivity  has  produced  fever, 
fainting  spells,  angioneurotic  edema,  bronchial 
spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis  (1  case),  anaphylaxis,  agranu- 
locytosis and  thrombocytopenic  purpura,  and  a 
fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually 
after  excessive  dosage.  Impairment  of  visual  ac- 
commodation. Massive  overdosage  may  produce 
drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor,  and  respiratory  collapse. 
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Bamadex  Sequels 

d-amphetamine  sulfate  (15  mg.)  Sustained  Release  Capsules 
and  meprobamate  (300  mg.) 


By  providing  combined  anorexigenic-tranquilizing  action,  BAMADEX  SEQUELS 
Capsules  help  your  nonshrinking  patients  to  establish  new  patterns  of  eating  less. 
The  amphetamine  component  suppresses  the  appetite,  while  the  meprobamate 
helps  allay  nervousness  and  tension.  And  for  most  patients,  the  sustained  release 
of  the  active  ingredients  makes  possible  convenient  one-capsule-a-day  dosage. 
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To  train  the  doctors  of  tomorrow, 
medical  education  needs  your  help  today 


Give  to  the 

school  of  your  choice 
through  AMA-ERF 

American  Medical  Association 
Education  and  Research  Foundation 

535  N.  Dearborn  Street,  Chicago  10,  Illinois 


MOUND  PARK  HOSPITAL  FOUNDATION,  INC. 

701  Sixth  Street  South 
St.  Petersburg,  Florida  33701 

OCTOBER 

Symposium  on  INDUSTRIAL  MEDICINE:  THE  DOCTOR’S  ROLE  IN 
OCCUPATIONAL  HEALTH.  Mound  Park  Hospital  Foundation,  Department  of 
Medical  Education  of  the  Mound  Park  Hospital,  Bay  Pines  V.  A.  Hospital,  Pinellas 
County  Medical  Society,  LTniversity  of  South  Florida  Division  of  Continuing 
Education,  American  Academy  of  General  Practice  — October  20  to  22,  1966, 
inclusive.  The  Foundation  reserves  the  right  to  limit  registration.  Fee  $40.00.  18 
Accredited  Hours  bv  the  American  Academv  of  General  Practice.  Address 
INDUSTRIAL  MEDICINE,  MOUND  PARK  HOSPITAL  FOUNDATION, 
INC.,  ST.  PETERSBURG,  FLORIDA  33701. 


NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  - — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 

Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


WAVERLEY  SANITARIUM,  Inc. 

(Founded  in  1914  By  Dr.  and  Mrs.  J.  W.  Babcock) 

Waverley  Sanitarium  is  a hospital  for  the  treatment  of  nervous  and  mental  diseases 
including  Out  Patient  Department,  EST  Therapy,  Occupational  Therapy,  Recreational 
Therapy,  X-Ray  Department  and  Complete  Laboratory  Facilities. 


For  Information  Call 
SUPERINTENDENT  253-2243 


2727  Forest  Drive 
Columbia,  S.  C. 


AIR-CONDITIONED,  FIRE  SPRINKLER,  AND  FIRE-PROOF  THROUGHOUT 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 


NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 


ications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
live  organisms. 

e effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
asional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
nophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
its  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
ial  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 

*ed  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
■f  convulsions  in  a few  patients. 

cautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
: during  prolonged  treatment  Pending  further  experience,  like  most 
motherapeutlc  agents,  this  drug  should  not  be  given  In  the  first  trimester 
ragnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 

rra  impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
jfred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
;cessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
non  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
idults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
■ jI  supervision  of  a physician.  Bacterial  resistance  may  develop. 

n testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
jent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
(-positive  reaction. 

■ge:  Adults:  Four  Gm.  daily  by  mouth  (2  Caplets®  of  500  mg.  four  times 
) lor  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
dosige  may  be  reduced  to  two  Gm.  daily.  Children  may  be  given 
oilmately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
led  doses.  The  dosage  recommended  above  for  adults  and  children 
Id  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
ician.  Until  further  experience  Is  gained,  Infants  under  1 month 
Id  not  be  treated  with  the  drug. 

supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
'ly  available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  In 
es  of  1000  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

ranees:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
ast  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
•nicrobial  Agents  and  Chemotherapy  - 1964,  Ann  Arbor,  American 
etyfor  Microbiology,  1965,  p.  722. 

“j  'nthrop 

throp  Laboratories,  New  York,  N.  Y.  10016 


eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  "good"  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas3.  However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


— 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown’ 

(meprobamate) 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 

Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets. ‘Meprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Before  prescribing,  con- 
sult package  circular. 

W ALLACE  LABORATORIES 
\krsCranbury,  N.J.  cm.?»i» 
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IN  YOUR  DIAGNOSES  OF  SMOOIH  MUSCLE  SPASM? 


Philips  Roxane,  Inc. 


! I 


PERHAPS  VERY  IMPORTANT 


smooth  muscle  of  urinary  bladder 


The  sphincter  of  Oddi  is  made  up  primarily  of  smooth  muscle 
libers.  It  permits  the  gall  bladder  to  fill,  regulates  the  flow  of 
bile  and  pancreatic  enzymes  and  in  dysfunction  is  a primary 
cause  of  Biliary  Dyskinesia.  The  sphincter  of  Oddi  is  but  one  of 
five  major  foci  of  smooth  muscle  spasm  where  SPACOLIN® 
(Alverine  citrate)  acts  directly  with  rapid  onset  and  long  dura- 
tion. No  neurotropic  side  effects  because  Spacolin  is  a 
musculotropic  counter-spasmodic  unrelated  to  atropine  or 
atropine-like  drugs.  Spacolin  is  not  contraindicated  in  prostatic 
hypertrophy. 

SPACOLIN  K (Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 


smooth  muscle  sphincter  of  Oddi 


smooth  muscle  of  colon 


INDICATIONS:  Smooth  muscle  spasmolytic  for  use  in  spastic  colon,  spastic  conditions  of  the 
gastrointestinal  tract,  biliary  dyskinesia,  cholecystitis,  spasm  associated  with  peptic  ulcer,* 
achalasia,  pylorospasm,  spasm  attendant  to  diarrhea,  spastic  conditions  of  the  genitourinary 
tract  attributable  to  inflammation  and  calculi,  certain  primary  dysmenorrheas  and  as  an  aid 
in  cystoscopic,  esophagoscopic  and  gastroscopic  examinations.  DOSAGE:  One  tablet  after 
meals  1 to  3 times  daily  at  discretion  of  physician.  When  treating  spasm  associated  with 
peptic  ulcer,  achalasia  or  pylorospasm,  administer  tablets  'h  hour  before  meals.  In  dys- 
menorrhea, one  tablet  3 times  daily  starting  at  onset  of  discomfort.  PRECAUTION:  Caution  is 
recommended  when  using  in  hypotensive  patients.  SIDE  EFFECTS:  In  common  with  other 
smooth  muscle  depressants,  Spacolin  temporarily  lowers  blood  pressure. 

'Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer  treatment  and  should 
not  be  neglected. 

<*fc>  PHILIPS  ROXANE  LABORATORIES  Division  of  Philips  Roxane,  Inc., 
C D Columbus,  Ohio 


smooth 


smooth  muscle  of  pylorus 
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PILD1GIS® 

PIL.  DIGITALIS  (Davies,  Rose®) 

. , . " the  one  and  only  pill" 
of  whole  leaf  digitalis. 

0.1  Gm.  (iy2  gr.),  60  mg.  (1  gr.), 

50  mg.  [3A  gr.),  and  30  mg.  ( V2  gr.) 
in  bottles  of  100. 


whole  leaf 


DAVOXin® 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digoxin  U.S.P.  (Davies,  Rose®) 
0.25  mg.  (white)  scored  tablets 
in  bottles  of  100. 


digoxin 


°K  xi.0 


c.,h„o14 


mYODiGirfs  digitoxin 

TEGRA-TABS© 

(rapidly-disintegrating  tablets) 
of  Digitoxin  U.S.P.  (Davies,  Rose®) 

0.1  mg.  (pink)  scored  tablets 
and  0.2  mg.  (white)  scored  tablets 
in  bottles  of  100. 


c-.k.o,, 
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DAVIES,  ROSE-HOYT 

Pharmaceutical  Division  - . -■  - I 

The  Kendall  Company  r-*  --  = 

Needham,  Mass.  02194  = f\€llDALL 


A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure 1,1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
“...a  reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 
a logical 

Blood  Pressure 
Regulator 


i CAUSE 
ENHANCES 
IE  BODY’S  OWN 
ECHANISMS 
')R  REDUCING 
100D  PRESSURE 


BRISTOLTHERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings : Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


[n  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
t)f  Salutensin  acts  on  the  carotid 
;inus  and  myocardial  receptors, 
nitiating  “...a  reflex  fall  in  blood 
iressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
>f  hypertension,  Salutensin 
itilizes  protoveratrine  A. 
n addition,  to  facilitate  and 
naintain  blood  pressure  reduction, 
ialutensin  incorporates  reserpine 
nd  a highly  effective  thiazide. 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage-low-cost 
therapy:  Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 


n general,  side  effects  have  been  Saunders  Company,  1959,  p.  395. 


Salutensin 


BRISTOL 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


j 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 

Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  infections  caused  by  streptococci,  pneu- 
mococci, and  sensitive  strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.;  also, 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 


V-Cillin  K 


® Six-Second 
Barrier  to 
Bitterness 


Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 


this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


lledical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 

Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at-  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.1  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out’’2  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 


Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.3 


Excess  secretions  which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasm  can  result  fri 
secretions  penetrating  the  bronchi  and  bronchie; 
In  laryngospasm,  there  are  both  inspiratory  and:) 
piratory  stridor  and  difficulty  in  inflating  the  ch.t 
in  bronchospasm  there  is  an  expiratory  wheeze,  a: 
not  as  much  difficulty  in  inflation,  although  sci< 
resistance  may  be  felt.  Stridor  is  due  to  partiabi 
complete  closure  of  the  vocal  cords  in  spasm  and.i 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  prodie 
difficulty  in  ventilation  through  the  mouth  until 
patient  is  deep  enough  to  place  an  oral  airway,  u 
intravenous  agent  can  be  given  to  facilitate  th<ir 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performed) 
ventilate  the  patient.  For  example,  teeth  carb 
broken  by  too  vigorous  attempts  at  intubationc 
the  intubation  itself  may  be  technically  difficult  ut 
to  secretions  obstructing  the  view  of  the  glottis,  he 
postoperative  sequelae  of  intubation  ranges  fm 
mild  laryngitis  to  pneumonia  with  atelectasis,  Ki 
are  seen  far  more  commonly  in  patients  sufferi 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasm  ivhlch  produce  them 
acteristic  stridor  or  "crowing”  sound. 


«n 


progression  of 

bronchioles  into  bronchospasm. 

{(implications  during  the  maintenance  of 

anesthesia  Bronchospasm  can  occur  in  an  un- 
ntubated  patient  due  to  secretions  entering  the  bron- 
chial tree  from  above,  and  acting  as  an  irritant  to 
he  bronchi  and  bronchioles.  Secretions  accumulate 
quickly  and  the  patient  has  to  be  suctioned  continu- 
ally. The  whole  cycle  of  coughing,  bucking,  laryngo- 
•pasm  and  bronchospasm  may  ensue.  The  difficult 
decision  here  is  whether  it  is  better  to  suction  the 
oatient  continually  or  to  use  an  endotracheal  tube 
vhich  protects  the  cords  and  bronchi  but  introduces 
he  risk  of  attendant  complications. 

lostoperative  complications  Postoperatively, 

omplications  can  be  more  serious  than  even  the  intra- 
nesthesia  complications,  and  occur  much  more  fre- 
uently  in  a patient  who  has  been  intubated.4 

ore  throat  and  pharyngitis  can  result  both  from  the 
reoperative  upper  respiratory  infection  and  from 
le  drying  of  the  mucous  membranes  which  occurs 
uring  anesthesia. 

racheitis  and  bronchitis  often  result  from  secre- 
ons  trickling  down  the  tracheobronchial  tree. 

aryngitis  is  frequently  seen  in  patients  with  upper 
ispiratory  infections  who  have  been  intubated, 
here  is  a significant  increase  in  the  incidence  of 
ryngitis  compared  to  that  in  patients  without  up- 
:r  respiratory  infections. 

tbglottic  edema  is  a condition  which  occurs  mainly 
children  who  have  been  intubated.  This  pathol- 
Vi  results  from  an  exudate  developing  in  the  areo- 
r tissue  just  below  the  cords.  Because  of  the  small 
*eof  the  child's  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatment5,6,7'8  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page ) 


Open  noses  ail  the  way! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 

Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 

thyrotoxicosis. 

Each  I TO  ITIin  1C  timed  release  tablet  contains. . . 
Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

( Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 


Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  mor 
thoroughly  preoperatively  and  are  more  easily  su 
tioned  from  the  airway  during  anesthesia. 

Give  intravenous  fluids  to  those  patients  who  appea 
dehydrated  due  to  a cold.  In  a well  hydrated  patien 
the  respiratory  tract  secretions  are  less  viscid  am 
more  watery.  This  is  particularly  true  in  asthmatic 

Summary:  Administration  of  emergency  anesth 
sia  to  a patient  with  a cold  or  upper  respiratory  ii 
fection  can  lead  to  a chain  of  events  that  may  resul 
in  increased  postoperative  morbidity  and  even  deat 
This  is  because  of  the  excess  secretions  formed  i 
these  conditions.  Preoperative  measures  to  prever 
or  reduce  these  secretions  should  be  undertaken  an 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by 
creasing  respiratory  tract  fluid  nearly  200%- 
plus  an  oral  decongestant  to  relieve  a probab 
cause  of  cough,  postnasal  drip.  Your  patien, 
receive  these  benefits  when  you  prescribe... 


Triaminic  Expectorant 


Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  rr 

Pheniramine  maleate  6.25  rr 

Pyrilamine  maleate  6.25  rr 

Glyceryl  guaiacolate  100  rr 

Alcohol  5' 


Dosage:  Adults— 2 teaspoonfuls;  Children  6 
12  years— 1 tsp.;  Children  1 to  6 years— Vz  t: 
Administer  every  four  hours.  Side  effects:  0c< 
sional  drowsiness,  blurred  vision,  cardiac  pal 
tations,  flushing,  dizziness,  nervousness,  < 
gastrointestinal  upsets.  Precautions:  The  | 
tient  should  be  advised  not  to  drive  a car  or  op 


ate  dangerous  machinery  if  drowsiness  occu 
Use  with  caution  in  patients  with  hypertensii 
heart  disease,  diabetes  or  thyrotoxicosis. 

(Advertisemt) 


■ 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects  , . . Urinary  retention, 
noted  in  two  cases  was  eliminated  in 
one  by  reducing  dosage.'* 1' 


CANTIL8 

(mepenzolate  bromide) 

helps  restore  normal  motility  and  tone 


IN  BRIEF: 

One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg, 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 
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GLUCOLA 

Carbonated  Preparation  for 
Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


JT 


NO.  265) ' 


Glucola 

6KSND 

PREPARATION 
FOR  GLUCOSE 
TOLERANCE  TEST 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753(R2)6J 

*The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm.  loading  dose 


Available  through  your  regular  supplier: 
cartons  of  12  7-oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


Ames  Company,  Inc. 
Elkhart,  Indiana 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 
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superior  cleansing  action  ■ STOMASEPTINE’s 
oxidizing  and  mucolytic  properties  promote  thor- 
ough cleansing  of  the  vaginal  vault.  Dissolves 
and  removes  irritating  secretions  more  effec- 
tively than  vinegar  which  tends  to  coagulate  gly- 
coproteins. Low  surface  tension  and  release 
of  nascent  oxygen  contribute  to  deep  penetration 
and  cleansing  of  rugae. 


enhances  specific  therapy  ■ Removal  of  vaginal 
debris  with  STOMASEPTINE  enhances  the  effec- 
tiveness of  specific  therapy . . . ensures  maximum 
contact  of  topical  medication  with  vaginal  mucosa. 

excellent  patient  acceptance  ■ Anti  pruritic 
and  deodorizing. ..  pleasantly  scented ...  patients 
feel  “fresh  and  clean.” 


Contains:  sodium  perborate,  sodium  bicarbonate, 
sodium  chloride,  sodium  borate,  menthol,  thymol, 
eucalyptol,  methyl  salicylate  and  aromatics— 

6 oz.  and  15  oz.  jars;  cartons  of  12  10-gm.  packets 

Literature  and  professional  supply  on  request. 

HARCLIFFE  LABORATORIES,  INC.  BROOKLYN,  New  York  11217 


For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Westbrook  Psychiatric  Hospital,  Inc. 

FOUNDED  1911 

Richmond,  Virginia 

A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 

BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  266-9671 
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In  fact,  there's  as  much  iron. ..250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron . . .or  orally  administered  iron 
proves  ineffective  or  impractical. ..or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


. . . IRON 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 

in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  I 

Initial  test  doses  are  advisable.  The  total  iron  requirement  for 

the  individual  patient  is  readily  obtainable  from  the  dosage 

chart  in  the  package  insert.  Deep  intramuscular  injection  in 

the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 

technique,  (with  displacement  of  the  skin  laterally  prior  to  ! 

injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 

average  size.  | 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 

Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 

Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 

Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man.  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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lo  help  restore 
and  stabilize  the 
intestinal  flora 


TABLETS  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,314 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.5,6,7,8 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 

HYNSON,  WESTCOTT 
& DUNNING,  INC. 

BALTIMORE.  MARYLAND  21201 

(LX03) 


References:  (1)  Siver,  R.  H.:  CMD,  27:109,  September 
1954  (2)  Frykman,  H.  H.:  Minn.  Med.,  38:19-27, 
January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
52:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
Florida  Acad.  Gen.  Prac.,  25:15-16,  October  1965.  (5) 
Weekes,  D.  N.Y.  State  Jour.  Med.,  58:2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


METAHYDRir 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 


HAS  PAID  OVER 


$87,800 


OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 


MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 

S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct„  Florence,  S.  C. 
Looks  Forward  to  Greeting'  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift 
Coca-Cola  with  its  never  too  swee 
taste,  refreshes  best.  Helps  peoplt 
meet  the  stress  of  the  busy  hours 
This  is  why  we  say  things  go 

better,! 

.with 


11:47  pm  11:53  pm  12:06  am 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN* 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 
Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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in 

chronic 

illness 

B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-solubl 
mins  and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsule  u 
taming  therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  m t 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chrcii 
ness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therap 


— 


— 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate  ^ 1 


Vitamin  B2  (Riboflavin) 
Vitamin  B6  (Pyridoxine  HCI) 
Vitamin  Bi2  Crystalline 
Vitamin  C (Ascorbic  Acid) 
Niacinamide 
Calcium  Pantothenate 


Recommended  intake.  Adults,  1 c st'1 
daily,  for  the  treatment  of  vitamin  d :K 
cies.  Supplied  in  decorative  rcnrjde 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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When  depressed  patients  say: 

<5/ 

"1  can’t  sleep  at  night” 

"I'm  tired  all  day  long” 

NORPRAMIN9 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI  DEPR  ESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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own  antibodies 


Whatever  term  describes  him  in  this  new  era  of 
immunology,  the  symptoms  of  congested  nose,  rhinor- 
rhea  and  sneezing  haven't  changed  in  patients  hyper- 
sensitive to  pollens  and  molds.  But  nTz  k Nasal  Spray 
relieves  the  symptoms.  It  decongests  nasal  mem- 
branes on  contact,  relieves  itching  and  reduces 
excessive  rhinorrhea  without  unpleasant  dryness. 

The  first  spray  of  well-tolerated  nTz  shrinks  the 
turbinates,  helps  restore  normal  nasal  ventilation 
and  breathing.  After  a few  minutes,  a second 
spray  enhances  sinus  ventilation  and  drainage. 

More  than  a simple  vasoconstrictor,  the  carefully 
balanced  formula  of  effective  components  relieves  in 
three  ways  with: 

• Neo-Synephrine-’  HCI  0.5%,  a decongestant  of 
unexcelled  efficacy  to  shrink  nasal  membranes  and 
allow  more  comfortable  breathing. 

• Thenfadil-  HCI  0.1%,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

•Zephiran"  Cl  1:5000,  an  excellent  wetting 
agent  and  antiseptic  preservative  to  promote 
the  rapid  spread  of  components  to  less 
accessible  nasal  areas. 

Supplied  in  convenient  pocket-size  plastic 
spray  bottle  of  20  ml.  Also  available  as  a 
solution  of  30  ml.  (1  fl.  oz.)  with  dropper, 
and  473  ml.  (1  pint). 


now  a victim  of  his 


Prescribe 

nTz 


Nasal  Spray 

ne  HCI) 

IA//nfhrop  Winthrop  Laboratories,  New  York,  N.Y.  10016 


(contains  Neo-Synephrine  HCI) 


Once  merely  a man 
with  HAY  FEVER- 


In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’bLd 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe, N.Y. 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr„  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE.  N.  C. 
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ilantin 

ihenylhydantoin) 


® 


S-DAVIS 


years  of  clinical  use. 
d still  the  most 
dely  prescribed 
lent  of  its  kind 


■ ■ 


Complete  information  for  usage  available  to 
physicians  on  request.  8|96s 
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“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


I 

ous  procedures  until  correct  maintenance  dosage  is  establish! 
driving  during  therapy  not  recommended.  In  general,  concum 
use  with  other  psychotropic  agents  is  not  recommended.  W: 
patients  of  possible  combined  effects  with  alcohol.  Safe  use 
pregnancy  not  established.  Observe  usual  precautions  in  impaii 
renal  or  hepatic  function  and  in  patients  who  may  be  suicid 
periodic  blood  counts  and  liver  function  tests  advisable  in  loi 
term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigla 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizzini 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  spee, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement, 
pression,  stimulation,  sleep  disturbances  and  hallucinations) 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  ov 
dosage  may  produce  withdrawal  symptoms  similar  to  those  : 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reaction: 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to(l 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerel 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patiei 
1 or  2 mg/day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  i 
venience  and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann-La  Roche  Inc., 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 
-w-  -jr  ^ • 2-mg,  5-mg,  10-mg  tablets 

Valium 

(diazepam) 
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ECONOMICAL! 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Winthrop  announces 
new 


For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity. ..wherever  there  is  “acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture-qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


® 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


Rate  of  0.1N  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


*Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


300- 


200 


100 


80 

60 


Minutes 


Dosage:  Peptic  ulcer  or  gastritis  - from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed:  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)  WinGel,  trademark  reg.  u.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  j \ 


Finally  — a taste  your  patients  will  truly  like 
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The  Journal  of  the  South  Carolina  Medical  Association 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group,  oriented; 
electro-shock  therapy ; carbon  dioxide  inhalation ; occupational  therapy ; medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

(i  miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 


IN  COMMUNICATIONS 


With  direct  distance  dialing,  phono-vision  and  other 
innovations,  the  world  of  communications  has  become 
more  complex  than  ever.  To  keep  up  with  the  times — 
and  ahead  of  them — the  telephone  companies  rely  on 
thousands  of  facts.  Facts  determine  when  central  ex- 
changes need  to  be  enlarged.  Facts  show  which  method 
of  automatic  billing  works  best.  Facts  count  in  design- 
ing data  transmission  systems  and  in  every  phase  of 
the  communications  business. 

In  selecting  health  care  coverage  for  employees,  the 
telephone  companies  have  made  facts  count,  too.  They 
have  chosen  Blue  Cross  and  Blue  Shield.  This  hospital 


and  medical  program  offers  the  kind  of  benefits  em- 
ployees want  and  need.  Employers  appreciate  the  sig- 
nificant savings  in  administrative  expense.  Hospitals 
and  doctors  are  paid  direct.  These  are  facts  that  count 
in  health  care  coverage. 

Make  facts  count  for  your  company.  Talk  with  your 
Blue  Cross  and  Blue  Shield  representative  soon.  No 
one  has  more  knowledge  or  information  about  health 
care  coverage. 

Review  the  facts,  your  first  choice  will  be  Blue  Cross 
and  Blue  Shield  . . . the  health  care  program  preferred 
by  over  2,500  South  Carolina  firms. 


Blue  Cross  - Blue  Shield, 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 


Prepared  by  Robert  Kline  and  Company 3 Inc.  for 
South  Carolina  Hospital  Service  Plan  - SB  333 
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Butazolidin  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methyibromide,  1.25  mg. 

The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it’s  logical  to  start  therapy  with 
Butazolidin  alka— you’ll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenii 
purpura  and  aplastic  anemia  are  also  po 
side  effects. 

Confusional  states,  hyperglycemia,  agit. 
headache,  blurred  vision,  optic  neuritis 
transient  hearing  loss  have  been  report 
have  hepatitis,  jaundice  and  several  cas' 
anuria  and  hematuria.  With  long-term  us 
reversible  thyroid  hyperplasia  may  occu 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300 
mg.  daily  in  divided  doses.  In  most  insta 
400  mg.  daily  is  sufficient.  When  improvi 
occurs,  dosage  should  be  decreased  to 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achie 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  ful 
prescribing  information. 
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Also  available:  Butazolidin^.phenylbut; 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 
Division  of  Geigy  Chemical  Corporation 
Ardsley,  New  York  BU-3804F 


Geigy 
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ANNOUNCING 


a potent  combination  in 

,81111111111 

truly  delicious  orange-flavored  forms: 


YTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


in  granules 
for  oral 
suspension 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  14£ 
patients  studied  expressed  a definite  liking  foi 
the  products.  There  were  only  two  refusals.  Ar 
independent  taste-test  with  50  healthy  childrer 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms.  ( j eara 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES  : a | & 

In  Chewable  Tablets  ^ 

In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 


Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications : Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions:  Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa- 
merazine  and  sulfamethazine.  003303 


What  joy  can 
equal  this  one . . . 


. . . the  joy  of  being  back  with  your 
child.  For  some  mothers  this  will 
never  be.  For  many  mentally  sick 
people,  even  the  new  treatment 
methods  do  not  work.  More  re- 
search is  needed  to  find  ways  to 
save  all  the  victims  of  mental  ill- 
ness. Please  help  this  important 
work.  Help  speed  the  day  that 
we’ll  be  rid  of  mental  illness. 

Give  to  the  Nation- 
al  Association 
for  Mental  Health 
through  your 
local  chapter. 
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i liy  Is  one  man’s  gastric  ulcer 
nother  man's  duodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon.1,2 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
graphic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
:iis  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
i kingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
“ Tsed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
> kers  and  rare  among  the  upper  classes, 
ivestigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
etion  of  gastric  acid.2'8  Or,  as  one  author  states  it:  “The  medical  management 
eptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
1 the  effective  inhibition  of  peptic  activity.”3 

obinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
irmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness.3,7,9-12 
eves  pain  with  “impressive”  promptness.8  Quickly  alleviates  acute  discomfort, 
effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
hing  and  other  ulcer  symptoms.7  Suppression  of  nocturnal  pain  is  “out- 
ding.”13  Maximally  effective  doses  may  be  given  with  minimal  side 
tions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.3,7'14 


matter  what  the  uleer  theory...  the  faet  is  that 
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Pycopyrrolate) 

©motes  fhc  essential  uleer- healing  environment 
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Kohiniil 

(glycopyrrolate) 

promotes  the 
essential  ulcer-healing; 
environment 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy, 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage : Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  prod- 
uct literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  rag. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Cummer,  J.  W.  P.: 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2 . Bockus,  H.  L. : Gastroenter- 
ology, 2nd  ed.,  vol.  1,  Philadelphia,  Saunders,  1963,  p. 
468.  3.  Sun,  D.  C.  H.:  Ann  NY  Acad  Sci  99:153  (Feb. 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965  . 5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L„  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasieh, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (Jan.)  1963.  9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962, 

12.  Barman,  M.  L.,  and  Larson,  R.  K. : Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B. : J New 
Drugs2:211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 


Lessens  motilitY, 
reduces  secretions  and 
maintains  mild  sedation 


ANTROCOL® 


ANTI  SPASMODIC 
ANTISECRETORY 
SEDATIVE 


Each  tablet  or  capsule  contains  Atropine 
sulfate  0.324  mg.  Phenobarbital  16  mg. 
Warning,  may  be  habit  forming.  *Ben- 
sulfoid  65  mg.  *See  White  Sec.  P.D.R. 
p.  851. 

INDICATIONS:  Peptic  ulcer.  Func- 
tional digestive  disturbances. 
DOSAGE:  In  peptic  ulcer  4 to  8 tablets 
or  capsules  per  day.  Dryness  of  mouth 
is  a guide  to  proper  dosage  in  acute  ulcer. 
As  the  ulcer  heals,  increased  sedation 
is  an  indicator  to  reduce  dosage.  In 
functional  digestive  disturbances,  1 tab- 
let or  capsule  every  six  hours  maintains 
sedation  at  the  threshold  of  calmness. 
The  mild  antisecretory  action  does  not 
disturb  the  average  patient. 
SIDE-EFFECTS:  Dryness  of  mouth, 
blurred  vision  and  difficult  urination. 
PRECAUTIONS:  Use  cautiously 
prostatic  hypertrophy.  Do  not  use 
glaucoma. 

Tablets  packaged  in  bottles  of 
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Fred  Kurth  is  a 
construction  worker. 

He  lifts  weights, 
plays  a 
mean 
game  of 
handball 
and  was  a pretty  good  wrestler  in 


school. 
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At  night  he  sleeps  like  a baby. 

(On  a too-soft  mattress) 

Maybe  thatrs  why  his  back  hurts 

You  probably  have  patients  who  are  strong  as  a bull-who  have  no 
postural  defects  or  spinal  deformities— yet  still 
complain  of  low  back  pains. 

How  can  this  happen  to  otherwise  normal,  healthy  people? 

At  night,  they  may  be  sleeping  like  babies-on  nice,  soft,  feathery 
mattresses  that  can  do  more  harm  than  good.  And  this 
too-soft  mattress  can  lead  to  morning  backaches. 

That’s  why  so  many  doctors  recommend  (and  sleep  on!) 
the  Sealy  Posturepedic. 

Posturepedic  is  designed  in  cooperation  with  leading 
orthopedic  surgeons  for  firm  support.  Actually  helps  keep  the 
spine  in  line,  and  tends  to  reduce  muscle  tension,  too. 

When  a baby-soft  mattress  is  giving  patients  low  back  pain, 
why  not  recommend  the  Sealy  Posturepedic? 

It  gives  the  firm,  level  support  many  patients  need. 


As  a doctor,  you  are  invited  to  take  advantage  of  a professional 
discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you  of  the  Posture- 
pedic's  distinctive  benefits  and,  we  would  hope,  merit  your  valued 
recommendation. 

The  professional  discount  represents  a minimum  saving  of  $39 
per  set  over  the  regular  retail  price  for  mattress  and  foundation. 
To  receive  your  professional  discount  certificate,  mail  this  coupon 
to  Sealy,  Inc.,  666  North  Lake  Shore  Drive.  Chicago,  Illinois  60611. 


Please  send  me  complete  information  on  your  professional  discount. 
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NorinyL,,,, 

(norethmdrone  2 mg  c mestranol  i/o  1 mg  ) 

for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes. 1-3>7"16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965  3.  Goldzieher,  J.  W : Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
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Goldzieher,  J.  W.,  and  Aranda  • Rosell,  A Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J W . Moses. 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D : GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T : 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W , Mar- 
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16:158  (Mar. -Apr.)  1965.  11.  Flowers.  C.  E..  Jr  N 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 

Tuberculin, 
Tine  ^iTest 


Lederle 

Available  in  5’s  and  25’S. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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this  issue:  emergency  anesthesia  and  the  common  cold 


When  emergency  anesthesia  is 

complicated  by  the  common  cold 

Barry  Belonsky,  M.D.,  F.A.C.A. 

Staff  Anesthesiologist,  Hospital  of  The  Albert  Einstein  College  of  Medicine,  New  York  City 


niedical  facilities  are  often 
presented  with  unfamiliar 
patients  who  have  un- 
known health  histories. 
This  is  particularly  true  in 
emergency  situations  that 
arise  due  to  accidents  or 
acute  illnesses.  These  cases 
may  need  prompt  care  re- 
quiring anesthesia,  and  if  they  involve  colds,  nasal 
allergies  or  other  upper  respiratory  infections,  can 
account  for  many  complications  which  make  up  a 
major  hazard  during  emergency  anesthesia. 

Administration  of  general  anesthesia  to  a patient 
with  a cold  or  upper  respiratory  infection  is  a haz- 
ardous undertaking.  It  should  be  avoided  if  at  all 
possible.  Indeed,  the  presence  of  U.R.I.  is  good  rea- 
son for  postponement  of  elective  surgery.1  In  emer- 
gency surgery,  regional  or  local  block  should  be 
considered,  but  if  general  anesthesia  is  mandatory, 
it  should  be  approached  with  utmost  caution. 

Since  the  attitude  of  "emergency  surgery  — hurry” 
has  been  replaced  by  "emergency  surgery  — watch 
out”2  a knowledge  of  the  complications  is  a great 
help  in  preventing  them.  Here  is  a brief  outline  of 
the  problems  involved  and  their  treatment.  Preven- 
tion of  the  complications  is  discussed  later. 

Complications  during  the  induction  of  anes- 
thesia Most  of  the  complications  are  a direct  re- 
sult of  secretions  and  some  a result  of  accompanying 
secondary  infection.  For  example,  airway  obstruc- 
tion due  to  excessive  secretions  occurs  very  com- 
monly and  is  the  direct  effect  of  the  cold.  Respiratory 
exchange  may  be  obstructed  at  any  time  during 
anesthesia  because  of  excessive  secretions,  but  is 
most  likely  to  occur  during  induction.  Suction  ap- 
paratus must  be  available  to  overcome  this.3 

Excess  secretions  -which  stimulate  and  irritate  the 
epiglottis  and  vocal  chords  can  cause  laryngeal 
stridor  and  obstruction.  This  can  lead  to  complete 
laryngeal  closure  with  resultant  anoxia  and  death. 


Bronchospasm  and  laryngospasrn  can  result  frn 
secretions  penetrating  the  bronchi  and  bronchics. 
In  laryngospasrn,  there  are  both  inspiratory  and* 
piratory  stridor  and  difficulty  in  inflating  the  chi , 
in  bronchospasm  there  is  an  expiratory  wheeze,  it 
not  as  much  difficulty  in  inflation,  although  soe 
resistance  may  be  felt.  Stridor  is  due  to  partial  r 
complete  closure  of  the  vocal  cords  in  spasm  and  . 
"crowing”  sound  is  almost  pathognomonic. 

Secretions  obstruct  the  nasal  airways.  This  prodm 
difficulty  in  ventilation  through  the  mouth  until  e 
patient  is  deep  enough  to  place  an  oral  airway,  q 
intravenous  agent  can  be  given  to  facilitate  ther. 
duction  of  anesthesia. 

Difficulties  can  arise  if  intubation  is  performeco 
ventilate  the  patient.  For  example,  teeth  cane 
broken  by  too  vigorous  attempts  at  intubation  : 
the  intubation  itself  may  be  technically  difficult  >.e 
to  secretions  obstructing  the  view  of  the  glottis.  re 
postoperative  sequelae  of  intubation  ranges  fit 
mild  laryngitis  to  pneumonia  with  atelectasis,  d 
are  seen  far  more  commonly  in  patients  suffeig 
from  colds  than  in  normal  patients. 


Successive  stages  of  laryngospasrn  which  produce  the 
acteristic  stridor  or  " crowing  ’ sound. 


Implications  during  the  maintenance  of 

eesthesia  Bronchospasm  can  occur  in  an  un- 
ii  abated  patient  due  to  secretions  entering  the  bron- 
c al  tree  from  above,  and  acting  as  an  irritant  to 
tl  bronchi  and  bronchioles.  Secretions  accumulate 
q ckly  and  the  patient  has  to  be  suctioned  continu- 
a r.  The  whole  cycle  of  coughing,  bucking,  laryngo- 
s]sm  and  bronchospasm  may  ensue.  The  difficult 
d ision  here  is  whether  it  is  better  to  suction  the 
p ient  continually  or  to  use  an  endotracheal  tube 
w ich  protects  the  cords  and  bronchi  but  introduces 
til  risk  of  attendant  complications. 


litoperative  complications  Postoperatively, 

cr  iplications  can  be  more  serious  than  even  the  intra- 
aristhesia  complications,  and  occur  much  more  fre- 
■intly  in  a patient  who  has  been  intubated.4 


Sc  throat  and  pharyngitis  can  result  both  from  the 
pnperative  upper  respiratory  infection  and  from 
(ndrying  of  the  mucous  membranes  which  occurs 
du  ng  anesthesia. 


I: heitis  and  bronchitis  often  result  from  secre- 
tes trickling  down  the  tracheobronchial  tree. 

yngitis  is  frequently  seen  in  patients  with  upper 
H'iratory  infections  who  have  been  intubated. 

re  is  a significant  increase  in  the  incidence  of 
Hngitis  compared  to  that  in  patients  without  up- 
respiratory  infections. 

glottic  edema  is  a condition  which  occurs  mainly 
Biildren  who  have  been  intubated.  This  pathol- 
■ results  from  an  exudate  developing  in  the  areo- 
issue  just  below  the  cords.  Because  of  the  small 
sbof  the  child's  trachea,  even  a 1 mm  increase  in 


size  of  the  mucous  membrane  can  severely  impair 
the  air  passage.  Children  exhibit  this  by  severe  ex- 
piratory stridor  and  may  even  become  cyanotic.  This 
may  so  severely  embarrass  the  child’s  breathing  that 
it  must  be  treated  vigorously.  Most  authorities  agree 
on  the  treatment'*'6’7,8  consisting  of  a high  oxygen 
concentration  in  the  inspired  air  (60%),  plus  high 
humidity  (close  to  100%).  Adequate  parenteral 
fluid  intake  and  slight  cooling  of  the  body  tempera- 
ture (by  a cooled  oxygen  tent)  also  help  in  mild  cases. 
In  severe  cases,  there  may  be  hypoxia  which  in- 
creases the  restlessness  and  the  oxygen  demand  rises. 
Sedation  is  often  necessary,  although  concomitant 
depression  of  the  respiratory  center  is  undesirable. 
An  antihistaminic  accomplishes  this  purpose  well, 
and  adds  sedation.  Since  there  is  always  a possibility 
that  an  allergic  response  plays  a role  in  edema,  some 
relief  of  the  respiratory  distress  may  occur.  Steroids 
should  be  used  to  control  inflammatory  and  allergic 
phenomena  and  swelling.  If  all  this  fails,  and  the 
patient  is  still  restless  and  hypoxic,  a tracheostomy 
should  be  performed  immediately. 

( concluded  on  following  page) 


Open  noses  all  the  way! 


Your  patient  can  breathe  easily,  flying  from  New  York  to 
Rome,  on  just  one  Triaminic  timed-release  tablet. 

One  tablet  goes  a long  way.  For  24  hour  relief  of  nasal 
congestion  and  postnasal  drip  due  to  sinusitis,  colds  and 
respiratory  allergies  — simply  prescribe  one  Triaminic 
timed-release  tablet,  swallowed  whole,  in  morning,  mid- 
afternoon and  at  bedtime. 


Side  Effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness,  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  ma- 
chinery if  drowsiness  occurs.  Use  with  caution  in  pa- 
tients with  hypertension,  heart  disease,  diabetes  or 
thyrotoxicosis. 


Triaminic 


timed-release  tablet  contains . . . 


Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


(Advertisement) 


Cross  section  of  trachea  showing  subglottic  edema  and 
lumen  reduction  due  to  mucous  membrane  congestion. 

Pneumonia  may  also  follow  anesthesia  administered 
to  a patient  with  a cold.  This  can  be  caused  by  accu- 
mulated secretions  becoming  secondarily  infected 
and  causing  consolidation  of  the  lung.  Atelectasis 
of  the  lung  can  result  if  one  of  the  bronchioles  be- 
comes plugged  by  secretions,  preventing  aeration  of 
the  distal  part  of  that  lung.  This  is  seen  more  fre- 
quently following  upper  respiratory  infection  be- 
cause dry  anesthetic  gases  aggravate  the  infection, 
causing  secretions  to  change  from  watery  to  thick 
and  viscid,  and  consequently  difficult  to  suction. 

Prevention  of  complications  The  first  rule  to 

prevent  complications,  of  course,  is  to  use  a regional 
or  local  anesthesia  whenever  possible.  But  when 
emergency  surgery  is  a must,  in  spite  of  the  presence 
of  a cold,  allergy,  or  upper  respiratory  infection, 
here  are  some  ways  to  prevent  complications. 

Give  nose  drops  preoperatively.  This  can  help  shrink 
the  congested  nasal  mucous  membranes  and  reduce 
secretions  for  better  air  passage.  (Results  of  this 
method  are  sometimes  unsatisfactory  because  of  the 
short  duration  of  effect  or  rebound  congestion.)  For 
longer  effect,  oral  antihistamines  with  nasal  decon- 
gestants are  often  given  to  provide  and  maintain  a 
drying  effect  on  secretions. 

To  clear  the  tracheobronchial  tree,  instruct  the  pa- 
tient to  cough  preoperatively.  Cold  steam  or  water 
nebulizers  effectively  humidify  the  nasal,  pharyn- 
geal and  bronchial  passages  and  often  make  the 
patient  more  comfortable.  Tenacious  secretions  be- 


come more  watery  under  humidification,  clear  mor 
thoroughly  preoperatively  and  are  more  easily  su 
tioned  from  the  airway  during  anesthesia. 


Give  intravenous  fluids  to  those  patients  who  appea 
dehydrated  due  to  a cold.  In  a well  hydrated  patien 
the  respiratory  tract  secretions  are  less  viscid  an 
more  watery.  This  is  particularly  true  in  asthmatic 


Summary:  Administration  of  emergency  anesth 
sia  to  a patient  with  a cold  or  upper  respiratory  i 
fection  can  lead  to  a chain  of  events  that  may  resu 
in  increased  postoperative  morbidity  and  even  deat 
This  is  because  of  the  excess  secretions  formed  i 
these  conditions.  Preoperative  measures  to  prevei 
or  reduce  these  secretions  should  be  undertaken  an 
will  result  in  smoother  and  safer  anesthesia. 
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An  expectorant  that  makes  coughs  count  by 
creasing  respiratory  tract  fluid  nearly  200% 
plus  an  oral  decongestant  to  relieve  a probal 
cause  of  cough,  postnasal  drip.  Your  patier 
receive  these  benefits  when  you  prescribe... 

Triaminic  Expectorant 

Each  teaspoonful  (5  ml.)  contains: 
Phenylpropanolamine  hydrochloride  12.5  i 
Pheniramine  maleate  6.25  i 

Pyrilamine  maleate  6.25  i 

Glyceryl  guaiacolate  100  i 

Alcohol  ~ 

Dosage:  Adults— 2 teaspoonfuls;  Children  6 
12  years— 1 tsp.;  Children  1 to  6 years— % a 
Administer  every  four  hours.  Side  effects:  0o 
sional  drowsiness,  blurred  vision,  cardiac  po- 
tations, flushing,  dizziness,  nervousness,' 
gastrointestinal  upsets.  Precautions:  The  * 
tient  should  be  advised  not  to  drive  a car  or  o|r 
ate  dangerous  machinery  if  drowsiness  occ  > 
Use  with  caution  in  patients  with  hypertensi. 
heart  disease,  diabetes  or  thyrotoxicosis. 
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There  is  nothing  Detroit 
about  it. 


Porsche  is  built  (or  people  who  like  to 
drive.  The  only  push  buttons  you  can  get 
are  the  ones  on  the  radio  And  the  radio 
is  optional. 


No  push  buttons  here 


The  rest  is  pure  GT  The  features  that 
make  it  a winner  at  Sebrmg  and  LeMans 
make  it  exciting  to  drive  in  open  country 
or  city  traffic. 

No  Detroit  wheels  hug  a rough  road 
like  Porsche  We  introduced  torsion  bar 


suspension  17  years  ago.  We've  been  im- 
proving it  ever  since. 

The  fast  4-speed  gearbox  (5-speed  if 
you  want  it)  shifts  smooth  as  an  auto- 
matic. But  response  is  immediate.  And 
powerful. 

The  rack  and  pinion  steering  is  direct 
and  precise.  When  you  turn  the  wheel,  the 
car  responds  — instantly.  You're  in  com- 
plete control.  Always  At  any  speed,  on 
any  surface. 


Porsche  stops  as 
surely  as  it  goes. 

All  4 wheels  are 
equipped  with  hy- 
draulic disc 
brakes  that  pull 
the  speed 
down  evenly 
and  are 
virtually 
fade-free  You  feel 
safe  You  are  safe 


Disc  brakes  all  4 wheels 


As  one  commuter  put  it,  "Porsche  is 
the  kind  of  car  that  makes  you  wish  you 
lived  further  from  work.”  Nothing  Detroit 
about  that. 


Sunday  driver 


:i — ii 


Porsche  911  6 cylinder  engine,  148  horsepower, 
5-speed  synchromesh,  top  speed  130  mph 
Porsche912  4 cylinder  engine.  102  horsepower. 
4 speed  synchromesh  (5-speed  optional),  top 
speed  1 15  mph 
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The  human  spine  is  not  engine 
prolonged  sitting  at  desks,  pianc 
writers  and  drafting  boards.  The] 
set  up  by  the  heavy,  forward-tilt 
and  trunk,  balanced  precarious 
insufficient  base,  result  in  strai 
dorsal  musculature,  particular!; 
low  lumbar  level. 

The  unusual  muscle-relaxant  ai\ 
gesic  properties  of  ‘Soma’  make) 
dally  useful  in  the  treatment  of  I 
sprains  and  strains.  ‘Soma’  isl 
prescribed  □ to  relieve  pain  □ 
muscles  □ to  restore  mobility. 

Indications:  ‘Soma’  is  useful  for  mana; 
muscle  spasm,  pain,  and  stiffness  in  a 
inflammatory,  traumatic,  and  degenerati 
loskeletal  conditions.  It  also  may  act  to 
motor  activity  in  certain  neurologic  dis 

Contraindications:  Allergic  or  idiosync 
tions  to  carisoprodol. 

Precautions:  ‘Soma’,  like  other  centr; 
system  depressants,  should  be  used  wi 
in  patients  with  known  propensity  for 
cessive  quantities  of  drugs  and  in  pal 
known  sensitivity  to  compounds  of  sim 
cal  structure,  e.g.,  meprobamate. 

Side  Effects:  The  only  side  effect  reportc 
frequency  is  sleepiness,  usually  on  h 
recommended  doses.  An  occasional  p, 
not  tolerate  carisoprodol  because  of  an 
reaction,  such  as  a sensation  of  weakr 
rarely  observed  reactions  have  included 
ataxia,  tremor,  agitation,  irritability,  he; 
crease  in  eosinophil  count,  flushing  ol 
gastrointestinal  symptoms. 

One  instance  each  of  pancytopenia 
penia,  occurring  when  carisoprodol  « 
istered  with  other  drugs,  has  been  repoi 
an  instance  of  fixed  drug  eruption  withe 
and  subsequent  cross  reaction  to  me 
Rare  allergic  reactions,  usually  mild,  ha' 
one  case  each  of  anaphylactoid  reactioi 
shock  and  angioneurotic  edema  with 
difficulty,  both  reversed  with  approprial 
In  cases  of  allergic  or  hypersensitivity 
carisoprodol  should  be  discontinued  anj 
ate  therapy  initiated.  Suicidal  attempt} 
duce  coma  and/or  mild  shock  and 
depression. 

Dosage:  Usual  adult  dose  is  one  350 j 
three  times  daily  and  at  bedtime. 
Supplied:  Two  Strengths:  350  mg.  wl 
and  250  mg.  orange,  two-piece  capsul 
Before  prescribing,  consult  package  cir 


for  the  relief 
of  low  back 
sprains  and  stij 

SOM 

(CARISOPROI 

# Wallace  Laboratories,  Crant 


(SYRUP  OR  OH  LORAL.  HYDRATE  ) 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 

JONES  and  VAUGHAN 
Richmond  26,  Virginia 


good  reason 
to  select 

Ilosone* 

Erythromycin  Estolate 

for  bacterial 
infections 
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two  to  four  times 
the  therapeutic 
activity  of  other 
erythromycins 


CONTRAINDICATIONS:  Ilosone  is  contraindicated  in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver  disease  or  dysfunction. 

SIDE-EFFECTS:  Even  though  Ilosone  is  the  most  active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug  idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported.  There  have  been  no  known  fatal  or  definite  resid- 
ual effects.  Gastro-intestinal  disturbances  not  associated  with  hepatic  effects  are  observed  in  a 
small  proportion  of  patients  as  a result  of  a local  stimulating  action  of  Ilosone  on  the  alimentary 
tract.  Although  allergic  manifestations  are  uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

DOSAGE:  Children  under  25  pounds— 5 mg.  per  pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults  and  children  over  50  pounds— 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may  be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and  chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed  with  water. 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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Lovvn  and  his  associates  reported  in  1962 
the  successful  treatment  of  arrhythmias 
with  electric  counter-shock  and  sug- 
gested that  direct  current  was  preferable  to 
alternating  current  because  of  a greater  mar- 
gin of  safety  with  the  former.1’ 2 The  value  of 
this  procedure  has  since  been  well  docu- 
mented by  a number  of  observers,  and  direct 
current  cardioversion  is  rapidly  becoming 
more  widespread.3'"  The  procedure  is  safe 
and  simple  in  expert  hands  but  must  not  be 
considered  a panacea  for  all  disorders  of  the 
heartbeat.  This  paper  reviews  the  subject  and 
also  gives  our  experience  with  this  procedure. 
Method 

The  cardioverter  shoidd  have  the  following 
four  components:  a direct  current  repolarizer 
to  provide  the  electric  energy,  a synchronizer 
to  deliver  the  discharge  on  the  appropriate 

0 Teaching  Fellow  in  Cardiology,  Medical  College 
of  South  Carolina. 

t Associate  Professor  of  Medicine  (Cardiology), 
Medical  College  of  South  Carolina. 


phase  of  the  cardiac  cycle,  a cardiometer  to 
monitor  the  heart  rate  and  give  an  R-wave 
reference  for  the  synchronizer,  and  an  oscillo- 
scope on  which  lead  2 is  usually  displayed.  In 
this  study  the  Lown  cardioverter  was  used. 
The  synchronizer  system  may  be  triggered  by 
any  impulse  of  sufficient  amplitude  and  polar- 
ity, so  the  highest  11-wave  in  comparison  with 
the  least  amplitude  of  the  P,  T,  or  F-waves 
should  be  used.  When  the  R-wave  is  about  the 
same  height  as  the  T-wave,  reversing  the 
polarity  of  the  machine  and  triggering  the 
shock  off  the  S-wave  may  be  implemented  to 
avoid  the  critical  T-wave  phase.  There  is  an 
inherent  instrumental  delay  of  20  to  40  milli- 
seconds. Therefore,  if  the  synchronizer  is  set 
at  zero  milliseconds  the  discharge  strikes  the 
down  slope  of  the  R-wave  or  S-wave  of  the 
ventricular  complex  which  is  250  milliseconds 
or  more  away  from  the  ventricular  vulnerable 
zone.  The  accuracy  of  synchronization  can  be 
verified.  One  group7  made  no  attempt  to  de- 
liver the  discharge  in  a particular  portion  of 
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Figure  1.  Continuous  tracing  of  lead  Ll>.  Just  after 
intravenous  succinylcholine,  ventricular  coupling 
occurred  in  this  patient  with  atrial  fibrillation.  Ven- 
tricular ectopia  increased  and  ventricular  tachycardia 
and  ventricular  flutter  developed. 


the  cardiac  cycle  and  found  this  method  to  be 
effective  and  safe. 

Cardioversion  is  usually  well  tolerated  with- 
out anesthesia  when  the  energy  setting  is  100 
watt  seconds  or  less  and  the  patient  has  been 
given  an  analgesic  such  as  Demerol  in  con- 
junction with  a barbiturate  before  the  pro- 
cedure. However,  it  is  impossible  to  predict 
which  patients  will  revert  on  this  low  setting 
(25%  of  our  cases),  and  the  persisting  seda- 
tion may  mask  hypoventilation  at  a time  when 
maximal  oxygenization  is  necessary.  Anes- 
thesia eliminates  these  problems  since  small 
intravenous  doses  of  thiopental  sodium  will 
provide  a rapid  and  transient  amnesia  with- 
out the  need  of  a prior  sedative  and  the  anes- 
thesiologist insures  maximal  oxygenization. 
This  also  allays  the  anxiety  and  discomfort 
produced  by  multiple  shocks.  The  use  of 
Brevital,  a short  acting  barbiturate,  is  an 
alternate  procedure  in  which  the  patient  is 
also  fully  awake  in  2 to  5 minutes  following 
the  conversion.  Muscle  relaxants  are  usually 
not  necessary  and  may  even  be  hazardous. 
Succinylcholine  has  been  shown  to  have  a 
digitalis-like  effect  on  animals  and  humans.8’ 0 
Duchelle10  reported  the  occurrence  of  severe 


post-conversion  arrhythmia,  both  atrial  and 
ventricular,  until  succinylcholine  was  stopped 
and  patients  with  digitalis  excess  were 
eliminated.  One  of  our  patients,  with  atrial 
fibrillation  on  digoxin,  developed  a transient 
ventricular  flutter  and  coupling  after  being 
given  succinylcholine  (see  Figure  1).  Also,  in 
this  regard,  quinidine  may  potentiate  the 
paralytic  effects  of  muscle  relaxants. 

After  anesthesia  the  two  electro-paddles 
are  covered  with  a conductive  jelly  or  saline 
pads  and  applied  with  firm  pressure:  one  over 
the  right  parasternal  area  of  the  third  inter- 
costal space  and  the  other  in  the  mid-axillary 
position  or  the  left  infrascapular  area.  Lownr' 
had  initially  placed  his  second  paddle  in  the 
mid-axillary  position,  but  moving  it  to  the 
infrascapular  area  diminished  the  energy  re- 
quired for  reversion  by  shortening  the  path- 
way between  the  electrodes  and  thereby 
augmenting  the  density  of  the  electrical  field 
which  traverses  the  heart.  Others11  have 
placed  their  electrodes  on  the  back  of  the 
thorax  and  the  precordial  region.  Severe  skin 
burns  at  the  monitor  electrode  areas  may 
occur  if  they  are  placed  too  close  to  the 
defibrillating  paddles,  since  the  electrical  cur- 
rent can  arc  from  one  defibrillator  electrode 
to  the  monitor  site  instead  of  passing  through 
the  patient  to  the  other  defibrillator  electrode. 
The  initial  discharge  is  made  at  100  watt 
seconds  and  increased  in  increments  of  100 
watt  seconds  to  400  watt  seconds.  Exactly 
half  of  our  cases  have  reverted  on  only  one 
shock  and  only  10%  (2  of  20)  have  required 
more  than  two  shocks.  Twenty-five  percent 
have  required  a setting  in  excess  of  200  watt 
seconds.  One  group  starts  with  400  watt 
seconds  in  all  cases.1 

The  patient  should  be  continuously  moni- 
tored throughout  the  procedure.  The  arrhy- 
thmia may  persist  for  a few  seconds  after  the 
shock  and  then  revert  to  regular  sinus  rhythm. 
When  the  normal  rhythm  persists  for  only  a 
few  minutes,  the  procedure  is  repeated,  for  a 
large  percentage  will  revert  again  and  main- 
tain the  sinus  rhythm.  The  entire  procedure 
usually  lasts  less  than  30  minutes. 

In  certain  complex  arrhythmias,  diagnosis 
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was  established  by  the  use  of  a platinum- 
tipped  Teflon  coated  stainless  steel  wire  at  the 
bedside.1'  After  an  18  gauge  thin-walled 
needle  is  advanced  into  a medium  arm  vein, 
the  wire  is  advanced  through  the  needle.  The 
wire  is  connected  to  the  V lead  terminal  so 
that  the  electrocardiogram  may  be  monitored 
as  the  wire  is  advanced  into  the  right  atrium. 
Prominent  P waves  appear  as  the  electrode 
enters  the  right  atrium  (Figure  2).  These  are 
easy  to  detect  since  they  are  much  larger  than 
the  QRS  complex. 


TABLE  1 

Type  of  Number 

Successful 

Arrhvthmia  of  Cases 

Reversion 

Percent 

Atrial  fibrillation  28 

27 

96 

Atrial  flutter  6 

6 

100 

PAT  with  varying  block  4 

4 

100 

Ventricular  tachycardia  6 

6 

100 

Total  44 

43 

98 

Results 


Table  1 shows  our  results  in  44  cases.  One 
of  the  six  cases  of  ventricular  tachycardia  was 
diagnosed  by  use  of  the  platinum-tipped  stain- 
less steel  wire  (Figure  3).  This  patient  had 
tachycardia  for  48  hours.  At  first  suspected 
of  being  a supraventricular  type  with  aberra- 
tion or  ventricular  tachycardia,  procaine  amide 
was  given  with  no  change.  Following  this  she 
was  digitalized  with  no  improvement.  After 
DC  shock,  atrial  tachycardia  with  block  ap- 
peared which  could  have  been  due  to  the 
digitalis.  Subsequently  regular  sinus  rhythm 
developed. 


INTRAVENOUS  IOCM 


INTRACAVITARY  56CM 


Figure  2.  Intravenous  platinum-tipped  electrode 
reveals  normal  size  P waves  which  increase  in  size 
and  become  very  prominent  as  the  right  atrium  is 

reached. 
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Figure  3.  Platinum-tipped  electrode  in  right  atrium 
reveals  the  arrhythmia  to  be  ventricular  tachycardia. 
After  DC  shock  the  electrode  slipped  back  into  the 
vein  and  the  P waves  are  smaller  revealing  atrial 
tachycardia  with  block.  As  the  right  atrium  is  entered 
again  the  rhythm  becomes  regular  sinus  and  huge  P 
waves  are  seen. 


Discussion 

The  majority  of  patients  who  undergo 
elective  DC-cardioversion  have  atrial  fibrilla- 
tion ( 67(/<  of  our  cases).  Successful  electrical 
reversion  of  atrial  fibrillation  has  been  re- 
ported as  90%  in  50  patients,'1  80%  in  50  pa- 
tients,' 92%  in  226  patients,'  90%  in  100 
patients,1 ' and  96 % in  our  series  of  28  pa- 
tients. Higher  incidences  in  failure  to  termin- 
ate the  arrhythmia  were  noted  in  older  pa- 
tients, those  with  long  term  atrial  fibrillation, 
poor  surgical  results, 11  and  large  atria.4’ 7 
Arteriosclerotic  heart  disease  as  a source  of  the 
atrial  fibrillation  has  been  easier  to  revert  than 
rheumatic  valvular  disease.' 

The  indications  for  reversion  of  atrial 
fibrillation  are  many  and  varied:15’  10  emboli 
originating  from  the  atria,  inadequately  con- 
trolled ventricular  rate  with  digitalis,  con- 
gestive heart  failure  where  ordinary  methods 
have  failed,  hypotensive  states,  young  or  mid- 
dle aged  people  when  the1  etiology  of  atrial 
fibrillation  cannot  be  established,  persistent 
atrial  fibrillation  when  the  causative  agent  has 
been  corrected  (infection,  constrictive  peri- 
carditis, hyperthyroidism,  etc.)  and  after  re- 
covery from  rheumatic  valvular  surgery.  The 
increase  in  coronary  circulation  after  success- 
ful reversion  may  also  help  some  patients  with 
angina  pectoris. 

Contraindications  to  DC-cardioversion  of 
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Figure  4.  Atrial  fibrillation  with  no  evidence  of 
digitalis  toxicity  until  after  cardioversion  when 
ventricular  coupling  occurs. 


atrial  fibrillation  include:  patients  unable  to 
tolerate  quinidine  or  procaine  amide  as 
prophylaxis,  digitalis  intoxication,10’ 1G’ 10  and 
a slow  ventricular  response  without  digitalis 
since  SA  and  AV  nodes  may  be  diseased  and 
result  in  ventricular  standstill,  SA  block,  or 
complete  heart  block.  Relative  contraindica- 
tions would  be  asymptomatic  elderly  people 
with  digitalis-controlled  ventricular  rates  and 
patients  scheduled  for  early  mitral  valve  re- 
pair where  reversion  is  done  six  weeks  post- 
operatively. 

Repeated  reversions  should  be  determined 
by  the  physician  on  an  individual  basis.  Pa- 
tients who  have  not  been  clinically  improved 
and  in  whom  atrial  fibrillation  has  recurred 
despite  adequate  maintenance  prophylaxis 
should  not  undergo  the  procedure  again. 

Digitalis  preparations  are  discontinued  sev- 
eral days  prior  to  the  conversion  to  reduce  the 
incidence  of  post-shock  arrhythmias  shown 
to  occur  with  masked  digitalis  intoxica- 
tion.1"' (Figure  4).  Atrial  fibrillation  and 
flutter  may  conceal  signs  of  digitalis  intoxica- 
tion as  first  and  second  degree  heart  block 
prior  to  conversion;  and  the  amount  of  digitalis 
necessary  for  maintenance  in  normal  sinus 
rhythm  is  usually  less  than  that  required  for 
control  of  the  ventricular  rate  during  atrial 
fibrillation.  Also,  potassium  increases  the 
toxic  effects  of  quinidine  on  the  heart  and  its 
use  in  digitalis  toxicity  with  cardioversion 
would  be  an  added  hazard  to  those  receiving 
maintenance  quinidine. 

Quinidine  therapy  in  a dose  of  1.2  Gm  per 


24  hours  is  initiated  several  days  prior  to  the 
procedure  and  patients  are  kept  on  this  main- 
tenance dose  following  cardioversion.  Approxi- 
mately 10  to  15%  will  revert  on  this  small 
amount  of  the  drug.10  Using  this  method  the 
patient’s  ability  to  tolerate  quinidine  is  verified 
and  an  adequate  blood  level  is  insured  to 
lessen  the  chance  of  relapse  after  successful 
electrical  reversion.17’10  Procaine  amide  in 
equivalent  doses  was  also  found  to  be  effective 
in  one  series.7  If  these  drugs  are  not  tolerated 
then  Dilantin  ( diphenylhydantoin ) can  be 
used. 

Numerous  reports  have  established  direct 
current  electrical  cardioversion  in  atrial  ar- 
rhythmias as  an  effective,  safe,  simple  pro- 
cedure when  used  properly.3'  G’  7’  ln’  13’  1G’  18 
The  mortality  is  estimated  to  be  less  than  half 
of  the  3 to  4%  reported  with  quinidine  re- 
version, hospital  stay  is  shortened  and  patients 
are  spared  the  discomforts,  such  as  gastro- 
intestinal upsets,  of  large  doses  of  drug. 

Duchelle10  reported  95%  success  rate  in 
atrial  fibrillation  with  electrical  shock  and 
only  70%  with  quinidine.  Others5  have  re- 
ported the  initial  successful  restoration  of  a 
normal  sinus  rhythm  with  electric  current 
shock  to  be  twice  that  of  quinidine.  However, 
the  recurrence  rate  of  arrhythmias  seems  to  be 
equal  with  the  two  modes  of  therapy.  Pa- 
tients with  large  atria  and  long  standing  atrial 
fibrillation  have  most  often  reverted  back  in 
the  arrhythmia  in  spite  of  adequate  mainten- 
ance prophylaxis. 

Atrial  flutter  has  been  the  easiest  arrhythmia 
to  convert  with  electric  shock.7’ 13  Three  re- 
ports' ’ 7’ 13  totaling  129  cases  had  100%  ter- 
mination of  the  flutter  and  often  with  a low 
watt  second  setting. 

The  role  of  anticoagulants  in  electrical 
cardioversion  remains,  unfortunately,  an  un- 
settled topic.3’  13  The  risk  of  embolization, 
about  2%,  is  the  same  for  both  groups,  those 
receiving  anticoagulants,  and  those  not  given 
the  drug.7’15  Furthermore,  there  are  hemor- 
rhagic complications  in  the  anticoagulated 
group,  particularly  since  most  are  ambula- 
tory.1" We  reserve  their  use  to  high  risk 
groups,  those  with  recent  or  recurrent  embol- 
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ism,  and  especially  with  rheumatic  valvular 
disease.  When  anticoagulants  are  used,  there 
is  general  agreement  they  should  he  ad- 
ministered three  weeks  prior  to  reversion  and 
continued  for  one  week  thereafter.  ' 

Ventricular  tachycardia  reversion  with 
direct  current  has  been  highly  successful, 
95%, 13  97%, 13  and  100%1‘  in  three  series  with 
95  attempts  and  57  patients.  Trever20  reported 
the  direct  current  reversion  of  a ventricular 
tachycardia  of  35  days  duration  in  a patient 
refractory  to  large  doses  of  quinidine  and 
procaine  amide.  On  two  occasions  we  have 
terminated  paroxysmal  ventricular  tachycardia 
in  the  same  patient  with  one  shock  of  200  watt 
seconds  after  failure  of  large  doses  of  quini- 
dine, procaine  amide,  and  Dilantin. 

Lown13  reported  ten  episodes  of  supra- 
ventricular tachycardia  treated  with  electric 
shock;  in  seven  instances  there  was  reversion 
to  a normal  sinus  rhythm. 

The  incidence  of  complications  from  cardio- 
version is  negligible  if  rigid  guide  lines  are 
followed.  Lown13  has  stated  that  the  major 
complications  will  occur  from  drugs  used  in 
conjunction  with  the  procedure  rather  than 
the  electric  shock  itself.  Digitalis  should  be 
discontinued  prior  to  the  procedure  as  dis- 
cussed earlier.  The  lowest  effective  watt 
second  setting  should  be  utilized  and  dis- 
cretion used  in  the  number  of  counter-shocks 
delivered.  One  article"  reported  ventricular 
arrhythmias  after  direct  current  shock  occur- 
ring with  higher  watt  second  settings  used  and 


all  had  received  at  least  three  counter- shocks. 
The  one  episode  of  ventricular  fibrillation  in 
this  series  was  thought  to  be  due  to  improper 
synchronization."  Ross21  reported  a case  of 
ventricular  fibrillation  after  direct  current  for 
supraventricular  tachycardia.  The  patient  may 
have  been  digitalis  toxic  and  did  not  expire 
from  the  procedure.  We  have  had  no  com- 
plications in  our  patients  other  than  the  one 
previously  listed  who  had  difficulty  with  the 
succinylcholine.  Other  observers1 2 3’  4 5‘ 13’ 15  re- 
ports concur  with  the  earlier  statement  by 
Lown  on  its  safety.  Of  interest  in  this  regard 
is  the  case  report  of  a successful  direct  current 
cardioversion  of  atrial  fibrillation  in  a post- 
mitral  valvulotomy  patient  in  the  fifth  month 
of  pregnancy  who  subsequently  delivered  a 
normal  full  term  infant  and  remained  in  nor- 
mal sinus  rhythm.22  We  have  found  no  satis- 
factory means  to  estimate  the  percent  im- 
provement in  cardiac  function  following  re- 
version, although  it  is  usually  clinically  sig- 
nificant. 

Summary 

Direct  current  counter-shock  is  a safe  and 
simple  procedure  in  the  treatment  of  ar- 
rhythmias when  used  with  discretion.  It  seems 
to  be  clearly  superior  to  quinidine  in  perform- 
ance and  in  a lower  rate  of  mortality.  This 
paper  has  presented  the  indications  for  its 
use,  the  technique  employed  and  some  gen- 
eral results.  The  use  of  the  platinum-tipped 
intravenous  electrode  in  diagnosis  of  ar- 
rhythmias is  also  discussed. 
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Spontaneous  descent  of  the  testicle— l.  J.  Cour- 
Palais.  Lancet  1:1403-1405  (June  25)  1966. 

A survey  of  undescended  testicle  in  4,580  school- 
boys was  carried  out  by  medical  officers  of  a local 
health  authority.  The  incidence  of  undescended  testi- 
cle was  found  to  be  2.9%,  a figure  which  agrees 
closely  with  a previous  similar  survey.  The  132  boys 
were  subsequently  reexamined  by  a single  observer 
under  ideal  conditions,  and  96  were  found  to  have 
normal  low  retractile  or  high  retractile  testicles,  so 
that  the  true  incidence  of  undescended  testicle  was 
0.78%.  Since  the  frequency  of  undescended  testicle 
at  1 year  is  0.7%  and  is  0.5%  among  young  adults, 
it  seems  that  spontaneous  descent  of  the  testicle  is 
very  rare.  Fertility  will  be  impaired  or  lost  if  spon- 
taneous descent  is  awaited  too  long  or  after  the  age 
of  10  years  at  the  latest. 
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LEAD  SALTS  POISONING 


E.  D.  HUGHES 

Special  Investigator,  Alcohol  and  Tobacco  Tax, 
Internal  Revenue  Service,  U.  S.  Treasury  Department 
Columbia,  S.  C. 


The  illicit  liquor  traffic  in  the  South  is  a 
tough,  ruthless  operation.  Furthermore, 
it  is  an  organized  activity.  In  some  re- 
spects its  organization  parallels  that  of  the 
legal  liquor  industry.  It  has  its  managers  and 
workers.  It  has  production  specialists,  trans- 
portation specialists  and  financial  specialists. 
It  is  responsive  to  the  law  of  supply  and  de- 
mand, the  law  of  diminishing  returns  and  the 
law  of  marginal  utility.  It  is  motivated  by  a 
continuing  and  insatiable  desire  for  profit.  It 
is  an  illegal  organization,  conceived  by  crimi- 
nal minds,  operating  in  violation  of  the  law 
in  utter  disregard  of  the  consequences  of  its 
acts.  By  its  illegitimacy,  it  avoids  many  of  the 
problems  which  any  legitimate  business  must 
face.  Quality  control  is  of  no  concern.  Cleanli- 
ness and  sanitation  are  unknown.  Bootleggers 
admit  that  moonshine  is  made  for  selling,  not 
drinking. 

The  eagerness  for  a large  profit  causes  the 
bootlegger  to  take  many  shortcuts  in  the  con- 
struction of  his  distillery.  The  mash  is  fer- 
mented in  metal  drums,  barrels  and  boxes  that 
lack  covers.  The  exception  may  be  a crude 
covering  with  burlap  bags  or  tarpaper.  The 
mash  is  then  distilled  in  a crude  still  having 
connecting  pipes  made  of  copper  or  zinc 


with  soldered  seams.  The  condenser  consists 
of  an  old  auto  radiator  or  homemade  copper 
outfit  with  soldered  seams. 

During  a normal  fermentation  cycle,  under 
strict  sanitary  controls,  a purified  yeast  strain 
is  used  to  convert  the  starches  into  sugars,  and 
the  sugars  into  ethyl  alcohol.  At  an  illicit  dis- 
tillery, where  everything  is  open  and  un- 
sanitary, “wild”  yeasts  are  picked  up  from  the 
air  and  surroundings.  Instead  of  these  yeasts 
forming  ethyl  alcohol  from  the  starches  and 
sugars,  acetic  acid  (vinegar)  is  formed  in  the 
mash  along  with  the  ethyl  alcohol. 

During  the  distilling  process,  the  hot  vapors 
of  ethyl  alcohol,  water  and  acetic  acid  pass 
from  the  still  through  the  connecting  conduits 
to  the  doubler  (intermediate  filter)  and  then 
to  the  condenser.  At  each  joint  where  there  is 
solder,  the  acetic  acid  attacks  the  lead  in  the 
solder,  dissolving  the  lead  and  forming  lead 
acetate.  The  lead  acetate  is  carried  over  with 
the  alcohol  and  water  into  the  finished  prod- 
uct “moonshine.” 

REACTION: 

2 CTItCOOII  + Pb  = Pb  (C2H:t02)2 
Acetic  Lead  Lead  Acetate 

Acid 

From  this  description,  it  is  easy  to  under- 
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stand  why  there  is  no  such  thing  as  “good  ole 
moonshine.”  Our  laboratories  have  found  that 
90%  of  the  illicit  whiskey  manufactured  in 
South  Carolina  contained  high  concentrations 
of  lead  salts  which  are  injurious  and  can  in  a 
relatively  short  time  lead  to  blindness,  paraly- 
sis or  death. 

As  a result  of  these  findings,  the  Alcohol 
and  Tobacco  Tax  Division,  Internal  Revenue 
Service,  U.  S.  Treasury  Department  has  em- 
barked upon  an  intensive  campaign  to  alert 
the  public  to  the  dangers  of  drinking  moon- 
shine whiskey.  We  marshalled  the  evidence 
and  presented  it  to  medical  authorities,  news- 
papers, to  radio  and  television  stations,  out- 
door advertisers,  magazines,  local  publications, 
in  fact— to  anyone  we  thought  might  be  in  a 
position  to  help  us  spread  the  word. 

We  are  delighted  at  the  response  we  re- 
ceived. At  the  present  time,  over  70%  of  the 
radio  stations  in  South  Carolina  carry  drama- 
tized case  histories  from  our  files  as  a public 
service.  Spot  announcements  are  made  on 
radio  and  television  by  physicians,  motion  pic- 
ture stars,  athletes,  sportsmen,  etc.,  warning 
both  of  the  ever  present  dangers  to  the  person 
who  has  a taste  for  moonshine  and  of  evils 
related  to  the  traffic.  The  programs  are  rapidly 
overcoming  many  obstacles  law  enforcement 
officers  faced  several  years  ago,  mainly,  the 
old  Southern  tradition  that  the  making  of 
moonshine  whiskey  is  an  acceptable  way  of 
life. 

Within  the  past  two  years,  there  have  been 
several  deaths  in  South  Carolina  that  have 
been  directly  attributed  to  the  consumption  of 
moonshine  whiskey.  Our  investigations  have 
revealed  that  poisoning  by  lead  salts  is  not 
easily  diagnosed  by  the  attending  physician 
at  the  onset  of  the  illness  because  its  symp- 
toms (i.e.,  vomiting,  diarrhea,  cramps. 


elevated  blood  pressure,  irritability,  nervous- 
ness, etc. ) are  so  general  and  may  be  asso- 
ciated with  some  other  illness. 

In  addition  to  the  general  symptoms  of  lead 
salts  poisoning,  there  are  many  variables 
which  may  enter  into  the  prevention  of  an 
early  diagnosis.  Some  of  these  are:  the  amount 
of  moonshine  consumed;  the  presence  or  ab- 
sence of  vomiting;  and  the  individuals  re- 
sponse to  a given  concentration  of  lead.  The 
time  over  which  the  liquor  was  consumed 
would  also  be  important. 

Considering  these  facts,  it  is  obvious  that 
one  objective  of  our  information  program,  and 
this  report,  is  to  create  a clinical  awareness  of 
the  symptoms  of  lead  salts  poisoning. 

We  know  that  an  aroused  citizenry  will  sup- 
port effective  police  efforts  to  wipe  out  the 
criminal  element  and  their  criminal  activities. 
We  are  constantly  mindful  of  the  fact  that 
50,000,000  gallons  of  illicit  alcohol  are  pro- 
duced annually  in  the  Southeastern  United 
States.  It  must  be  concluded  if  this  quantity  is 
produced,  an  equal  quantity  is  consumed. 

We  in  law  enforcement  are  doing  every- 
thing that  the  facilities  of  Government  can 
provide  to  uproot  the  menace  of  organized 
crime  from  our  society. 

Law  enforcement  cannot  succeed  without 
the  sustained— and  informed— interest  of  all 
citizens.  We  are  concerned  over  the  lead  salts 
problem,  and  we  need  your  help. 

Let  me  assure  you  that  the  Alcohol  and 
Tobacco  Tax  Division  is  doing  everything 
humanly  possible  to  eliminate  this  health 
problem.  We  are  killing  the  illicit  liquor  in- 
dustry. 

For  publications  on  lead  salts  poisoning  write: 
Supervisor  in  Charge,  Alcohol  and  Tobacco  Tax,  Fed- 
eral Office  Building,  901  Sumter  Street,  Columbia, 
South  Carolina. 
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REPORT  OF  A CASE 

SLOAN  P.  MARTIN,  JR.,  M.  D. 

Greenville , S.  C. 


The  subclavian  steal  syndrome  is  de- 
scribed as  a retrograde  flow  of  blood 
through  the  vertebral  artery  supplying 
the  subclavian.  This  siphonage  of  blood  from 
the  vertebral-basilar  system  is  due  to  obstruc- 
tion of  the  subclavian  artery  proximal  to  the 
origin  of  the  vertebral.  This  syndrome  was 
first  defined  in  the  American  literature  by 
Revivich  et  al'  in  1961.  In  1962,  of  1500  pa- 
tients with  cerebrovascular  disease,  59  were 
reported  who  had  obstruction  of  the  sub- 
clavian artery  proximal  to  the  origin  of  the 
vertebral  vessel.2  Twenty-six  of  these  patients 
had  symptoms  of  claudication  of  the  upper 
extremities  and  the  remainder  had  cerebral 
symptoms.  Six  patients  had  cerebral  symptoms 
when  exercising  the  upper  extremities. 
Seventy-four  proven  cases  of  this  syndrome 
were  collected  from  the  literature  in  1966. 1 

Case  Report 

A 57  year  old  white  male  was  admitted  to  Green- 
ville General  Hospital  for  a right  inguinal  hernior- 
rhaphy. On  physical  examination  he  was  found  to 
have  a decreased  radial  pulse  on  the  right.  The  blood 
pressure  in  the  right  arm  was  90/78  mm  Hg  as  com- 
pared to  140/78  in  the  left.  For  a year  he  had 
experienced  dizziness  which  on  occasions  was 
accompanied  by  nausea.  Exercise  of  the  right  arm 
produced  no  claudication  or  cerebral  symptoms.  Four 
years  previously,  the  patient  had  begun  experiencing 
dyspnea  on  exertion  and  occasional  left  chest  pain. 
Electrocardiograms  revealed  left  ventricular  ischemia. 
He  had  been  maintained  on  digitalis  and  also  took 
diuretics  occasionally.  Auscultation  revealed  a faint 
systolic  murmur  over  the  medial  one-third  of  the 
right  clavicle.  A second  systolic  murmur  was  heard 
in  the  left  supraclavicular  space.  Carotid  pulsations 
were  full  and  equal  bilaterally. 


Visualization  of  the  great  vessels  arising  from  the 
arch  of  the  aorta  was  obtained  by  retrograde  aorta- 
gram.  Serial  films  were  taken  at  half  second  intervals. 
The  initial  films  showed  filling  of  the  innominate,  left 
and  right  common  carotid,  and  left  vertebral  vessels 
( figure  1 ) . There  was  complete  obstruction  of  the 
right  subclavian  artery  at  its  origin  from  the  in- 
nominate. Two  seconds  after  the  vessels  filled  opacifi- 
cation of  the  right  vertebral  and  subclavian  vessels 
occurred  (figure  2).  The  left  vertebral  artery  was 
also  narrowed  at  its  origin. 
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At  operation  the  innominate  and  right  subclavian 
arteries  were  exposed  through  a median  sternotomy 
incision.  This  incision  was  extended  along  the  medial 
border  of  the  sternocleidomastoid  muscle  to  expose 
the  common  carotid  artery.  The  obstruction  at  the 
origin  of  the  subclavian  artery  was  found  to  be  an 
arteriosclerotic  plaque  with  thrombosis.  The  vessel 
was  totally  occluded  over  a distance  of  two  centi- 
meters. The  plaque  was  removed  and  the  vessel  re- 
paired with  a dacron  patch  graft.  Prior  to  repair,  the 
intra-arterial  pressure  was  22  mm  Hg  proximal  to  the 
obstruction  and  14  mm  Hg  distally.  Following  angio- 
plasty, the  pressure  was  34  mm  Hg  both  proximal  and 
distally.  The  pulse  curves  were  identical  and  could 
be  superimposed.  Post-operatively,  the  blood  pressure 
in  both  upper  extremities  was  150/80.  The  patient 
has  a benign  post-operative  course  and  was  discharged 
on  the  twelfth  post-op  day. 

Discussion 

The  mechanism  of  the  reversed  flow  can  be 
attributed  to  a fall  of  pressure  distal  to  the 
obstruction.  This  pressure  is  lower  than  the 
pressure  at  the  vertebral-basilar  junction  so 
that  the  gradient  in  the  vertebral  artery  is 
reversed.  This  shunting  of  blood  from  the 
vertebral-basilar  system  can  produce  a variety 
of  symptoms.  Intermittent  insufficiency  or 
impending  stroke  of  this  system  is  character- 
ized by  episodes  of  vertigo,  nausea,  paresis, 
paralysis,  or  numbness  of  the  extremities  in 
any  combination.  Numbness  about  the  mouth, 


diplopia,  dysphagia,  dysarthia,  and  visual  de- 
fects have  also  been  described.  Any  of  the 
above  symptoms  should  create  a high  index 
of  suspicion  and  together  with  physical  find- 
ings of  diminished  pulses  or  murmurs  over 
extra-cranial  vessels  lead  to  appropriate  angio- 
graphic studies. 

In  the  symptomatic  patient  surgical  cor- 
rection of  the  obstruction  relieves  the  symp- 
toms and  prevents  progression  of  distal 
thrombosis.  In  the  relatively  asymptomatic 
case  surgery  is  indicated  to  prevent  later  distal 
thrombosis  and  to  establish  the  normal 
cephalid  flow  in  the  vertebral  artery.  Surgical 
intervention  was  undertaken  in  this  case  be- 
cause of  the  latter.  In  cases  where  the  stenotic 
segment  is  short,  repair  can  be  accomplished 
by  endarterectomy  with  a patch  graft.  In 
situations  in  which  a relatively  long  segment 
of  the  vessel  is  involved,  a bypass  graft  can 
be  placed  either  from  the  common  carotid 
artery  or  ascending  aorta  to  a point  distal  to 
the  obstruction. 

Summary 

The  mechanism  by  which  a reversal  of  blood 
flow  in  the  vertebral  artery  occurs  has  been 
discussed  and  the  symptoms  produced  listed. 
One  such  case  is  presented  in  which  surgical 
correction  was  performed  successfully. 
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From  a pensive  and  reflective  study  of  such 
of  the  scattered  records  relating  to  the 
Medical  College  of  South  Carolina  dur- 
ing its  142  years  of  existence  as  may  be 
readily  assembled,  a graphic  picture  comes  to 
view  in  which  the  spirit  of  its  people  plays  a 
compulsive  role.  This  was  of  course  based  in 
its  Faculty;  from  determination  that  produced 
the  ‘founding’,  to  success  that  was  “beyond  the 
most  sanguine  expectations,”  to  at  least  near- 
arrogance, to  the  numbing  shock  of  disaster,  to 
near-hopeless  humbleness,  and  back  to  deter- 
mination, the  gamut  is  run.  After  all,  “The 
past,  present  and  future  are  really  one  — they 
are  today  (Stowe)”.1 

The  term  “flourished”  used  in  more  than 
one  quotation  referring  to  the  Medical  Col- 
lege in  its  early  years  meant  not  merely 
material  success,  nor  even  reference  to  stu- 
dent enrollment;  it  should  mean  stature  — a 
faculty  recognized  as  outstanding,  and  accord- 
ing to  medical  historian  N.  S.  Davis2  in  1850 
were  “well  known”  in  the  United  States 
among  those  he  called  the  “bright  galaxy  . . . 
of  the  noblest  and  most  active  minds  ever  de- 
voted to  the  cultivation  of  medical  science  in 
our  history.” 

The  period  of  prosperity  of  the  Medical 
College  located  in  Charleston  progressed  as 
the  early  faculty,  with  few  changes,  continued 
in  control,  and  to  the  very  moment  of  the  out- 
break of  the  Civil  War. 


Student  enrollment  increased  steadily  from 
some  23  the  first  session  (1824-25)  with  5 
graduates,  to  248  students,  with  115  gradu- 
ates in  1860.  As  has  been  recited  in  previous 
articles,  after  eight  years  of  legally  chartered 
sponsorship  and  control  of  the  school  by 
the  Medical  Society  of  South  Carolina 
(Charleston)  the  entire  faculty  withdrew 
and  secured  a charter  of  its  own. 

The  Faculty  had  constructed  a temporary 
building  in  1824,  and  then  the  permanent 
building,  which  remained  in  use  from  1827 
until  1914.  From  that  building  they  were 
evicted  in  1834  and  moved  to  the  Charleston 
Theatre  building  until  the  school  originally 
chartered  by  the  Medical  Society  was  “per- 
manently closed  Jan.  9,  1839,”  after  experi- 
encing reduction  of  student  enrollment  to  a 
low  of  12,  with  one  graduate,  in  1834  and  a 
maximum  of  29,  with  10  graduates,  in  1838, 
as  well  as  complete  failure  of  its  operation. 

In  retrospect,  then,  the  period  of  prosperity 
of  the  Faculty  of  the  Medical  College  under 
proprietary  ownership  and  operation  of  the 
institution  for  89  years  (1824-1913),  although 
under  two  different  charters  and  names  ( 1824- 
1832  and  1832-1913),  was  from  1824  to  1861. 

During  the  last  29  years  of  that  period,  that 
is,  1832-1861,  the  Faculty  was  by  their  own 
charter  really  a part  of  the  Board  ot  Trustees 
and  undoubtedly  dominated;  apparently  it 
even  chose  the  members  of  the  Board.  There 
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were  but  few  changes  in  the  Faculty  member- 
ship during  this  time,  and  it  is  easy  to  assess 
this  period  as  the  high  plateau  of  front  line 
status  of  the  Medical  College.  Needless  to 
say,  it  didn’t  hurt  a thing  when  the  noted 
naturalist,  Louis  Agassiz,  joined  the  Faculty  as 
Professor  of  Comparative  Anatomy  for  two 
years  ( 1852-54 ) on  his  way  to  a professorship 
at  Harvard. 

It  was  also  during  this  period  that  the 
American  Medical  Association  was  organized, 
in  1847;  James  Moultrie  played  a leading  role 
in  that  movement,  and  became  president  of 
the  AMA  in  1851.  Although  the  Association 
of  American  Medical  Colleges  was  not  or- 
ganized until  1876,  there  was  preliminary  talk 
among  medical  school  leaders  much  earlier. 
In  the  early  years  of  the  AMA,  institutional 
representatives  occupied  an  influential  role  in 
its  affairs,  inasmuch  as  a primary  objective  in 
its  founding  was  the  improvement  of  medical 
education.  While  the  Council  on  Medical  Ed- 
ucation of  the  AMA  still  holds  a whip-hand, 
in  that  it  arrogates  control  of  accreditation 
(“approval”)  and  therefore  reaches  a strong 
tentacle  into  licensing  for  practicing  medicine, 
the  Association  of  American  Medical  Colleges 
in  recent  years  appears  to  he  challenging  that 
position.  During  the  same  period  the  AMA 
has  become  more  and  more  involved  in 
medico-political  affairs  concerning  the  prac- 
tice of  medicine,  and  a definite  shift  in  repre- 
sentation and  in  the  officialdom  “establish- 
ment” as  a whole  from  institutional  to  private 
practice  leadership  has  occurred,  while  the 
AAMC  has  become  stronger  and  stronger  in 
respect  to  medical  education  and  the  process 
of  accreditation  of  medical  schools.  The  evolu- 
tion of  this  trend  is  awaited  with  interest. 

Perhaps  an  impression  that  the  last  years  of 
the  1850’s  show  some  lag  of  enthusiasm  by 
faculty  members  in  what  had  been  a major 
exciting  interest  of  their  lives  for  the  previous 
25  to  30  years  is  a reflection  of  what  might 
have  been  a beginning  of  pre-war  distraction 
and  apprehension.  Possibly  that  impression 
means  no  more  than  that  they  were  aging. 
Thomas  G.  Prioleau,  the  first  dean,  had 
graduated  50  years  before  1858,  and  while  he 


did  join  in  reassembling  the  relic  of  a faculty 
in  1865  he  remained  in  its  service  only  one 
more  year.  Frost  remained  only  two  more 
years.  Dickson  had  left  in  1847  and  although 
he  returned  in  1850,  he  was  not  in  good 
health;  he  left  again  in  1857.  Holbrook  may 
have  been  present  in  1865  but  that  was  his 
last  year.  Ravenel  had  only  continued  until 
1836.  C.  U.  Shepard,  who  had  succeeded 
Stephen  Elliott  in  1826,  lasted  only  to  1869. 
John  Wagner,  who  had  succeeded  James 
Ramsay  in  1832,  had  dropped  out  in  1843. 
Even  Eli  Geddings,  the  youngest  of  the  early 
faculty,  but  not  a member  until  1838,  was 
some  35  years  beyond  his  graduation  in  medi- 
cine. James  Moultrie,  Jr.,  who  had  joined  the 
seceding  faculty  in  1832,  and  who  teamed 
with  Frost  in  reassembling  the  faculty  in  1865, 
was  then  72  years  of  age;  he  retired  in  1866 
and  died  in  1869. 

Thus  ended  the  founding  faculty  and  their 
recruits  of  the  early  years;  a faculty  whose 
dedication  has  never  been  excelled,  anywhere, 
and  whose  loyalty  as  a body  has  never  been 
approached  unless  it  may  have  been  by  that 
group  in  service  from  the  latter  1940  s through 
the  1950’s  when  the  present  narrator,  as  presi- 
dent and  dean  of  the  faculty,  accepted  the 
compliment  of  a member  of  an  accreditation 
committee,  who  said,  “You  have  the  most 
harmonious  faculty  we  have  encountered.” 
Question:  Was  that  harmony  (loyalty)  sin- 
cere, in  the  light  of  the  1960’s,  with  many  of 
the  same  people  still  present? 

Thus  ended  too  in  1861  the  era  of  relatively 
the  greatest  prosperity  of  the  Medical  Col- 
lege, unless,  again,  there  may  be  a comparison 
with  the  1947-1960  period,  when  the  present 
Medical  Center  plan  came  into  realization. 
The  conditions  were  so  different,  however, 
when  success  measured  in  terms  of  a few 
thousand  dollars  then  is  compared  to  millions 
now,  and  when  a teaching  staff  of  seven  is 
compared  to  one  of  over  250,  that  any  com- 
parison becomes  pointless.  If  anyone  wishes  to 
narrow'  it  down  to  the  question,  “Which  task 
was  the  easier?,”  the  answ'er  is,  “Neither.” 

And  so  also  ended  the  unit  of  Davis' 
“bright  galaxy”  here.  It  had  become  old  and 
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worn,  and  its  brilliance  dulled.  Disaster  had 
struck;  the  spirit  was  gone  — and  the  sus- 
tenance. The  wonder  is  that  there  was  enough 
left  to  resume  at  all;  reasonable  assessment 
would  say  that  it  was  based  in  prideful 
reminiscence  of  the  years  of  glory.  It  must 
have  been  a sad  day,  not  devoid  of  bitterness, 
that  they  met  at  the  call  of  Dean  Henry 
Frost  and  accepted  the  challenge,  as  did  all 
of  the  Southland,  devastated  with  a lost  cause 
into  which  they  had  put  their  all.  Their  Medi- 
cal College  building  was  in  bad  repair,  its 
equipment  mostly  gone  or  dismantled  — as 
was  the  hospital  (the  first  Roper)  where 
they  had  done  their  clinical  teaching.  What 
money  they  had  was  worthless;  the  prospect 
for  students  was  dim  — such  of  the  surviving 
young  men  as  might  have  been  interested 
were  impoverished  and  had  little  or  no  appro- 
priate preparation.  It  must  have  been  a 
bleak  outlook  indeed,  one  which  nothing  but 
stubborn  pride  could  meet. 

Indebtedness  must  also  go  to  all  of  those 
who  followed  the  old  faculty  as  they  fell  away 
one  by  one.  Again  the  wonder  is  that  they 
were  able  to  keep  the  institution  in  existence 
for  the  next  half  century  before  a refuge  could 
be  found  in  State  ownership  and  operation. 
South  Carolina  College  (now  the  University 
of  South  Carolina)  failed  to  make  a go  of  a 
medical  school  of  its  own  when  the  Medical 
College  was  weakest  — 1866-1876. 

For  the  first  part  of  that  half  century  of 
what  may  be  called  bare  survival  it  was  truly 
a “nip  and  tuck”  situation.  At  one  point  in  the 
early  1870’s  it  was  found  necessary  to  omit 
tuition.  Even  so,  the  Faculty  tried  to  place  in 
effect  in  1871  the  demands  of  Moultrie,  in 
1835-36,  that  the  whole  course  of  medical 
schooling  be  revised  to  comprise  a progres- 
sively graded  curriculum  of  three  to  four 
years  in  annual  terms  of  six  to  eight  months, 
and  it  tried  more  than  once  to  induce  the 
State  to  take  it  over  as  the  “medical  unit  of 
its  university  system.”  However,  the  real  ques- 
tion became  whether  the  school  could  even 
continue.  MONEY  had  again  become  the  de- 
cisive factor.  Only  once,  in  1947-1960,  has  the 
means  been  found  to  base  a surge  into  what 


had  to  be  done  in  order  to  regain  a desirable 
status.  Even  now  (August  1966),  in  the  most 
prosperous  era  this  State,  and  the  United 
States,  have  ever  known  there  is  a lag  in  Fed- 
eral participation  essential  to  continuation  of 
forward  movement. 

After  a fashion  the  Medical  College  did 
make  some  progress  in  the  latter  part  of  the 
nineteenth  century.  It  had  fallen  from  an 
enrollment  of  248  students,  with  115  gradu- 
ates in  1860  to  a record  low  of  four  graduates 
and  apparently  not  more  than  12  students  in 
1872. 

By  the  session  of  1888-89  it  had  made  a 
modest  improvement  in  enrollment,  to  74, 
when  its  announcement  was  made  that  it 
would  “wait  no  longer”  to  carry  out  “the  de- 
sire of  the  Faculty  to  increase  the  require- 
ments of  study  ...  to  the  three  graded  courses 
of  instruction  ...  as  already  carried  on  by  the 
more  progressive  colleges  of  the  country”  — 55 
years  after  Moultrie’s  proposal. 

There  was  some  apprehension  in  taking 
“the  initiative  in  this  movement  in  the  South” 
and  the  Faculty  issued  an  “appeal  ...  to  sus- 
tain us  . . .,”  and  while  enrollment  dropped 
to  47  students,  the  Association  of  American 
Medical  Colleges  established  the  three-year 
graded  course  as  a requirement  for  member- 
ship. This  warded  off  the  attraction  of  stu- 
dents by  schools  that  could  not  or  would  not 
make  a like  improvement. 

The  four-year  curriculum  was  inaugurated 
in  1899,  at  which  time  the  three-year  praecep- 
tor  training  period  which  had  been  required 
all  the  way,  even  with  the  three-year  cur- 
riculum, was  discontinued.  That  was  made 
possible  by  improved  bedside  teaching  at  the 
City  Hospital,  replacing  the  Roper  Hospital. 
That  new  hospital  was  at  some  distance  from 
the  College  building,  and  that  circumstance 
made  a natural  division  between  the  pre- 
elinical  and  clinical  branches.  That,  however, 
was  the  case  generally  in  medical  schools  up 
to  recent  times  — and  even  now  in  consider- 
able part. 

At  the  time  when  the  three-year  course  was 
initiated  (1890-91)  a laboratory  building  was 
constructed  adjacent  to  the  main  college 


September,  1966 


353 


MEDICAL  SCHOOLING  IN  SOUTH  CAROLINA 


building.  While  the  catalogue  of  1896-97  says 
the  “facilities  for  practical  instruction  in  these 
branches  (histology,  bacteriology,  and  pathol- 
ogy are]  now  perfect,”  and  a Special  Bulletin 
of  1909  says  the  building  was  enlarged  and 
the  facilities  modernized  during  that  year,  the 
present  narrator3  described  the  pathology 
quarters  as  a bare  room  which  was  also  used 
as  a general  lecture  room  and  another  un- 
equipped smaller  room  in  a barn-like  build- 
ing. 

Student  enrollment  did  not  drop  as  much 
as  was  expected  with  the  advent  of  the 
three-year  course,  and  it  went  up  to  86  by 
1897-98.  A comparable  effect  resulted  from  the 
advancement  to  the  four-year  course  — down 
to  49  in  1898-99,  but  up  to  a maximum  of  228 
in  1910-11.  It  only  went  down  to  158,  of  whom 
65  were  graduated,  in  the  last  session  ( 1912- 
13)  under  proprietary  operation. 

Faculty  expansion  during  the  same  38- 
year  period  really  did  not  occur  as  much  as 
might  be  expected  in  retrospect.  When  the 
faculty  reassembled  in  1865,  it  was  of  prac- 
tically the  same  composition  as  in  the  begin- 
ning, 40  years  before,  and  except  for  replace- 
ment as  the  older  members  dropped  out  there 
were  no  material  changes  listed  until  around 
1882  when  a few  additional  “auxiliary  in- 
structors were  named.  Even  with  the 
inauguration  of  the  three-year  medical  course 
in  1890  and  up  to  the  time  of  initiating  the 
four-year  course  in  1899  there  had  been  no 
significant  changes  in  the  faculty  structure  — 
only  a modest  increase  of  assistants  in  such 
grades  as  “adjunct,  instructor,  lecturer  and 
assistant”  to  a total  of  12.  In  fact  at  the  time 
when  the  four-year  course  was  placed  in 
effect,  1899-1900,  there  were  still  just  eight 
professors  in  the  medical  faculty  and  only  10 
instructors  of  lower  grades,  while  the  last 
medical  faculty  listed  under  the  proprietary 
operation  (1912-13)  comprised  only  11  pro- 
fessorships and  29  adjunct  positions  — none 
on  a full-time  basis. 

In  the  meantime  there  had  been  a legisla- 
tive amendment  to  the  charter  permitting  the 
Medical  College  to  establish  a “Department 
of  Pharmacy"  in  1881.  Since  that  department 


had  not  more  than  four  graduates  in  any  year, 
it  was  discontinued  in  1887.  When  it  was  re- 
activated in  1895  it  experienced  better  success, 
and  actually  compared  favorably  with  the 
“Department  of  Medicine"  in  student  enroll- 
ment and  graduates  around  the  turn  of  the 
century,  even  though  it  usually  had  a staff  of 
only  about  four  to  five  of  its  own. 

The  theme  of  this  narrative  is  meant  to 
relate  the  doings  of  men  — as  said  by  Emer- 
son, “There  is  properly  no  history;  only 
biography”  — but  it  seems  adequate  to  name 
just  two  men  as  perhaps  the  best  examples 
of  the  faculty  of  the  “survival  period”  ( 1861- 
1913).  The  first  in  point  of  time  was  Dr.  Fran- 
cis Le  Jau  Parker  who  enrolled  as  a student 
from  “Abbeville  District,”  South  Carolina,  in 
the  1857-58  session  and  graduated  in  1859. 
lie  was  therefore  acquainted  with  the  Faculty 
and  its  school  at  its  pre-Civil  War  peak.  He 
also  experienced  the  War  and  the  disaster 
from  it.  When  the  school  reopened,  he  is 
found  listed  as  “Assistant  Demonstrator  of 
Anatomy,”  1865-66.  His  advancement  through 
the  ranks  — as  was  the  customary  course 
then  — was  rather  rapid;  “Extraordinary  Pro- 
fessor of  Anatomy,”  1866-70,  during  which 
time  he  was  also  “Surgical  Assistant  in  the 
Poli-elinie,”  and  for  part  of  the  period  ( 1868- 
70)  also  carried  the  title  of  “Demonstrator  and 
Lecturer  in  Anatomy.”  For  the  last  years 
(1870-1906)  of  his  faculty  tenure  he  was 
“Professor  of  Anatomy.”  He  was  chosen  as 
Dean  from  1893-1906.  Although  Dr.  Parker’s 
major  faculty  position  was  in  anatomy,  his 
private  practice  and  his  clinical  teaching  were 
in  surgery  and  diseases  of  the  eye,  ear,  nose 
and  throat. 

The  present  narrator  did  not  know  Dr. 
Parker  personally,  but  has  known  a number  of 
his  students;  they  placed  a tablet  in  his  mem- 
ory in  the  Library  in  1924.  From  a study  of 
the  records,  and  the  affectionate  regard  of  his 
students  and  his  associates,  assessment  of  him 
as  a steadfast,  conservative,  able  and  beloved 
teacher  and  leader  is  easy  to  make. 

The  other  leader  of  the  faculty  named  here 
as  representative  of  the  best  in  a long,  critical 
period  at  the  Medical  College  is  Dr.  Robert 
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Wilson.  He  has  already  been  presented  in  a 
previous  article  of  this  series.' 

Dr.  Wilson  graduated  here  in  1892,  when 
the  three-year  course  was  in  effect.  He  im- 
mediately became  connected  with  the  teach- 
ing staff,  as  assistant  in  surgery  in  1892-93, 
and  progressed  through  the  usual  sort  of 
step-stone  course,  as  instructor  in  bacteriology 
and  histology  (1893-95),  assistant  in  medicine 
(1896-1905),  professor  of  the  practice  of 
medicine  (1906-13)  to  professor  of  medicine 
in  1913,  from  which  he  resigned  at  the  end  of 
the  calendar  year  1943. 

When  Robert  Wilson  was  chosen  dean  in 
1908,  the  crisis  in  medical  education  in  this 
country  was  reaching  a peak.  As  has  already 
been  recited  in  Article  VIII  of  this  series,  the 
survey  made  by  Abraham  Flexner  for  the 
Carnegie  Foundation  was  exposing  the  de- 
plorably low  level  that  had  been  reached  by 
many  (too  many)  medical  schools,  some  of 
which  were  no  better  than  diploma  mills, 
without  proper  facilities,  admission  require- 
ments, staff  or  means  of  support  except  from 
student  fees.  The  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association 
launched  a drive,  joined  by  the  Association  of 
American  Medical  Colleges,  which  established 
the  current  accreditation  “approval"  program 
that  has  effected  the  elimination  of  the  un- 
acceptable. 

Moreover,  there  was  in  the  Flexner  Report 
almost  a mandate  that  a medical  school  must 
be  connected  with  a university  to  be  accept- 
able, and  the  term  “university  medical  school” 
became  an  open  sesame  to  elite  circles  of 
medical  school  society.  It  still  is,  although  the 
present-day  “Medical  Center”  complexes  and 
their  future  are  causing  some  second  thoughts 
on  the  subject. 

Since  accomplishment  of  university  con- 
nection here  would  presumably  answer  the 
primary  demand  of  adequate  dependable 
financial  support,  the  Medical  College  tried 
again  in  1911  to  attach  itself  to  the  University 
of  South  Carolina  — as  it  had  previously  done 
in  18 1 8.  That  bid  was  again  unsuccessful. 
Those  rebuffs  might  well  lx*  taken  into  ac- 
count in  the  continued  question  concerning 


the  operation  of  a State  medical  school  in- 
dependent of  a university  also  owned  and 
operated  by  the  State.  There  were  unfavor- 
able circumstances  related  to  both  of  those 
unaccepted  offers  of  the  Medical  College; 
neither  of  the  institutions  had  anything  to 
offer  the  other  in  material  substance  or,  in 
fact,  in  stature.  At  the  same  time,  it  seems  as 
if  both  would  have  gained  by  joining  forces; 
both  stood  to  gain  in  potential  for  future  ad- 
vancement. 

Perhaps  the  question  of  geographic  separa- 
tion was  considered  more  of  a factor  then  than 
it  seems  to  be  now,  when  even  some  of  the 
new  schools  of  university  connection  have  not 
been  built  on  the  parent  university  campus, 
and  some  now  in  construction  are  not  being 
located  there.  Furthermore,  some  of  the  best 
of  the  older  schools  were  deliberately  placed 
distant  to  the  parent  campus.  In  fact,  the 
geographic  dispersal  of  units  of  State  Univer- 
sity organizations,  with  branches  strategically 
scattered  over  the  public  domain  of  each,  has 
in  a fashion  reverted  to  the  dispersal  systems 
of  the  beginnings  of  some  state  institutions  of 
higher  learning  in  the  United  States. 

It  must  be  conceded  that  a major  factor  — if 
not  the  main  one  — in  the  failure  to  connect 
the  Medical  College  and  the  University  has 
always  been  selfish  interest  — political,  com- 
munity, professional,  institutional  and  per- 
sonal. 

Some  years  ago  in  his  Annual  Report  as 
president,  the  present  narrator  used  the  term 
“medical  university”  in  describing  what  the 
Medical  College  had  become.  More  than  once 
that  term  has  been  used  recently  in  talks  or 
published  articles  by  other  medical  school 
faculty  members  and  administrators  concern- 
ing present-day  “Medical  Center”  complexes. 
Moreover  it  has  become  common  for  various 
institutions  previously  called  colleges  to 
change  their  names  to  “University.” 

In  his  message  to  the  Legislature  of  1913 
Governor  Coleman  Livingston  Blease  recom- 
mended that  the  Medical  College  be  made 
the  medical  unit  of  the  “State’s  University 
System.”  In  keeping  with  the  prevailing  con- 
sensus, the  trend  of  the  times  and  the  present 
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favorable  condition  of  both  institutions,  may 
it  not  be  the  time  now  for  again  considering 
the  proposition  of  making  the  Medical  Col- 
lege the  “Medical  Branch  of  the  University  of 
South  Carolina”  or  the  “College  of  Medicine 


of  the  University  of  South  Carolina,”  with  a 
sub-board  of  trustees,  and  a separate  budget 
arrangement  so  as  not  to  cause  interference  of 
one  with  the  support  of  the  other,  and  a 
“vice  president  of  medical  and  health  affairs”? 
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Syndrome  of  “ minimal  brain  damage”  in  child- 
hood—]. H.  Pincus  and  G.  H.  Glaser.  New  Eng  J 
Med  275:27-34  (July  7)  1966. 

The  hyperactive  behavioral  syndrome  associated 
with  minimal  brain  damage  in  children  is  described 
and  discussed.  Recognition  of  the  organic  nature  of 
the  disorder  rests  largely  upon  a history  of  events 
known  to  produce  or  be  associated  with  brain  dam- 
age, the  presence  of  major  or  minor  neurological 
signs,  electroencephalographic  changes,  and  character- 
istic abnormalities  on  psychological  tests.  The  basic- 
etiology  of  behavioral  symptoms  associated  with  brain 
damage  is  not  known  but  probably  relates  to  a com- 
bination of  environmental  and  organic  factors.  The 
natural  history  of  the  syndrome  is  not  entirely  known 
but  acute  symptomatology  seems  to  decrease  with 
age,  though  intellectual  deficits  remain.  Therapy  is 
largely  symptomatic  and  consists  of  drugs  which 
modify  behavior,  pedagogical  techniques,  parental 
guidance  and,  occasionally  psychotherapy. 


Review  of  26  years’  experience  with  pulmonary 
resection  for  metastatic  cancer— R.  F.  Edlich  et  al. 
Dis  Chest  49:587-594  (June)  1966. 

Pulmonary  resection  for  metastatic  pulmonary 
malignancy  was  performed  on  61  patients  with  a 
cumulative  five-year  survival  of  24%  and  hospital 
mortality  of  1.6%.  More  than  50%  of  the  primary 
lesions  demonstrated  at  the  time  of  resection,  prior  to 
the  recognition  of  the  pulmonary  metastases,  gave 
evidence  of  either  direct  extension  or  disseminated 
metastases  to  extrapulmonary  sites.  Tumor  cell  type, 
presence  or  absence  of  clinical  symptoms,  and  results 
of  bronchoscopic  examination  could  not  be  positively 


or  negatively  correlated  in  post  resection  survival 
time.  Time  interval  between  primary  operation  and 
resection  of  metastases  could  be  correlated  positively 
with  patient  survival  time.  Isolated  hemotogenously 
disseminated  extrapulmonary  metastases  and  tumor 
invasion  into  the  hilum  or  mediastinum  were  noted  in 
28  patients  and  found  to  have  unfavorable  outlook. 
Only  one  patient  lived  beyond  36  months.  Multi- 
plicity of  metastases  significantly  affected  prognosis 
but  was  not  a sign  of  incurability. 


Significance  of  abnormal  serum  proteins  in  cancer— 
C.  M.  Carpenter,  C.  L.  Heiskall.  and  H.  A.  Aldrich. 
Rocky  Mountain  Med  J 63:59-63  (June)  1966. 

Serologic  screening  with  a standardized  serofloccu- 
lation  ( SF ) test  employing  ethel  choladienate  as  an 
antigen,  and  a quantitative  C-reactive  protein  (CRP) 
test,  were  made  annually  for  five  years  on  an  adult 
nonhospital  population  of  1,600  volunteers.  Twenty- 
seven  (60%)  of  45  patients  with  history  of  cancer, 
13  (68.4%)  of  19  patients  that  developed  cancer, 
and  15  (68.2%)  of  22  patients  that  died  during  the 
five-year  observation  period  had  either  a reactive  SF 
or  CRB  test  or  reacted  ot  both  tests.  The  SF  and 
CRP  tests  were  reactive  in  36%  of  patients  with  non- 
neoplastic disease  in  the  nonhospital  population  dur- 
ing the  five-year  study.  In  a group  with  no  clinical 
evidence  of  disease,  only  7.6%  were  reactive  to  either 
or  both  tests.  The  SF  and  CRP  tests  often  became 
reactive  in  from  six  months  to  one  year  before  the 
patients  became  aware  of  symptoms.  The  tests  are 
recommended  as  an  inexpensive  screening  aid  in  a 
large  population  for  the  detection  of  chronic  disease. 
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ANAL  HYGIENE 


ITS  PROPHYLACTIC  VALUE 

LEON  BANOV,  JR.,  M.  D. 

Charleston,  S.  C. 


Doctors  of  dentistry  have  been  effective 
in  educating  people  in  oral  hygiene  to 
improve  care  of  the  initial  opening  of 
the  alimentary  canal.  They  have  emphasized 
the  daily  care  of  the  teeth  and  the  gums,  the 
importance  of  stroking  with  the  brush 
properly,  the  use  of  tooth  paste  containing 
flourides  and  other  ingredients  to  help  the 
teeth.  However,  to  improve  care  of  the  tail- 
gate of  the  alimentary  canal,  doctors  of  medi- 
cine have  not  been  as  effective  in  promoting 
education  in  anal  hygiene. 

Many  have  not  received  satisfactory  instruc- 
tion on  after-toilet  care  of  the  terminal  end  of 
the  alimentary  canal,  an  area  seldom  men- 
tioned in  polite  literature.  This  is  observed 
almost  daily  in  the  office. 

Advertisements  featuring  delicate  tissue 
paper,  some  in  color  or  with  prints  to  harmon- 
ize with  the  bathroom,  refrain  from  enlighten- 
ing the  reader  on  how  to  use  the  toilet  paper. 
Moreover,  newspapers  and  magazines  never 
contain  articles  to  instruct  on  how  to  clean  the 
anal  orifice.  In  literature,  only  Rabelais  men- 
tions many  unusual  items  to  clean  the  anal 
region  such  as  hats,  gloves,  leaves,  sheets, 
curtains,  napkins,  handkerchiefs,  a calf’s  skin, 

From  the  Department  of  Surgery.  Medical  College 
of  South  Carolina. 


a hen,  and  a hare.  lie  declares,  “There  is  none 
in  the  world  comparable  to  the  neck  of  a 
goose,  that  is  well  downed,  if  you  hold  her 
neck  betwixt  your  legs.”1 

The  doctor  of  medicine  is  the  logical  person 
to  instruct  people  on  “anal  hygiene.”  Function- 
ing as  the  fountainhead  of  hygienic  knowl- 
edge, the  physician  should  exercise  leadership 
in  educating  the  public  on  such  hygienic 
matters. 

As  demonstrated  in  colostomies  and  ileo- 
stomies, the  long  continued  soilage  by  feces 
composed  of  food  residues,  bacteria,  and 
products  of  bacterial  and  chemical  changes 
produces  hyperemia,  inflammation,  irritation, 
and  cracking  of  the  adjacent  skin.  Likewise, 
at  the  anal  area,  vigorous  abrasive  rubbing  of 
fecal  material  into  the  perianal  skin  can  pro- 
mote hyperemia,  inflammation,  irritation,  and 
cracking. 

Dissemination  of  anal  hygiene  information 
can  lessen  the  severity  and  may  decrease  the 
incidence  of  some  anorectal  lesions.  Proper 
care  of  the  anal  region  might  prevent  some 
cases  of  pruritus  ani,  or  anusitis,  which  is  the 
current  term.  Itching  at  the  anal  orifice  can 
be  tormenting  and  embarrassing.  Since  the 
presence  of  anusitis  often  is  associated  with 
anal  fissures,  it  is  entirely  possible  that  proper 
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anal  hygiene  might  prevent  anusitis  and, 
thereby,  might  prevent  anal  fissures.2  More- 
over proper  care  of  the  anal  region  might  re- 
duce the  severity  of  hemorrhoidal  disease.  Not 
a new  concept,  this  idea  was  emphasized  by 
outstanding  physicians  of  the  late  nineteenth 
century.  Boas,  one  of  Europe’s  foremost 
gastroenterologists,  wrote:  “Of  the  sympto- 
matic remedies  for  external  and  mixed  hemor- 
rhoids, the  first  is  the  toilet  of  the  onus.  The 
patient  is  to  keep  the  anal  region  absolutely 
clean.”3  Mathews,  a former  president  of  the 
American  Medical  Association,  wrote:  “There- 
fore, when  a patient  consults  me  for  external 
piles,  the  best  advice  I can  give  is  to  sponge 
the  part  often  with  hot  or  cold  water;  to  take 
an  injection  once  or  twice  a day  of  cold,  not 
hot,  water;  and  to  assume  the  recumbent  posi- 
tion."' Whether  the  prevention  of  the  ano- 
rectal diseases  can  be  effected  through  better 
anal  care  is  debatable,  but  it  is  certain  that  a 
clean  anal  orifice  will  provide  less  soilage  of 
the  underclothes  and  a more  sanitary  and 
esthetically  acceptable  condition. 

After  bowel  movements  most  people  will 
wipe  the  anal  region  with  toilet  paper  and,  in 
their  efforts  to  clean  the  area,  will  rub,  rub, 
rub.  Rubbing  smears  the  feces  over  a larger 
area  and  can  open  minute  breaks  in  the  deli- 
cate epithelium.  With  its  abrasive  effects 
vigorous  rubbing  causes  bruising  of  the  tissues 
and  the  introduction  of  bacteria  into  the 
broken  anal  and  perianal  skin.  Because  they 
desire  cleanliness,  many  people  just  rub  too 
much.  The  improper  and  inadequate  cleaning 
of  the  anal  region  is  too  often  reflected  on 
underwear.  Some  older  texts  mention  hemor- 
rhoids as  a cause  of  staining  on  the  under- 
pants. However,  staining,  also,  reflects  un- 
satisfactory cleaning  of  the  anal  orifice. 

Often  at  the  office  examining  table  a 
gracious  lady,  recently  showered  and  per- 
fumed, immaculately  dressed  and  with  a 
beautiful  hair  style,  presents  perianal  fecal 
soilage,  evidence  of  improper  and  inadequate 
cleaning.  This  contrast  of  meticulous  attention 
to  all  areas  of  the  body  except  one  has  re- 
sulted from  insufficient  instruction  to  the 
public. 


Who  should  instruct  the  public?  Who  is 
better  qualified  than  the  doctor  of  medicine? 
Isn't  now  the  time  for  physicians  to  assume  the 
leadership  in  instructing  people  on  anal 
hygiene?  This  is  not  a new  idea.  Mathews 
wrote  that  patients  should  be  instructed  that 
irritants  such  as  printed  paper  should  be 
avoided  and  “above  all,  that  a cold  ablution 
of  the  parts  should  be  made  after  every  act  of 
defecation.”' 

The  dictum  has  been  stressed:  every  patient 
has  a rectum,  any  doctor  can  examine  it.  As  a 
corollary,  I suggest:  every  patient  has  a rec- 
tum, every  doctor  should  instruct  on  its  care. 

Some  common  sense  ideas  have  practical 
value  in  promoting  better  care  of  the  anal 
region.  Water  cleans  ever  so  much  better  than 
any  dry  material  and  should  be  used 
routinely.  As  an  analogy,  a dry  paper  towel 
will  not  clean  hands  which  have  worked  in  a 
mud  pile.  Water  is  the  effective  ingredient  in 
removing  the  mud.  Hence,  at  the  anal  region 
the  patient  should  be  instructed  to  use  wet, 
not  dry,  toilet  paper.  The  use  of  wet  paper 
should  be  emphasized.  Moreover,  the  patient 
is  urged  to  wet  the  toilet  paper  and  to  blot  or 
to  pat,  but  not  to  rub!  Better  still  is  the  use  of 
cotton  and  water.  In  cases  of  large  external 
hemorrhoids,  cotton  can  penetrate  the  folds 
and  clean  the  area  better  than  rolled  tissue 
paper,  which  is,  after  all,  a commercial  in- 
vention of  modern  man.  Because  cold  water 
reduces  itching  better  than  warm,  it  is  prefer- 
able to  begin  using  warm  and  to  end  using 
cold  water.  For  individuals  having  perianal 
fecal  soilage  or  the  complaint  of  seepage 
stains  on  underpants,  especially  with  the 
escape  of  flatus,  a baby  bulb  syringe,  of  3 to 
6 oz.  volume,  to  irrigate  and  clean  the  anal 
canal  after  defecation  is  of  considerable  value. 
Some  patients  refer  to  this  as  a “rectal  gargle.” 

Also,  when  bathing  or  showering,  it  is  bene- 
ficial to  wash  the  anal  region  with  Dove  soap. 
Many  people  do  this  after  their  morning 
eliminations.  The  development  of  the  habit 
of  exercising  proper  anal  care  is  essential. 

In  Europe  and  in  many  parts  of  South 
America  the  bidet  is  a standard  fixture.  This 
represents  a real  advance  in  culture  and  in 
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hygiene.  Even  though  this  country  manu- 
factures and  exports  them,  bidets  in  the  Amer- 
ican home  are  rare.  A flush  basin  containing 
hot  and  cold  water  located  alongside  of  the 
toilet,  the  bidet  is  a great  convenience  for  the 
individual  to  “dunk”  and  clean  the  area  after 
a defecation.  Water  more  effectively  than  dry 
paper  removes  small  particles  of  fecal  material 
from  the  skin  and  perianal  hair.  With  bidets 
people  have  the  appliance  sorely  needed  to 
clean  anal  regions  as  thoroughly  as  their  faces, 
ears,  teeth,  and  hair. 


Summary 

Even  though  a good  laugh  can  be  readily 
provoked  with  talk  of  anal  hygiene,  doctors 
of  medicine  should  assume  the  role  of  edu- 
cators in  this  area  which  is  seldom  mentioned 
in  polite  society.  Care  of  the  anal  region  is 
equally  as  important  as  care  of  the  opposite 
end  of  the  alimentary  canal.  With  the  hope  of 
preventing  anorectal  diseases  and  with  the 
goal  of  promoting  more  sanitary  situations 
physicians  should  instruct  patients  in  better 
anal  hygiene. 
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Morning  glory  seed  psychosis—  P.  J.  Fink.  M.  Gold- 
man. and  I.  Lyons.  Arch  Gen  Psychiat  15:209-213 
(Aug)  1966. 

In  an  attempt  to  achieve  the  lysergic  acid  diethyla- 
mide effect,  three  patients  ingested  morning  glory 
seeds.  A peculiar  type  of  addictive  quality  was  the 
most  startling  aspect.  After  the  acute  stage  with 
symptoms  of  a toxic  psychosis,  the  patients  experi- 
enced a long-term  enthrallment.  The  thesis  was  ex- 
plored that  there  is  a permanent  alteration  in  the 
synthetic  function  of  the  ego.  Other  ego  function 
changes  are  discussed  in  order  to  understand  the 
alterations  in  mental  functioning  which  take  place 
during  the  acute  phase  and  the  postintoxication  phase. 

Critical  evaluation  of  the  sidkowitch  test  for  urine 
calcium— F.  J.  Martin  and  D.  Golovsky.  Med  J Aust 
1:936-938  (May  28)  1966. 

A comparison  between  the  results  of  the  Sulkowitch 
test  and  the  24-hour  urinary  calcium  excretion  estima- 
tion in  1 15  cases  of  renal  stone  revealed  that  as  a 
screening  measure  for  hypercalciuria  the  Sulkowitch 
test  is  unreliable.  A gross  discrepancy  between  the 
results  of  the  two  tests  occurred  in  11%  of  the  cases. 
A single  dose  of  ammonium  chloride  (0.1  gm/kg) 
will  not  affect  urinary  calcium  excretion  in  the  24 
hours  after  administration. 


Myocardial  infarction  in  population  of  a large  in- 
dustrial city:  Second  report— H.  Weidemann  and  J. 
Nocker.  Munchen  Med  Wschr  108:1393-1397  (July 
8)  1966. 

A group  of  910  patients  with  myocardial  infarction 
was  studied.  Twenty-nine  percent  of  the  male  and 
53%  of  the  female  patients  had  hypertension;  the 
percentage  of  hypertensives  to  patients  with  myo- 
cardial infarction  was  age-dependent.  In  8%  of  the 
male  and  19%  of  the  female  patients  diabetes  mellitus 
was  found;  the  percentage  of  diabetics  to  patients 
with  myocardial  infarction  also  was  found  to  be  age- 
dependent.  Eight  percent  of  the  male  and  6%  of  the 
female  patients  had  blood  supply  disturbances  in  the 
lower  extremities.  In  25%  of  624  patients  with 
clinically  and  arteriographically  proved  arterial  occlu- 
sion in  the  lower  extremities  considerable  deviations 
in  the  ECG  were  found,  suggesting  that  arterio- 
sclerosis represents  always  a generalized  condition. 
In  699  patients  with  myocardial  infarction  who  were 
discharged  after  clinical  treatment,  the  average 
stationary  period  of  treatment  was  6 weeks  and  214 
days.  Durnig  this  time  the  mortality  of  male  patients 
was  21%  and  that  of  female  patients,  30%.  The 
relatively  low  total  mortality  was  probably  due  to 
treatment  with  anticoagulants. 
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WHAT’S  NEW  IN  OTORHINOLARYNGOLOGY 


RICHARD  W.  HANCKEL,  M.  D. 

Charleston,  S.  C. 


The  major  development  in  otologic  sur- 
gery in  recent  years  has  been  the  intro- 
duction of  the  operating  microscope.  It 
was  first  used  by  Holmgren  in  Stockholm  in 
1923  in  fenestration  procedures.  Shortly  after, 
it  was  brought  to  Chicago  by  Shambaugh  who 
also  used  it  in  fenestrations  of  the  horizontal 
semicircular  canals  for  improving  hearing  in 
otosclerosis.  Rosen  in  1952  succeeded  in 
mobilizing  the  stapes  and  was  followed  by 
Shea  in  1957  with  his  stapedectomy  procedure. 
Wullstein  and  Zollner  in  1955  introduced 
tympanoplasty  using  the  operating  micro- 
scope. This  procedure  had  as  its  aim  the 
improvement  of  hearing  by  repair  of  ear  drum 
perforations  and  restoration  of  the  continuity 
of  the  ossicular  chain  after  the  surgical 
elimination  of  chronic  mastoid  infections. 

In  more  recent  years,  William  House  of  Los 
Angeles  has  devised  two  operative  procedures 
using  the  operating  microscope.  One  of  these 
is  the  endolymphatic  shunt  operation  for  the 
relief  of  vertigo  in  Meniere’s  disease.  Using  a 
post-auricular  approach,  a mastoidectomy  is 
done  and  the  posterior  semicircular  canal  is 
identified.  The  nearby  layer  of  bone  sepa- 
rating the  mastoid  cavity  and  the  dura  is 
removed  and  the  underlying  endolymphatic 
sac  is  exposed  and  identified.  It  lies  extra- 
durally  between  the  dura  and  the  temporal 
bone  in  the  posterior  cranial  fossa.  The  lateral 
wall  of  this  sac  is  incised  and  then  the  medial 
wall  and  the  underlying  dura  are  incised  and 
an  umbrella-shaped  prosthesis  is  inserted.  The 
incision  in  the  lateral  wall  is  then  closed.  This 
permits  shunting  of  the  endolymph  which  is 
under  increased  pressure  into  the  sub- 
arachnoid space,  thereby  relieving  the 
vertigo. 


The  second  operation  devised  by  House 
using  the  operating  microscope  is  the  trans- 
labyrinthine  operation  to  attack  the  smaller 
and  medium-sized  tumors  of  the  acoustic 
nerve.  In  this  procedure  a simple  mas- 
toidectomy via  the  postauricular  approach  is 
performed,  the  semicircular  canals  are  skele- 
tonized and  the  lateral  walls  are  removed  with' 
a bur.  The  vestibule  is  entered  and  the  vesti- 
bular nerve  is  identified.  It  soon  leads  to  the 
facial  nerve.  Bone  over  the  posterior  cranial 
fossa  is  removed,  and  the  dura  is  exposed.  The 
dura  is  incised  exposing  the  tumor.  The  tumor 
under  microscopic  guidance  is  dissected  free 
of  the  nearby  nerves  so  that  their  function  is 
preserved  if  possible.  One  of  the  advantages 
of  this  approach  is  that  the  function  of  the 
facial  nerve  may  be  preserved. 

Recent  advances  have  been  made  in  audio- 
logical  evaluation  especially  in  the  localization 
of  retrocochlear  lesions.  Some  of  these  aids  are 
the  Bekesy  audiometer,  tone  decay,  and 
speech  discrimination.  These  have  helped 
considerably  in  the  early  diagnosis  of  eighth 
nerve  tumors  and  Meniere’s  syndrome. 
Another  recent  advance  in  this  field  is  the 
development  of  the  Zwislocki  Bridge,  which 
determines  whether  or  not  the  ossicular  chain 
is  intact  and  functioning.  This  is  of  great  help 
in  the  differential  diagnosis  of  conductive 
hearing  losses. 

Cryosurgery  in  otolaryngology  has  recently 
come  to  the  forefront.  The  name  is  derived 
from  the  Greek  word,  kryos,  meaning  cold. 
Using  an  instrument  with  a special  probe,  we 
can  reduce  the  temperature  of  a given  area 
to— 165°  centigrade  using  liquid  nitrogen.  This 
is  especially  adaptable  for  use  in  tumors  which 
have  a profuse  blood  supply,  such  as  juvenile 
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angiofibromas  of  the  nasopharynx  and  glomus 
jugulare  tumors.  So  far  we  have  used  this  unit 
and  probe  in  two  juvenile  angiofibromas  of 
the  nasopharynx  and  in  one  glomus  jugulare 
tumor.  Both  of  these  tumors  are  very  vascular 
and  the  reduction  of  the  blood  loss  has  been 
most  gratifying. 

Cryosurgery  for  the  removal  of  tonsils  in 


adults  has  recently  been  advocated  by  C.  L. 
Hill.  He  uses  a cryosurgical  unit  which  uses 
Freon  as  opposed  to  the  liquid  nitrogen  unit 
and  reports  good  results  in  partial  tonsil- 
lectomy with  temperatures  of  —80°  C.,  using  a 
shielded  probe  manufactured  by  Frigitronics 
Incorporated  of  Bridgeport,  Connecticut. 


Weight  reduction:  An  enigma—].  A.  Glennon 
( University  of  Wisconsin  School  of  Medicine,  Madi- 
son) Arch  Intern  Med  118:1-2  (July)  1966. 

The  results  of  a weight  reduction  program  in- 
volving 199  subjects  at  least  50%  above  their  ideal 
weight  are  presented.  Only  subjects  with  at  least  a 
12-month  follow-up  were  included.  All  lost  weight 
during  an  initial  hospital  stay.  Twelve  percent  were 
able  to  achieve  and  maintain  a 20  pound  loss  and 
6%  a 40  pound  weight  loss.  Two  percent  were  able 
to  reduce  below  50%  overweight.  Only  one  subject 
was  able  to  approach  his  ideal  weight.  Men  were  no 
more  successful  at  weight  reduction  than  were 
women.  These  results  along  with  a review  of  the 
recent  literature  tend  to  support  the  proposal  that 
at  present  obesity  generally  is  incurable. 


Thiabendazole  in  pinworm  infections—].  H.  Davis 
( 300  Homer  Ave.,  Palo  Alto,  Calif. ) Amer  J Dis 
Child  112:49-51  (July)  1966. 

Thiabendazole  was  again  shown  to  be  effective 
(94%)  in  eradicating  pinworms  when  given  in  two 
doses  of  25  mg/kg  on  one  day  and  repeated  seven 
days  later.  Equal  results  were  obtained  with  py- 
rvinium  pamoate  given  in  two  single  doses  a week 
apart.  Follow-up  examinations  done  three  months 
after  treatment  showed  a reinfection  or  recurrence 
rate  of  about  40%,  no  matter  what  drug  or  treatment 
schedule  was  used.  Placebo-treated  patients  had  only 
a 10%  recurrence.  When  given  in  the  form  of  a 
suspension,  thiabendazole  was  better  accepted  and 
better  tolerated  than  when  administered  in  the  form 
of  chewable  wafers. 
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A SURVEY  OF  SMOKING  AMONG  THE  STUDENTS 
OF  SPARTANBURG  COUNTY,  S.  C. 


CHARLES  B.  HANNA,  M.  D. 
JOHN  FLEMING,  M.  D. 
VERNON  JEFFORDS,  M.  D. 
D.  C.  HULL,  M.  D. 

Spartanburg , S.  C. 


In  December  1963,  the  Public  Health  Ser- 
vice released  its  comprehensive  report  on 
the  relationship  of  smoking  to  carcinoma 
of  the  lung.  This  report  in  a somewhat  differ- 
ent approach  confirmed  most  of  the  findings 
reported  in  the  Hammond  study.1’ 2 These 
exhaustive  evaluations  seem  to  have  well  cor- 
related the  causative  relationship  of  smoking 
to  lung  cancer.  Therefore,  there  seemed  no 
need  for  further  statistical  survey  of  the  gen- 
eral public,  at  least  not  of  a small  group. 

However,  there  did  seem  a need  to  survey 
the  incidence  of  smoking  among  our  high 
school  and  college  groups.  It  was  felt  that  in 
the  younger  groups  there  was  an  opportunity 
to  determine  how  frequently  and  to  what 
extent  these  people  smoke.  Such  a survey  re- 
quired the  supervision  of  the  authors  as  a 
medical  group. 

The  survey  was  conducted  by  the  Spartanburg 
Junior  Women’s  Club  and  the  Spartanburg  County 
Cancer  Society,  a Chapter  of  the  South  Carolina 
Division  of  the  American  Cancer  Society.  The  Junior 
Women’s  Club  members  did  the  contact  work  with 
each  school  and  arranged  with  the  proper  authorities, 
usually  the  principal  or  the  president,  to  conduct 
such  a survey.  The  Women’s  Club  also  provided  all 
clerical  and  postage  expense. 

The  following  schools  or  colleges  of  the  Spartan- 
burg area  participated  in  this  survey:  Wofford  College 
(male).  Converse  College  (female),  Spartanburg 
Junior  College  (male  & female),  seven  senior  high 
schools,  City  and  County,  eleven  junior  high  schools, 
City  and  County,  twelve  combined  high  schools.  City 
and  County. 


The  questionnaire  was  designed  to  ascertain 
the  age  of  the  questioned,  and  if  he  or  she 
smoked,  how  much,  and  whether  the  parents 
smoked.  The  questionnaire  also  asked  if  medi- 
cal knowledge  influenced  the  questioned  to 
smoke  or  not  to  smoke. 

Fourteen  thousand  four  hundred  and  twenty 
four  students  replied,  7,246  males  and  7,178 
females.  This  was  89%  of  the  total  student 
bodies.  Of  these,  18.6%  said  they  smoked. 
Ninety  six  jxrcent  of  the  smokers  were  be- 
tween the  ages  of  13  and  21. 

Sixteen  hundred  and  eighty  six  students 
smoked  with  their  parents  consent  while  1,027 
smoked  without  their  parents  consent.  Four- 
teen hundred  and  fifty  three  students  said 
they  would  like  to  stoj)  smoking  as  compared 
to  1,260  who  said  they  would  not.  Eighty  six 
per  cent  of  the  students  who  smoked  used  10 
to  20  cigarettes  daily  and  2.3%  smoked  a pipe. 

Of  the  children  who  smoked,  100%  re- 
sponded that  one  or  both  of  their  parents 
smoked.  The  non-smoking  students  reported 
that  31  c/i  of  them  had  a parent  who  smoked. 
Of  the  approximately  29,000  parents,  13,131 
were  listed  as  non-smokers.  Of  these,  2,014 
had  only  recently  stopped  smoking.  Two 
thousand  fourteen  of  these  parents  were  re- 
ported to  have  stopped  smoking  recently,  be- 
cause of  the  unfavorable  publicity  given  to 
smoking. 
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Discussion 

No  attempt  can  be  made  to  draw  final  con- 
clusions from  this  survey.  It  has  confirmed  the 
common  practice  of  smoking  among  the  mid 
and  late  teenagers;  that  is,  students  of  junior 
high,  high  school  and  college.  It  seems  that 
about  19%  of  the  students  smoke.  The  most 
concentrated  age  group  is  from  18  to  21. 
While  only  time  will  determine  the  danger  in 
this  group,  certainly  the  group  who  smoked 
over  20  cigarettes  a day  may  be  the  lung  car- 
cinoma patients  30  to  50  years  from  now. 

It  was  believed  at  the  beginning  of  this  sur- 
vey that  when  the  children  smoked,  there 
would  be  parents  who  smoked.  While  this 
association  in  general  held  true,  social  con- 


tacts, radio  and  television  offered  equal  in- 
ducement. 

The  enforcement  of  television,  radio,  and 
newspaper  codes  could  reduce  the  attractive- 
ness of  smoking  to  the  teen-ager.  Such  a code 
has  recently  been  voluntarily  introduced  by 
the  cigarette  companies.  This  code  will  not 
likely  reflect  all  the  limitations  urged  by  the 
medical  profession.  However,  it  is  a step  in 
the  right  direction. 

We  do  not  feel  that  any  conclusions  can  be 
reached  on  the  basis  of  this  survey.  We  do  feel 
it  stimulated  the  interest  of  the  canvassers, 
the  educators,  and  the  students.  It  has  also 
directed  attention  in  this  community  to  the 
need  for  further  education  on  the  health  haz- 
ard from  smoking. 
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Who  Controls  ‘Quality  Control?’ 

Much  is  made  of  quality  control  for  brand-named 
drugs.  The  question  is,  who  will  control  the  quality 
if  only  the  generic  name  is  used?  The  government? 
Not  likely,  in  view  of  the  many  problems  it  already 
cannot  solve.  If  the  government  had  to  exert  quality 
control  over  all  generically  labeled  drugs,  this  would 
be  a fabulously  expensive  and  time-consuming  opera- 
tion. Certainly  neither  the  physician  nor  the  consumer 
can  do  it.  For  some  drugs,  control  is  not  very  neces- 
sary, but  there  are  too  many  for  which  it  is  essential 
and  there  is  no  easy  way  to  separate  the  two  groups. 
— Irvine  H.  Page,  M.  D.,  in  Modern  Medicine,  (34: 
105),  June  6,  1966. 


FOR  SALE:  Three  Castle  sterilizers,  size  5"xl3",  type  C-431W,  amps  9,  volts  110,  like  new  attractively 

priced. 

Contact  Workman  Memorial  Eye  Clinic,  1673  Brabham  Avenue,  Columbia,  South  Carolina,  29204.  Tele- 
phone 253-1424. 
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X-RAY  FILMS  OF  THE  MONTH. 


S.  E.  PUCKETTE,  JR.,  M.  D. 
Medical  College  Hospital 
Charleston,  S.  C. 


This  IVP  excretion  film  taken  in  1957  was 
on  a 49  year  old  white  male  farmer  who 
in  1943  had  become  jaundiced  with  a 
“swollen”  liver  while  serving  with  the  Army 
in  the  South  Pacific.  In  the  following  14 
months  he  was  seen  in  multiple  military  hos- 
pitals and  eventually  given  a medical  dis- 
charge on  the  basis  of  cirrhosis  secondary  to 
hepatitis.  In  the  ensuing  12  years  the  patient 
had  noted  spells  of  epigastric  pain  especially 
when  hungry  which  were  relieved  by  food  and 
made  worse  by  greasy  food.  The  episodes 
occurred  predominantly  in  the  spring  and 
summer.  An  upper  GI  series  was  normal  but 
on  this  IVP  film,  the  liver  and  spleen  were 
noted  to  be  outlined  by  granular  radio-opaci- 
ties measuring  approximately  1 mm  in  greatest 
diameter.  Amorphous  radiopaque  areas  were 
also  noted  over  the  epigastric  area  as  shown. 
This  is  a fairly  classical  picture  of  thoratrast 


residua  in  the  spleen,  liver  and  lymph  nodes 
of  the  porta  hepatis. 

Thoratrast  is  the  proprietary  name  of  a 25% 
by  volume  solution  of  colloidal  thorium  di- 
oxide suspended  in  a dextrin  medium1  Thor- 
ium is  the  parent  substance  of  a naturally 
occurring  radioactive  family  with  a physical 
half-life  of  1.39  x 1010  years.  When  injected 
into  the  vascular  system,  approximately  90% 
of  it  is  rapidly  taken  up  by  the  reticuloendo- 
thelial system,  thus,  the  spleen  and  liver  are 
opacified  and  so  masses  within  the  liver  can 
be  recognized  or  accessory  spleens  identified. 
In  arteriography,  as  it  is  initially  well  toler- 
ated, it  can  be  used  in  patients  who  are  aller- 
gic to  iodine  products.  Unfortunately,  this 
radioactive  thorium  has  been  fairly  well 
established  to  be  the  inducing  agent  in  ap- 
proximately sixty  cases  of  neoplasm."  With 
intra-vascular  injection,  there  is  a roughly 
equal  chance  of  either  a carcinoma  or  a sar- 
coma developing  in  the  liver  or  biliary  system. 
The  interval  between  the  administration  of  the 
thoratrast  and  clinical  onset  of  neoplasm  is: 
liver  carcinoma  19.8  -j-  6 years  and  liver  sar- 
coma 15.4  -(-  6 years.  A second  category  of 
tumor  occurs  if  the  contrast  media  is  either 
retained  in  one  of  the  body  cavities,  such  as 
the  paranasal  sinuses  or  extravasated  at  the 
site  of  injection.  The  onset  of  neoplasia  is  in 
essentially  the  same  time  range.3  Further,  the 
thoratrast  can  produce  a local  foreign  body 
reaction  with  extensive  fibrosis  ( thorotras- 
toma)  which  may  produce  problems.4 
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Obviously,  although  the  contrast  media  is 
still  available,  its  use  is  limited  by  its  potential 
long  term  sequelae  such  that  its  use  is  ad- 
vocated only  in  life  or  death  situations  or 
where  the  expected  life  span  is  rather  short. 

The  above  patient  was  subsequently  ex- 
plored. The  dense  areas  in  the  epigastrium 


were  lymph  nodes.  These  are  not  seen  initially 
but  appear  after  several  years  as  thorium 
ladened  macrophages  migrate  through  the 
lymphatic  system  and  are  trapped  in  the 
lymph  nodes.  The  epigastric  pain  was  due  to 
a chronic  pancreatitis.  No  neoplasms  were 
noted. 
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half  OF  ALL  BLINDNESS 

IT  IS  ESTIMATED  THAT: 

• 416,400  Americans  are  already  blind. 

• During  the  next  12  months  another  .32,700  per- 
sons will  lose  their  sight. 

• More  than  one  and  a half  million  Americans 
over  age  35  are  threatened  with  blindness  from 
glaucoma. 

• More  than  12,235,900  school  children  need  some 
form  of  eye  care. 

• Only  10  percent  of  the  97,900  partially  seeing 
students  have  the  proper  educational  facilities. 

• 161,500  school  children  are  threatened  with 
blindness  or  vision  damage  from  eye  injuries 
each  year. 

To  meet  this  challenge  the  National  Society 
carries  on  a comprehensive  program  of  com- 
munity services,  public  and  professional  educa- 
tion and  research. 

Our  objective  is  to  save  sight  and  to  prevent 
blindness.  However,  this  cannot  be  done  alone. 
WE  NEED  THE  HELP  OF  ALL  PHYSICIANS. 
The  Society  has  a range  of  pamphlets  on  eye 
health  and  safety  for  the  lay  public  which  can 
be  distributed  to  your  patients.  Write  to  the 
National  Society  for  the  Prevention  of  Blindness, 
16  East  40th  Street,  New  York,  N.  Y.  10016  for  a 
free  catalogue. 

IS  PREVENTABLE 
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President’s  Page 

The  medical  profession  lost  an  important  battle 
when  the  Medicare  Bill  S89-97  was  passed.  The  Murray- 
Wagner-Dingell  Bill,  which  was  introduced  in  the  40’s 
and  defeated,  is  now,  after  twenty  years  of  piece-meal 
legislation,  an  accomplished  fact.  The  Medicare  Bill  is 
the  last  major  step  to  be  taken.  Congress  was  slow  to  act 
on  it  but  the  patient,  implacable  advocates  of  federalized 
health  care  finally  found  enough  members  of  Congress 
and  an  earnest,  capable  President  to  effect  its  passage. 

The  bitter  lesson  is  that  we  as  physicians  need  to 
attend  more  to  the  running  of  our  country  and  the 
making  of  our  laws.  More  of  us  need  to  be  in  politics 
and  to  take  more  interest  in  government  at  every  level.  We  must  take  time  to  influence  opinion 
at  the  grass  roots  where  opinions  start. 

Scalpel  is  the  means  whereby  we  as  physicians  can  pool  our  finances  to  help  elect  candi- 
dates who  most  nearly  reflect  our  ideas  on  public  matters.  Scalpel  is  purely  voluntary.  It  is 
dependent  upon  you  and  me  as  physicians  to  give  to  its  treasury.  It  is  not  dedicated  to  either 
party  but  to  the  best  candidate. 

Mr.  Nixon  spoke  to  the  Organization  of  Presidents  of  State  Medical  Societies  in  Chicago 
the  day  the  AMA  meeting  opened.  In  his  address  he  paid  tribute  to  AMPAC,  the  national 
organization.  He  urged  that  we  not  only  donate  money,  but  that  we  dedicate  some  of  our 
valuable  time  to  government.  He  elicited  loud  applause  when  he  suggested  that  if  we  thought 
we  were  too  busy,  to  get  our  wives  interested.  He  felt  that  they  might  even  do  a better  job  than 
we  could. 

In  South  Carolina,  we  have  a weakness  for  waiting  until  a bill  is  introduced  before  we 
try  to  influence  our  delegation.  We  should  be  in  politics  the  year  round.  We  should  get  close 
to  our  law-makers  — thank  them  for  a good  stand  they  take  on  matters  that  do  not  involve 
medicine,  encourage  them  to  vote  for  progressive  measures  for  our  state,  entertain  them  at 
a barbecue,  fish  fry  or  other  pleasant  way  to  get  together.  We  should  make  it  a point  to  be 
present  at  their  public  meetings  and  to  praise  them  for  good  deeds  and  try  to  influence  them 
for  the  better. 

Doctors  are  an  elite  group.  We  enjoy  prestige,  an  above  the  average  income,  and  the  con- 
fidence of  more  people  than  any  other  group.  If  we  expect  to  exert  influence  we  should  make 
it  a habit  to  give  to  SCALPEL  and  to  take  more  interest  in  government  at  every  level. 

George  D.  Johnson,  M.  D. 
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Editorials 


Harry  Stoll  Mustard 


One  of  South  Carolina’s  most  prominent 
physicians  died  early  in  August.  His  long  and 
distinguished  career  beginning  with  private 
practice  in  Charleston  and  moving  into  the 
field  of  public  health  led  him  into  offices  and 
honors  of  the  highest  type.  His  many  success- 
ful activities  were  concerned  with  pressing 
problems  both  in  the  field  and  in  teaching 
positions. 

Dr.  Mustard  was  no  armchair  practitioner 
of  his  specialty.  His  experience  in  practice  and 
in  the  basic  performance  of  public  health 
measures  gave  him  a background  which  was 
invaluable  in  his  teaching,  and  in  the  writing 
of  his  several  highly  regarded  books  on  his 
specialty. 

Practitioner,  teacher,  editor,  member  of 
many  boards,  and  recipient  of  many  honors, 
he  was  wellknown  and  much  respected  in  his 
field.  Some  years  ago  he  rendered  valuable 
help  to  the  South  Carolina  Medical  Associa- 
tion at  a time  when  changes  in  the  composi- 


tion of  the  State  Board  of  Health  were  being 
considered.  Because  of  this  unselfish  service, 
he  was  named  Honorary  Member  of  the  Asso- 
ciation, the  only  man  to  hold  this  title  in  many 
years. 

A figure  cherished  by  both  friends  and  col- 
leagues has  gone  from  us. 


The  New  Yorker  Speaks 

Once  a magazine  of  sophisticated  humor, 
The  Neiv  Yorker  now  turns  its  extended  atten- 
tion to  matters  of  sociological  import,  some- 
times to  the  dismay  of  some  of  its  readers— or 
ex-readers. 

Some  two  years  ago  this  weekly  carried  a 
series  of  articles  derived  from  the  book  “The 
Real  Voice,”  a laudatory  account  of  Senator 
Kefauver’s  bedevilment  of  the  drug  manu- 
facturers written  by  Richard  Harris  and  much 
applauded  by  those  of  the  extreme  left.  Now 
the  same  writer  has  contributed  four  articles 
about  Medicare  under  the  uninformative  title 
of  “Annals  of  Legislation,”  dealing  with  the 
story  of  the  development  of  the  unfortunate 
situation  which  has  been  imposed  upon  us, 
and  presenting  a glorification  of  Wilbur  J. 
Cohen,  arch  proponent  of  nationalized  medi- 
cine, and  a parallel  denigration  of  the  AMA 
and  the  medical  profession. 

The  articles  are  so  obviously  slanted  that  it 
is  scarcely  necessary  to  question  the  docu- 
mentation or  the  accuracy  of  statement.  The 
New  Yorker  has  done  us  no  favor  by  this 
series.  If  it  cannot  offer  unbiased  presentation, 
it  seems  to  be  time  that  it  tried  to  return  to 
its  former  function  of  amusement  and  leave 
the  propaganda  to  less  respectable  journals. 


Moonshine  Whiskey 

South  Carolina’s  reputation  as  a source  of 
illicit  and  dangerous  moonshine  whiskey  is 
not  particularly  savory.  With  the  continuing 
production,  which  goes  on  despite  the  valiant 
efforts  of  the  Internal  Revenue  Service,  there 
is  an  increasing  risk  to  the  consumer  in  the 
poisonous  quality  of  available  bootleg  liquor. 


September,  1960 


307 


While  in  older  days  the  independent  moon- 
shiner took  some  pride  in  the  quality  of  his 
distilling,  present  day  manufacture  is  on  a 
highly  organized  basis  and  sets  its  objective  in 
sales  rather  than  in  quality.  In  fact,  there  is 
little  or  no  good  quality  moonshine,  since 
nearly  all  of  it  is  made  in  crude  stills,  care- 
lessly tended  and  furnishing  a dangerous 
quantity  of  poisonous  lead  salts  to  the 
“finished”  product. 

Consumption  of  this  liquor  can  lead  to 
blindness,  paralysis  or  death  from  the  toxic 
elements  which  it  contains. 

The  IRS  is  in  the  process  of  conducting  a 
thorough  and  widespread  educational  cam- 
paign, which  could  be  aided  greatly  by  physi- 
cians in  their  contacts  with  their  patients, 
some  of  whom  may  be  potential  victims  of 
moonshine  whiskey. 


Typhoid  Vaccine 

Many  people  have  questioned  the  necessity 
of  imposing  routine  typhoid  vaccination  on 
the  public.  Local  public  health  officials  are 
reticent  about  stating  that  this  administration 
is  doubtfully  necessary.  Now  the  Public 
Health  Service  comes  out  flatfooted  in  saying 
that  routine  immunization  is  not  necessary, 
basing  its  stand  on  the  decline  of  the  disease 
and  its  sporadic  nature.  At  the  same  time  it 
notes  that  the  efficacy  of  the  parathyphoid 
elements  of  the  vaccine  has  never  been  estab- 
lished and  recommends  that  these  com- 
ponents be  eliminated. 

Even  the  usual  vaccination  for  summer 
camp  is  considered  unnecessary.  The  only 
situations  recognized  as  indicating  the  use  of 
the  injection  are:  (1)  intimate  exposure  to  a 
known  carrier,  (2)  community  or  institutional 
outbreaks,  and  (3)  foreign  travel  to  areas  in 
which  typhoid  fever  is  endemic. 


Those  Vitamins 

There  is  little  doubt  that  our  present  enor- 
mous consumption  of  vitamins  to  prevent  or 
cure  all  manner  of  disease  has  been  exagger- 
ated beyond  the  bounds  of  real  necessity.  The 
commercial  emphasis  on  the  need  for  a vita- 
min supply  over  and  above  that  of  ordinary 
and  reasonable  diet  has  created  a feeling  that 


the  pill  or  the  drop  is  the  answer  and  that  our 
foods  cannot  be  trusted  to  give  us  what  we 
need.  While  it  is  true  that  individuals  cannot 
be  trusted  to  consume  the  right  sort  of  food  to 
obtain  the  necessary  requirements,  it  is  also 
likely  true  that  by  and  large  the  addition  of 
large  quantities  of  vitamins  to  ones  intake  is 
not  necessary. 

FDA  Commissioner  Dr.  James  L.  Goddard, 
who  seems  to  be  assuming  the  accoutrements 
of  a violent  crusader  has  created  some  con- 
cern by  pronouncing  that  it  is  not  necessary 
for  anyone  to  take  vitamins  and  that  no  matter 
how  queer  his  diet  may  be,  the  individual  will 
in  some  way  “make  up  for  it.”  This  is  a radical 
philosophy  which  has  brought  concern  to  the 
National  Academy  of  Sciences— National  Re- 
search Council,  which  casts  serious  doubt  on 
Dr.  Goddard’s  statement  that  “vitamins  and 
minerals  are  supplied  in  abundant  amounts  by 
the  foods  we  eat.”  The  Council  also  points  out 
that  nutritional  patterns  vary  widely  from  per- 
son to  person  and  emphasizes  the  fact  that  it 
is  unlikely  that  all  dietary  needs  can  be  satis- 
fied by  ordinary  foods,  claiming  that  the 
FDA  statement  had  twisted  an  earlier  state- 
ment of  the  Council.  Perhaps  from  the  argu- 
ments of  the  two  sides  there  will  come  a more 
reasonable  public  understanding  of  the  virtues 
of  vitamins  and  the  need  for  concentrating 
on  proper  food  rather  than  depending  on  pills 
for  the  substances  which  are  undoubtedly 
basically  necessary  to  our  wellbeing. 


Meprobamate  Hearings 

Speaking  of  crusades,  the  shining  knight  of 
the  Food  and  Drug  Administration  has  set  his 
lance  firmly  in  the  direction  of  meprobamate. 
The  question  in  hand  is  whether  the  tranquil- 
izer is  subject  to  misuse  and  diversion  from 
legitimate  medical  channels  and  is  not  con- 
cerned with  its  safety  and  efficacy.  If  the  con- 
tention of  the  FDA  is  proven,  manufacturers, 
wholesalers  and  pharmacists  will  be  required 
to  keep  separate  distribution  records  for  the 
drug. 

Some  of  the  methods  used  by  FDA  seem  a 
bit  weird,  enough  so  to  prompt  the  following 
release  from  Wallace  Laboratories,  the  ex- 
clusive U.  S.  patentee. 
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“The  showing  by  the  Food  and  Drug  Ad- 
ministration today  (July  5)  of  a film  reveal- 
ing the  death  of  dogs  after  withdrawal  from 
massive  doses  of  meprobamate  can  only  be 
described  as  a bizarre  experiment. 

The  film  was  shown  at  an  FDA  hearing  to 
decide  on  the  question  as  to  whether  mepro- 
bamate should  be  included  under  the  pro- 
visions of  the  Drug  Abuse  Control  Amend- 
ments of  1965. 

The  dogs  had  received  the  equivalent  of 
25  times  the  human  adult  dose  of  the  drug 
for  periods  of  weeks  or  months.  When  the 
drug  was  suddenly  withdrawn,  four  of  the  five 


test  animals  died  after  several  severe  convul- 
sions. Despite  the  fact  that  their  fatal  seizures 
took  place  over  longer  periods  of  time,  the 
FDA  edited  the  film  so  that  all  the  horror  was 
presented  in  eight  or  nine  minutes. 

What  resulted  was  not  a scientific  presenta- 
tion, but  a horror  film  shown  under  the  most 
exaggerated  conditions.  It  was  not  only  ex- 
aggerated, but,  by  its  very  nature,  flamboyant 
and  inflammatory. 

Such  a presentation  shows  with  shocking 
clarity  to  what  lengths  the  government  will  go 
in  order  to  win  a case.” 


QUIDNUNC 


. . . we  may  recall  with  advantage  the  sentiment 
strongly  uttered  on  a public  occasion  by  the  great 
Sir  Benjamin  Brodie:  ‘The  physician,  with  the  poorest 
practice  who  pursues  his  profession  as  a science  is 
superior  to  him  who  grovels  before  it  as  a trade;’  or 
that  German  quatrain,  quaint  but  simple,  with  refer- 
ence to  the  exalting  our  profession  to  a science  or 
debasing  it  to  the  mere  purposes  of  procuring  a sub- 
sistence, which  has  been  thus  rendered: 

To  some  she  is  a goddess  great. 

To  some  a milch  cow  of  the  field. 

Their  business  still  to  calculate 
The  butter  she  will  yield! 

Or  Pope’s  deploring  the  absence  of  his  friend  Dr. 
Arbuthnot: 

‘Far  from  his  kind  Arbuthnot’s  aid, 

Who  knew  his  art.  but  not  his  trade.’  ” 

Charleston  Medical  Journal  and  Review 
1:251  (1874). 

Ralph  Locher,  Cleveland  mayor,  on  slum  condi- 
tions: “We  could  be  known  as  the  generation  which 
put  a man  on  the  moon  while  standing  ankle-deep  in 
garbage.” 


The  newspaper  reported  that  “The  30-year-old 
prisoner  was  returned  to  the  courthouse  where  a jury 
returned  a verdict  of  guilty  of  assault  with  intent  to 
ravish  at  6:30  p.  m.” 

What  timing! 


The  recent  meeting  of  the  Association  was  desig- 
nated as  its  118th  Annual  Meeting.  Actually  it  is  only 
the  110th  Annual  Meeting,  though  the  meeting  was 
held  on  the  118th  anniversary  of  the  founding  of  the 
Association.  There  was  a gap  of  eight  years  during 
and  after  the  Civil  War  when  no  meetings  were  held. 
Thus,  technically,  we  are  118  years  old  but  we  have 
held  only  110  annual  meetings. 


A national  competitive  salary  goal  of  not  less  than 
$6,500  a year  for  the  professional  nurse  who  is 
entering  practice  was  adopted  by  the  House  of  Dele- 
gates of  the  American  Nurses’  Association  at  the 
association’s  biennial  convention. 


There  appears  to  be  a growing  concern  among  the 
nation’s  4,700,000  independent  business  enterprises 
that  any  expansion  of  the  so-called  welfare  programs 
at  this  time  is  somewhat  akin  to  “living  in  a fool’s 
paradise.” 

Nat.  Fed.  of  Independent  Business 


“I  have  a little  difficulty  in  understanding  the 
ambivalent  moral  standards  applied  in  the  welfare 
world.  The  unwed  mother  who  proudly  boasts  of  her 
illicit  trip  down  the  primrose  path  is  granted  a bounty 
which  is  increased  with  each  additional  fruitful 
fling.”  —Larry  Howell,  Editorial  Staff  Writer,  The 
Dallas  Morning  News,  Dallas,  Texas. 
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R.  M.  Pollitzer,  Greenville, 
Pediatrician.  Former  Pro- 
fessor of  Pediatrics,  Medi- 
cal College. 


G.  I).  Johnson,  Spartan- 
burg, Pediatrician.  Amer. 
Acad,  of  Ped.  Amer.  Board 
of  Ped.  Currently  in  prac- 
tice, president  of  the  S.  C. 
Med.  Assoc,  and  delegate 
to  the  AMA. 


J.  W.  Jervey,  Jr.,  Green- 
v i 1 1 e,  Ophthalmologist, 
Amer.  Acad,  of  Oph.  & 
Otolar.,  Amer.  Oph.  Soc. 


W.  H.  Prioleau,  Charles- 
ton, Surgeon,  Clin.  Prof  of 
Surg.  Nat.  Board  of  Ex- 
aminers, Amer.  Board  of 
Surgery,  Past  President, 

S.  C.  Med.  Assoc. 
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Editor 

Joseph  I.  Waring,  Charleston, 
American  Academy  of  Pediatrics, 
Amer.  Board  of  Pediatrics,  Clinical 
Professor,  author  of  a history  of 
medicine  in  S.  C. 


Vince  Moseley,  Charleston, 
Internist,  Professor  of 
Medicine,  Director  of  Med- 
icine Veterans  Hospital, 
Amer.  Board  of  Internal 
Med.,  FACP. 


H.  R.  Pratt-Thomas,  Chai 
leston.  Professor  of  Pat! 
ology,  Med.  Coll.  Amei 
Board  of  Path.,  Amei 
Assoc,  of  Path,  and  Bact. 


Dale  Groom,  Charleston 
Asst.  Prof,  of  Medicine 
Cardiologist,  Amer.  Boari 
Int.  Med.,  Chrmn-elect  o 
Board  of  Governors,  Amei 
Coll.  Phys. 


C.  J.  Milling,  Columbia, 
Psychiatrist  and  practi- 
tioner of  EENT.  Phi  Beta 
Kappa,  author  of  four 
books  and  many  papers 
scientific  and  literary. 


J.  Decherd  Guess,  Green- 
ville, Gynecologist.  For 
many  years  a member  of 
Board  of  Trustees  of  the 
Medical  College,  past 
President  S.  C.  Med. 
Assoc. 


D.  G.  Kilgore,  Greenville, 
Senior  Pathologist,  Green- 
ville General  Hospital, 
Amer.  Board  of  Path. 
Anatomy,  and  Clin.  Path. 


T.  E.  Edwards,  Columbia 
Orthopedist,  Amer.  Board 
of  Orthopedic  Surgery 
Amer.  Academy  of  Ortho- 
pedics. 


News 


Richland  County  Fights  Diphtheria 

The  Richland  County  Health  Department  has 
begun  an  immunization  program  in  Columbia  to  halt 
a threatened  outbreak  of  diphtheria. 


Rocky  Mountain  Fever 

York  and  Chester  County  Health  Director  Dr.  W. 
W.  Fennell  warned  that  a high  rate  of  dangerous 
Rocky  Mountain  Spotted  Fever  occurred  in  June.  He 
said  doctors  in  both  counties  have  reported  numerous 
cases  to  him  and  appealed  for  public  awareness.  He 
said  at  least  21  cases  have  been  reported  and  that  16 
persons  have  required  hospitalization. 


A Film  on  Depression 

“The  Measurement  of  Depression”  is  a 22  minute 
film  depicting  the  development,  validation,  and  use 
of  a scale  for  the  quantitative  measurement  of  de- 
pression. 

The  scale  was  designed  by  Dr.  William  W.  K. 
Zung,  Durham.  N.  C.,  psychiatrist.  Although  initially 
devised  for  use  in  psychiatric  research,  it  readily 
lends  itself  to  the  general  practice  of  medicine  where 
most  depressions  are  first  encountered. 

The  film  is  designed  for  medical  educational  pur- 
poses at  meetings  of  hospital  staffs,  county  societies 
or  specialty  groups.  The  self-rating  scales,  available 
in  quantity  for  use  in  office  practice,  come  complete 
with  fidl  instructions. 

Both  the  film  and  pads  of  the  self-rating  scale  are 
available  free  upon  request  from  Lakeside  Lab- 
oratories, Inc..  1707  East  North  Ave.,  Milwaukee, 
Wisconsin.  53201. 

The  scale  consists  of  a list  of  20  statements  ex- 
pressed in  the  common  language  of  the  patient.  The 
statements  comprehensively  delineate  widely  recog- 
nized symptoms  of  depression  including  disturbances 
of  mood,  biological  and  psychological  function.  Test- 
ing and  scoring  patients  usually  requires  less  than  five 
minutes. 

Use  of  the  scale  in  a variety  of  patients  with  physi- 
cal complaints  without  apparent  organic  basis  may 
uncover  and  measure  depression  in  so-called  “hidden 
depressions”  saving  valuable  time  in  the  clinic  and 
several  sessions  of  probing  interviews. 


DOCTORS  IN  THE  NEWS 

I)r.  Norman  Hoyer,  a native  of  Spartanburg, 
has  become  a clinical  psychiatrist  with  Tryon 
Medical  Associates  ....  Dr.  David  Neville,  Jr., 
of  Newberry  completed  residency  recently  at 
Mary  Hitchcock  Memorial  Hospital  in  Janover, 


N.  H.  He  has  accepted  a position  as  instructor  in 
radiology  at  the  University  of  Virginia  Hos- 
pital . . . The  Greenville  County  Medical  Society 
honored  Dr.  J.  Nelson  Holtzclaw,  who  retired 
recently  from  the  Greenville  County  Health  De- 
partment ....  Dr.  Frank  J.  Wyman  has  opened 
his  office  for  the  practice  of  obstetrics  and 
gynecology  at  1609-A  Brabham  Street,  Columbia 
and  at  900  12th  Street,  West  Columbia-Cayce.  Dr. 
Wyman  is  a native  of  Columbia  with  an  M.  D. 
degree  from  the  Medical  College  of  South  Caro- 
lina. He  served  his  internship  at  Greenville  Gen- 
eral Hospital  and  received  his  residency  training 
in  obstetrics  and  gynecology  at  the  University  of 
Tennessee,  where  he  was  chief  resident  during  his 
last  year.  During  his  Army  service  he  was  sta- 
tioned for  three  years  in  the  Ob-Gyn  Section  of 
the  Army  hospital  in  Frankfurt,  Germany.  For 
the  past  year  Dr.  Wyman  has  been  associated 
with  the  Maternal  and  Child  Health  Division  of 
the  State  Board  of  Health  as  consultant  in  ob- 
stetrics and  gynecology. 

Dr.  William  Fletcher  Fairey  has  opened  his 
office  for  the  general  practice  of  medicine  at  206 
Breedin  Street,  Manning  ....  Dr.  Randolph 
Smoak  has  begun  a year  of  specialty  in  the  Can- 
cer Research  Department  of  the  M.  D.  Andrews 
Hospital  and  Tumor  Clinic,  a part  of  the  Univer- 
sity of  Texas  Medical  Center  in  Houston.  Dr. 
Smoak  has  already  arranged  to  locate  in  Orange- 
burg upon  the  completion  of  the  coming  year’s 
assignment  ....  Dr.  A.  J.  Richards,  Jr.,  will  be 
associated  with  Dr.  Dan  Davis  in  Columbia  in 
general  and  thoracic  surgery. 

Dr.  James  F.  Dusenberry,  formerly  of  Laurens 
County,  has  accepted  a position  as  radiologist 
with  the  Mullins  Hospital  and  will  also  serve  the 
St.  Eugene  Hospital  in  Dillon  ....  Dr.  M.  Steve 
Fowler  has  returned  to  his  hometown  of  Lake 
City  to  enter  the  practice  of  medicine  in  associa- 
tion with  Dr.  Asbury  H.  Williams.  Dr.  Fowler,  an 
honor  graduate  of  both  the  College  of  Charleston 
and  the  Medical  College  of  Virginia,  served  his 
internship  at  the  Medical  College  of  South  Caro- 
lina Hospital  (1963-64).  For  two  years,  he  served 
as  a Medical  Officer  in  the  U.  S.  Navy  ....  Dr. 
James  I).  Armistead  has  just  become  associated 
with  Dr.  Sayge  Anthony  at  7 Vardry  Medical 
Court,  Greenville,  in  the  practice  of  internal 
medicine.  He  has  just  completed  a two-year 
fellowship  and  residency  at  Emory  University. 
Born  in  Bluefield,  W.  Virginia,  he  received  a 
B.S.  degree  from  Davidson  and  a M.D.  from 
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a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3453MK— 2 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital.  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerate 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions. 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and  has  no  adverse  effects  on  the  kidneys. 

• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming.  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  V2  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

CIBA 


diarrhea- 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 

The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 


Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. 3 mg.j^^^^  Vz  tsp.  3 times  daily 

6-12  months 

. 4 mg.^V' j Vz  tsp.  4 times  daily 

1-2  years . . 

. 5 mg.^^r  tsp.  5 times  daily 

2-5  years . . 

. 6mg.#  ^ 0 1 tsp.  3 times  daily 

5-8  years . . 

. 8 mg.^  ^ j - ^ 1 tsp.  4 times  daily 

8-12  years  . 

10  mg. 0 -0  0 0 0 1 tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


Everyone  says  she’s  a barrel  of  fun 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO-AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mol  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  ond 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agronulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company, 
Pearl  River,  New  York 
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Emory.  Following  this,  Dr.  Armistead  served  an 
internship  and  a residency  in  medicine  at  Baylor 
University  and  was  a member  of  the  United 
States  Public  Health  Service,  1962-64. 

Dr.  J.  D.  Whitehead  was  selected  President  of 
the  Medical  Staff  Organization  of  the  Lower 
Florence  County  Hospital  at  a recent  meeting  of 
local  physicians  and  dentists.  Dr.  Hazel  King  will 
serve  as  Secretary-Treasurer  ....  Dr.  Royce  E. 
Blackmon,  Jr.,  is  now  associated  with  Dr.  J. 
Frank  Davenport  and  Dr.  C.  Berwyn  Rush  at  the 
Davenport  Clinic  in  Timmonsville.  He  began 
duties  on  June  25  ...  . Dr.  Eloise  Clymer  Haun 
has  begun  the  practice  of  pediatrics  in  Columbia 
at  1410  Blanding  Street,  in  association  with  Dr. 
Robert  W.  Gibbes.  She  was  graduated  from 
Bryn  Mawr  College  in  1959  and  completed  her 
medical  training  at  the  Medical  College  of  Vir- 
ginia in  Richmond. 

Dr.  Freeman  Parker  has  joined  Dr.  J.  W. 
Schofield  in  his  practice  of  internal  medicine  in 
Florence.  He  served  a three-year  residency  at  the 
Medical  College  and  for  the  past  two  years  has 
been  a member  of  the  medical  staff  of  Fort  Jack- 
son  ....  Dr.  James  Dennis,  practicing  physician 
in  Woodruff  for  four  years,  has  accepted  a resi- 
dency in  the  Spartanburg  General  Hospital 
Emergency  Room  ....  Dr.  Dwight  Smith  of 
Williamston  has  been  named  by  the  Anderson 
County  Legislative  Delegation  to  fill  a vacancy 
on  the  Anderson  County  Board  of  Education 
Dr.  Lucius  P.  Varn,  who  has  sei'ved  as  health 
director  of  Orangeburg,  Bamberg  and  Barnwell 
Counties  since  1959,  has  accepted  a similar  posi- 
tion in  Greenville  County  ....  Dr.  N.  F.  Nixon, 
a native  of  Cherry  Grove,  has  opened  an  office 
there  for  the  general  practice  of  medicine.  Dr. 
Nixon  is  a graduate  of  the  University  of  South 
Carolina  School  of  Pharmacy,  of  the  Medical  Col- 
lege of  South  Carolina,  and  served  an  internship 
at  Memorial  Hospital  in  Savannah,  Georgia. 

Dr.  Albert  P.  Thomas,  obstetrician-gynecolo- 
gist, has  opened  an  office  at  Sunset  Medical  Court 
on  Sunset  Boulevard  in  West  Columbia.  He 
graduated  from  the  Medical  College  of  South 
Carolina  in  1955  and  served  one  year’s  internship 
at  Columbia  Hospital.  Dr.  Thomas  left  private 
practice  in  Lexington  in  1963  to  take  a residency 
in  obstetrics  and  gynecology  ....  Dr.  A1  B. 
Harley,  Jr.,  of  Florence  has  assumed  the  duties 
of  director  of  the  Pee  Dee  Mental  Health  Center 
near  Florence  until  a full-time  director  can  be 
found  ....  Dr.  .James  F.  White  has  become  asso- 
ciated with  Dr.  James  M.  Timmons  and  Dr.  David 
J.  McMurray  of  Columbia  in  the  practice  of 
otolaryngology. 

Drs.  Erskine  Moore  and  Anthony  Fernandez 
have  joined  Dr.  G.  R.  Dawson,  Jr.  in  Florence  for 
the  practice  of  orthopedics.  Dr.  Moore,  a native 
of  Cleveland,  Tenn.,  is  a graduate  of  the  Univer- 


sity of  Tennessee  School  of  Medicine.  After  his 
internship  at  an  Asheville,  N.  C.,  hospital,  Dr. 
Moore  served  in  the  U.  S.  Air  Force.  He  served 
his  residency  at  Eugene  Talmadge  Memorial  Hos- 
pital in  Augusta,  Ga.  Dr.  Fernandez  is  a native 
of  Barre,  Vt.  He  is  a graduate  of  the  University 
of  Georgia  and  the  Medical  College  of  Georgia. 
His  internship  and  residency  also  were  served  in 
Augusta  at  the  Eugene  Talmadge  Memorial  Hos- 
pital ....  Dr.  Dale  Groom  has  been  appointed  to 
the  Chairmanship  of  the  AMA’s  Committee  on 
Continuation  Education  ....  Dr.  Myers  Hicks 
discussed  the  need  for  improved  and  expanded 
medical  facilities  at  the  July  meeting  of  the 
Florence  Rotary  Club  ....  A memorial  service 
was  held  at  St.  Eugene  Hospital  in  Dillon  on 
July  2 for  the  late  Dr.  W.  V.  Branford.  He  was 
graduated  from  the  Medical  College  of  South 
Carolina  in  1932,  interned  at  Roper  Hospital  and 
was  appointed  assistant  in  Surgery  on  the  faculty 
of  the  Medical  College  in  1933.  He  served  as 
Fellow  in  Surgery  at  the  University  of  St.  Louis 
School  of  Medicine  in  1943  while  doing  postgradu- 
ate work  there.  Dr.  Branford  was  a dedicated 
doctor  who,  after  locating  in  Dillon  County  area, 
worked  untiringly  in  his  efforts  to  bring  a hos- 
pital to  this  community  ....  Dr.  Jennings  K. 
Owens  is  one  of  a five-man  team  of  American 
surgeons  doing  volunteer  work  in  a hospital 
serving  civilians  in  Da  Nang,  South  Viet  Nam. 

Three  faculty  members  at  the  Medical  College 
of  South  Carolina  have  contributed  to  a new 
medical  text  entitled  “Clinical  Pathology  of  the 
Serum  Electrolytes.”  Dr.  Albert  Cannon,  profes- 
sor of  clinical  pathology,  and  Dr.  Richard  H. 
Gadsden,  associate  professor  of  chemistry,  have 
written  jointly  Parts  A and  B of  the  chapter  on 
“The  Chemical  Measurement  of  Potassium  in 
Biological  Fluid.”  Dr.  George  F.  Stevenson,  pro- 
fessor of  clinical  pathology,  has  contributed  Part 
B of  Chapter  15,  “Estimation  of  Serum  Total 
Base  by  the  Sunderman  Conductivity  Method.” 
Dr.  T.  J.  Chakeris  announced  the  opening  of  his 
office  in  The  Parkwood  Professional  Building  in 
Charleston  for  general  practice. 


New  Members  SCMA 

Dr.  James  D.  Armistead 
Vardry  Med.  Ct. 

Greenville  29601 
Dr.  Ralph  E.  Cox.  Jr. 

713  Pendleton  St. 

Greenville  29601 
Dr.  Lewis  D.  Hunt 
24  Vardry  Med.  Ct. 

Greenville  29601 
Dr.  Win.  B.  Jones 
100  Meminger 
Greenville  29601 
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Dr.  C.  Burton  Keppler 

Wade  Hampton  Terrace  Shopping  Center 

Taylors  29687 

Dr.  Earl  H.  Godfrey 

55  Doughty  St. 

Charleston  29403 
Dr.  Edwin  C.  McGee 
Florence 


SOUTH  CAROLINA  DOCTORS 

There  are  many  doctors  in  South  Carolina 
who  enjoy  great  honor  and  distinction  in  their 
own  communities.  The  Journal  proposes  to  run 
a series  of  brief  accounts  of  some  of  these 
respected  physicians  who  render  fine  service 
to  their  patients. 


James  Russell  Howell 


Dr.  Howell  of  Aiken  has  been  a beloved  and  out- 
standing figure  in  his  community  for  many  years.  The 
warmth  and  depth  of  his  congenial  personality  is 
embodied  in  the  multiple  fields  of  his  activity;  and 
his  endeavors  are  a noteworthy  contribution  to  his 
community.  A native  Georgian  born  in  1893,  he 
taught  school  in  his  own  state  and  in  Florida.  He 
attended  the  University  of  Florida,  the  University  of 
Georgia.  Emory  University  and  graduated  in  medi- 
cine at  the  University  of  Georgia  in  1926,  serving  his 
internship  at  the  University  Hospital. 

Coming  to  Aiken  as  administrator  and  resident 
surgeon  of  the  Aiken  County  Hospital,  he  served  in 
these  capacities  for  ten  years  before  entering  private 
practice.  He  has  been  an  active  participant  in  organ- 
ized medicine  and  a member  of  a number  of  medical 
associations.  At  the  same  time  he  has  taken  a lively 
part  in  the  affairs  of  his  community,  among  them  the 
many  activities  of  the  benevolent  and  educational 


organizations  for  the  uplift  and  advancement  of  his 
fellowman;  and  he  has  served  his  old  schools  and 
societies  with  distinction. 

In  1953  he  was  advisor  to  the  Governor  and  re- 
ceived the  American  Legion  award  for  meritorious 
service  to  his  community,  as  well  as  other  awards  for 
noteworthy  services  to  humanity.  His  memberships 
have  been  numerous  and  real.  Especially  has  he  been 
interested  in  the  expansion  of  the  Aiken  County  Hos- 
pital, the  establishment  of  a nursing  home,  and  in 
developing  his  own  “Dr.  Howell’s  Infirmary.” 

The  people  of  Aiken  feel  a strong  admiration  and 
affection  for  this  able  physician  and  dedicated 
humanitarian. 


Chemical  and  Biological  Defense  Training 
Scheduled  by  U.  S.  Public  Health  Service 

A chemical  and  biological  defense  training  course, 
sponsored  by  the  U.  S.  Public  Health  Service,  Divi- 
sion of  Health  Mobilization,  has  been  scheduled  for 
October  10  - 14,  1966;  February  27  through  March 
3,  and  May  22-26,  1967.  The  5-day  sessions  will  be 
conducted  in  cooperation  with  the  U.  S.  Army  Chemi- 
cal Center  and  School  at  Fort  McClellan,  Alabama. 

The  course  is  designed  to  train  public  health  and 
medical  personnel  in  the  development  of  chemical 
and  biological  defense  programs  within  states, 
counties,  and  principal  municipalities.  Personnel  of 
government  agencies  at  these  levels  and  of  other 
agencies  concerned  with  civilian  health  are  eligible. 
Security  clearance  is  not  required  and  there  is  no 
tuition  fee. 

The  students  will  be  instructed  in  the  development 
of  chemical  and  biological  defense  planning  and 
training  as  well  as  in  the  development  of  postattack 
programs.  The  following  subjects  will  be  covered: 
public  health  aspects  of  chemical  and  biological  war- 
fare; detection,  identification  and  current  capabilities 
of  chemical  and  biological  agents;  defensive  tech- 
niques and  the  care  and  use  of  defensive  equipment; 
survey  and  delineation  of  contaminated  areas  and 
decontamination  techniques;  first  aid  and  other  treat- 
ment of  casualties;  and  the  psychological  aspects  of 
chemical  and  biological  weapons. 

Dr.  W.  Fulton  Abercrombie,  Deputy  Chief  of  the 
Division  of  Health  Mobilization  Training  Branch,  sug- 
gested that  this  course  will  be  of  particular  value  to 
representatives  of  health  departments,  faculty  mem- 
bers of  schools  affiliated  with  the  Medical  Education 
for  National  Defense  Program,  and  representatives  of 
Veterans  Administration  and  Public  Health  Service. 

Enrollment  forms  are  available  from  Dr.  Aber- 
crombie. Training  Branch,  Division  of  Health  Mobil- 
ization, Public  Health  Service,  U.  S.  Department  of 
Health,  Education,  and  Welfare,  Washington,  D.  C. 
20201.  Application  should  be  made  to  the  same  office, 
with  an  alternate  choice  of  dates  indicated. 
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CALENDAR 

POSTGRADUATE  SEMINARS 

College  of  Medicine,  University  of  Florida 
1966-1967 


September  22nd  thru  24th,  1966 
The  American  College  of  Cardiology  Regional 
Meeting  and  The  Fifth  Annual  Cardiovascular 
Seminar 

“Cardiovascular  Emergencies” 

(September  24th  - Florida /Mississippi  State 
Game) 

October  27th  thru  29th,  1966 
Neurology-Neurosurgery  Seminar 
(October  29th  - Florida/Auburn  Game) 

October  28th  & 29th,  1966 
Second  College  of  Medicine  Alumni  Program 
( Combined  with  Neurology-Neurosurgery  Sem- 
inar) 


November  10th  thru  12th,  1966 
Pediatric  Seminar 

“Metabolic  and  Nutritional  Disorders  in  Chil- 
dren” 

(November  12th  - Florida/Tulane  Game) 

November  17th  & 18th,  1966 
Obstetrics  & Gynecology  Seminar 

March  17th,  1967 

Regional  Meeting  of  The  Academy  of  Psychoso- 
matic Medicine 

“Psychosomatic  Aspect  of  Gastrointestinal  Dis- 
ease” 

April  13th  & 14th,  1967 
Obstetrics  & Gynecology  Seminar 


Detailed  programs  including  application  blanks  will  be  mailed  at  least 
6 weeks  prior  to  each  seminar. 


COMING  MEETINGS 

Interstate  Postgraduate  Medical  Association 
will  hold  its  51st  Annual  Scientific  Assembly  in 
Washington,  D.  C.  on  October  17-20.  For  informa- 
tion, write  to  Alton  Ochsner,  M.  D.,  Program 
Chairman,  Interstate  Postgraduate  Medical  Asso- 
ciation, Box  1109,  Madison,  Wisconsin,  53701. 

The  Mound  Park  Hospital  Foundation  will  hold 
a symposium  on  “Industrial  Medicine:  The  Doc- 
tor’s Role  in  Occupational  Health”  on  October 
20-22.  The  Foundation  reserves  the  right  to  limit 
registration.  Fee  $40.00.  18  Accredited  Hours  by 
the  American  Academy  of  General  Practice. 
Address:  Industrial  Medicine,  Mound  Park  Hos- 
pital Foundation,  Inc.,  St.  Petersburg,  Florida, 
33701. 

A seminar  on  Recent  Advances  in  the  Diagnosis 
and  Treatment  of  Metabolic  and  Nutritional  Dis- 


orders in  Children  will  be  held  at  the  J.  Hillis 
Miller  Health  Center,  Gainesville,  Florida  on 
November  10-12.  The  guest  faculty  will  include 
Gilbert  B.  Forbes,  Norman  Kretchmer,  Albert 
Dorfman,  Guy  M.  McKhann,  Charles  R.  Scriver, 
and  Marvin  D.  Siperstein. 

The  Southeastern  Chapter  of  the  Society  of 
Nuclear  Medicine  will  hold  its  annual  meeting  in 
Durham,  N.  C.,  on  November  3,  4,  and  5. 

The  Southern  Medical  Association  will  hold  its 
60th  Annual  Meeting  at  the  Washington  Hilton 
Hotel,  Washington,  D.  C.,  November  14-17,  1966. 


South  Carolina  Chapter,  American  Academy  of 
General  Practice,  Eighteenth  Annual  Scientific 
Assembly,  November  10-11,  1966. 

CLEMSON  HOUSE,  CLEMSON,  S.  C. 


New  Pharmaceutical  Specialties 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 


New  Dosage  Forms — Of  a previously  intro- 
duced product. 

NEW  SINGLE  CHEMICALS 
GARAMYCIN 
Antibiotic  Topical.  Rx 
Manufacturer:  Schering  Corporation. 
Nonproprietary  Name:  Gentamicin  Sulfate. 
Indications:  For  topical  application  in  primary 
skin  infections:  Impetigo  contagiosa,  superficial 
folliculitis,  ecthyma,  furunculosis,  sycosis  bar- 
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bae,  and  pyoderma  gangrenosum.  Secondary  skin 
infections:  Infecious  eczematoid  dermatitis,  pustu- 
lar acne,  pustular  psoriasis,  infected  seborrheic 
dermatitis,  infected  contact  dermatitis  (including 
poison  ivy),  infected  excoriations,  and  bacterial 
superinfections  of  fungal  or  viral  infections. 

Dosage:  Small  amount  applied  gently  to  lesions 
3 or  4 times  daily. 

Supplied  as:  Cream  0.1%.  Ointment  0.1%. 

Tubes  15  Gm. 

TOLINASE 

Hypoglycemic.  Rx 

Manufacturer:  The  Upjohn  Company 

Nonproprietary  Name:  Tolazamide. 

Indications:  Mild  or  moderately  severe  matur- 
ity-onset type  of  diabetes. 

Nonresponsive  drug  failure. 

Not  indicated  in  the  therapy  of  juvenile  or 
labile  (brittle)  diabetes. 

Dosage:  100  mg  to  250  mg  once  a day. 

Supplied  as:  Tablets  100  mg  and  250  mg.  Bot- 
tles of  50,  100,  200. 

DUPLICATE  SINGLE  PRODUCTS 

OSMOGLYN 
Eye  Preparation.  Rx 

Manufacturer:  Madland  Laboratories 

Composition:  50%  (v/v)  Solution  of  Glycerin 
U.S.P.  in  flavored  aqueous  vehicle. 

Indications:  Osmotic  agent  for  reducing  intra- 
ocular pressure  prior  to  ocular  surgery. 

Dosage:  150  to  180  ml  intraocularly  one  hour  to 
IV2  hours  before  surgery. 

Supplied  as:  Liquid.  Bottles  180  cc. 

COMBINATION  PRODUCTS 

LINI-BALM 

Analgesic  - Topical,  o-t-c 

Manufacturer:  Arnar-Stone  Laboratories,  Inc. 

Composition: 


Methyl  Salicylate 

15% 

Menthol 

1% 

Camphor 

2% 

Oil  of  Eucalyptus 

2% 

Polyoxyalkylene  Lanolins 

(aqueous  gel) 

15% 

Indications:  Relief  of  muscular  aches  and  pains 


resulting  from  strain  and  overexertion. 
Dosage:  Spray;  massage  in  well. 

Supplied  as:  Pressurized  containers.  4 oz. 
NEOSPORIN  G.  U.  IRRIGANT 
Antiinfective  Urinary.  Rx 
Manufacturer:  Burroughs  Wellcome  & Co. 

(U.S.A.)  Inc. 

Composition: 


One  ml  contains: 

Neomycin  Sulfate  equiv.  to 

Neomycin  Base  40  mg 

Polymyxin  B Sulfate  200,000  u 

Pyrogen-free  distilled  water  q.s. 

Indications:  Continuous  irrigant  or  rinse  for 
short-term  use  up  to  10  days  in  the  urinary  blad- 
der of  abacteriuric  patients. 

Dosage:  One  ml  added  to  a bottle  1000  ml  of 
isotonic  saline  solution.  Slow  drip  to  deliver  about 
1000  ml  every  24  hours.  Important  that  rinse  of 
bladder  be  continuous. 

Supplied  as:  Ampuls  1 ml.  Boxes  of  12  and  100. 

WINGEL 
Antacid,  o-t-c 

Manufacturer:  Winthrop  Laboratories 

Composition:  Combined  aluminum  and  mag- 
nesium hydroxides  (stabilized  with 
hexitol).  410  mg 

Indications:  Peptic  ulcer,  both  gastric  and  duo- 
denal, and  with  acute  and  chronic  gastritis.  Also 
gastric  hyperacidity  from  other  causes. 

Dosage:  Two  to  four  tablets  every  2 to  4 hours, 
or  as  indicated. 

Supplied  as:  Tablets.  Boxes  of  50  and  100. 

NEW  DOSAGE  FORMS 
TINACTIN  Cream 
Fungicides  - Topical.  Rx 

Manufacturer:  Schering  Corporation 

Nonproprietary  Name:  Tolnaftate. 

Indications:  Topical  application  in  tinea  pedis, 
tinea  cruris,  tinea  corporis,  and  tinea  manuum 
due  to  infection  with  Trichophyton  rubrum,  Tri- 
chophyton mentagrophvtes.  Trichophyton  ton- 
surans, Microsporum  canis,  Mierosporum  audou- 
ini,  Epidermophyton  floccosum  and  tinea  versic- 
olor due  to  Malassezia  furfur. 

Dosage:  Small  amount  as  topical  application 
twice  daily  for  two  or  three  weeks.  Continue  if 
required. 

Supplied  as:  Cream  1%.  15  Gm  tube  with  dis- 
pensing tip. 

WINGEL  Liquid 

Antacid,  o-t-c 

Manufacturer:  Winthrop  Laboratories 

Composition:  5 ml  contains:  Combined  alumi- 
num and  magnesium  hydroxides 
(stabilized  with  hexitol).  410  mg 

Indications:  Peptic  ulcer,  both  gastric  and 

duodenal,  and  with  acute  and  chronic  gastritis. 
Also  gastric  hyperacidity  from  other  causes. 

Dosage:  Two  to  four  teaspoonfuls  every  2 to 
4 hours,  or  as  indicated. 

Supplied  as:  Liquid.  Bottles  8 oz.  and  16  oz. 


1962  S.  C.  grad  presently  2nd  year  med.  resident  desires  2 wk.  locum  tenens  during  vacation.  Occasional 
weekend  coverage  may  also  be  possible.  Reply  Journal. 
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Deaths 


Dr.  H.  S.  Mustard 

Dr.  Harry  Stoll  Mustard,  pioneer  physician  in  the 
public  health  field,  died  early  August  5 in  Kershaw 
County  Memorial  Hospital  in  Camden. 

Dr.  Mustard  had  a broad  professional  experience 
including  the  private  practice  of  medicine,  laboratory 
research  and  public  health  practice  in  national,  state 
and  local  undertakings. 

His  service  as  an  officer  in  the  U.  S.  Public  Health 
Service  and  study  of  public  health  problems  in  or- 
ganization and  administration  was  carried  on  in  many 
states,  in  Central  and  South  America,  and  in  Great 
Britain. 

Dr.  Mustard  was  Director  of  the  Child  Health 
Demonstration  in  Rutherford  County,  Tenn.,  from 
1924-1928;  Assistant  Commissioner  of  Health  of  that 
state;  Associate  Professor  of  Health  of  Public  Health 
Administration  at  the  Johns  Hopkins  School  of  Public 
Health;  and  established  the  now  famous  Eastern 
Health  District  of  Baltimore. 

In  1937-1940  he  was  Professor  of  Preventive  Medi- 
cine at  the  New  York  University  College  of  Medicine. 
In  1940  he  became  Professor  of  Public  Health  Prac- 
tice and  Director  of  the  School  of  Public  Health  of 
Columbia  University.  In  1947  he  took  leave  of 
absence  from  that  position  to  become  Commissioner 
of  Health  of  New  York  City.  In  1950  he  became 
Executive  Director  of  the  State  Charities  Aid  Asso- 
ciation. Dr.  Mustard  retired  in  1956  to  his  home, 
Texas  Fields,  at  Boykin,  S.  C. 

Dr.  Mustard  was  a former  editor  of  the  American 
Journal  of  Public  Health  and  was  president  of  the 
American  Public  Health  Association  and  of  the 
Association  of  Public  Health  Schools  in  1946.  He 
served  for  two  terms  as  a member  of  the  Board  of 
Scientific  Directors  of  the  Rockefeller  Foundation  and 
from  1942-1947  was  on  the  National  Advisory  Health 
Council  of  the  U.  S.  Public  Health  Service.  He  had 
membership  on  local  and  state  boards  of  tuberculosis 
associations  and  those  concerned  with  mental  health; 
was  a member  of  the  Board  of  Directors  of  the  Na- 
tional Tuberculosis  Association,  the  Assembly  of  the 
American  Heart  Association,  the  Technical  Board  of 
the  Milbank  Memorial  Fund,  the  Commonwealth 
Fund,  the  New  York  City  Board  of  Health,  the 
Board  of  Hospitals  of  New  York  City,  and  the  Hos- 
pital Council  of  Greater  New  York.  He  became 
Emeritus  Professor  of  Public  Health  Practice  in  the 
School  of  Public  Health  of  Columbia  University  in 
1955. 


Dr.  Mustard  is  the  author  of  three  books  in  the 
public  health  field:  An  Introduction  to  Public  Health, 
Rural  Health  Practice,  and  Government  in  Public 
Health. 

Dr.  Mustard  was  born  October  10,  1888,  in 

Charleston,  the  son  of  Allan  Calvitt  Mustard  and 
Elizabeth  Stoll  Mustard.  He  attended  Porter  Military 
Academy,  the  College  of  Charleston,  and  the  Medical 
College  of  South  Carolina.  He  was  awarded  an 
honorary  LLD  degree  by  the  College  of  Charleston 
and  an  honorary  Doctor  of  Public  Health  by  the 
Medical  College  of  South  Carolina. 


Dr.  J.  A.  Mason 

Dr.  Joseph  Addison  Mason,  81.  practicing  physician 
in  Kingstree  for  the  past  49  years,  died  at  his  home 
July  8.  1966. 

He  was  born  in  Lynn,  Mass.,  moved  to  George- 
town, British  Guiana,  in  early  childhood,  and  two 
years  later  into  South  America.  He  was  graduated 
from  Boston  University  Medical  School  in  1913. 


Dr.  E.  G.  Cannon 

Dr.  Edward  Caines  Cannon,  66,  subject  of  the 
book  “The  Mountain  Doctor”  and  founder  of  a small 
hospital  at  Balsam,  died  in  Greenville,  S.  C.,  August 
8. 

One  of  Dr.  Albert  Schweitzer’s  most  devoted  fol- 
lowers, Dr.  Cannon  named  his  hospital  for  the  famed 
African  missionary.  From  the  hospital  Dr.  Cannon 
served  patients  in  a 700-square-mile  area  of  the 
rugged  western  North  Carolina  mountains. 

The  small  hospital  evolved  over  a period  of  years 
after  Dr.  Cannon  came  to  Balsam,  in  Haywood 
County,  from  Pickens,  S.  C. 

“The  Mountain  Doctor”  by  North  Carolina  author 
LeGette  Blythe  told  the  story  of  the  wellknown  Can- 
non. He  also  was  the  subject  of  an  article  in  Look 
magazine  several  months  ago. 

Dr.  Cannon  visited  Schweitzer  at  his  hospital  in 
Africa  just  before  Schweitzer  died. 

A native  of  Transylvania  County,  he  was  a gradu- 
ate of  the  Medical  College  of  Virginia.  He  did  further 
study  at  Northwestern  University  and  in  Denmark. 

He  served  in  the  U.  S.  Army  for  12  years  and 
retired  in  1946  as  a lieutenant  colonel. 

After  founding  a clinic  at  Fayetteville,  he  went  to 
Pickens,  S.  C.,  and  opened  Cannon’s  Clinic  which 
later  became  Cannon  Memorial  Hospital. 
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Book  Reviews 


BREAK  - THROUGH: 
THE  SAGA  OF  JONAS 
SALK,  Richard  Carter. 
Trident  Press,  New  York. 
1966.  $5.95. 

This  is  a fast  reading  saga 
of  the  jubilations,  dis- 
appointments, successes  and 
failures  that  marked  Jonas 
Salk’s  battle  against  human 
and  natural  resistance  in  the 
development  of  the  Salk 
polio  vaccine.  The  author, 
obviously  a friend,  criticizes  the  hero  only  when 
there  is  no  other  recourse.  Personalities  such  as 
Albert  Sabin,  Tom  Rivers,  Dave  Bodian  and  others 
are  tactfully  given  the  part  of  villains. 

Despite  the  bias,  however,  the  unfolding  of  the 
events  which  led  to  the  Salk  vaccine  are  fascinating 


and  accurate.  The  revelations  of  the  behind-the- 
scene  political  shenanigans  in  so  important  a project 
as  the  development  of  the  polio  vaccine  are  in 
themselves  worth  reading.  A good  book  by  the  fire- 
side on  a rainy  winter  night. 

J.  P.  Manos,  M.  D. 


NEUROLOGICAL  SURGERY  OF  TRAUMA. 
Edited  by  Arnold  Meirowsky,  M.  D.,  27  Con- 
tributors. Pp.  604,  1965.  U.  S.  Government  Print- 
ing Office,  Washington,  D.  C.  Price  $6.25. 

This  volume  is  a sound  exposition  of  neurosurgery 
in  general,  including  not  only  the  neurosurgery  of 
war.  but  also  trauma  as  it  is  encountered  in  civilian 
life.  The  greater  part  of  the  material  for  this  volume 
was  obtained  during  the  Korean  War.  The  clear  and 
orderly  presentation,  the  contributors  extensive  ex- 
perience, and  above  all  the  excellent  results  reported 
are  the  best  recommendations  of  this  book. 

The  problems  of  trauma  to  the  skull,  brain,  spinal 
cord,  peripheral  nerves  and  intervertebral  disc,  are 
well  presented.  Questions  of  management  and  tech- 
nique receive  special  emphasis.  Well  illustrated,  the 
book  represents  a valuable  addition  to  the  neuro- 
surgical literature. 

Gordon  T.  Wannamaker,  M.  D. 


CUT  BOOKKEEPING  — 

OFFICE  AND  TAX  EXPENSES  TO  A MINIMUM 

USE 

f 1 1 

“The  Physician’s  Daily  Record” 

j-®  mm 

RECOMMENDED  BY 

TAX  EXPERTS  AND  ACCOUNTANTS 

»>*fg  -Ai)  ,y 

Income — Professional  and  Non  Professional  Re- 

corded  Daily 

Expenses — Professional  and  Non  Professional — 

am? v . v i 

Deductable  — Non  Deductable  Segre- 

gated 

Daily  Cash  Reconciliation — Monthly  Balances 

Business  Volume  and  Net  Profit  Summarized 

Monthly 

Accounts  Receivable  Control  Each  Month 

: •&&&  • . ■/**  ^ C,‘ 

Guards  Against  “Slip  Ups”  on 

Charges  and  Payments 

Pay  Roll — Social  Security — Withholding  Tax. 

Place  your  order  early 

A PERMANENT  RECORD  OF  EVERY  BUSINESS  TRANSACTION 

Single  Book  for  1967  (One  Page — 44  lines — For  Each  Day)  $12.50 

Double  Book  for  1967  (T 

wo  Pages — 8'8  lines — For  Each  Day) $22.00 

Appointment  Book 

...  $ 4 00 
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CALIFORNIA  MEDICAL  CAREER  OPENINGS 

A limited  number  of  openings  available  in  all  specialty  areas  including 
general  medical  practice.  These  openings  are  within  The  Permanente  Medical 
Group  leading  in  3 years  to  a profit-sharing  partnership. 

A representative  of  The  Permanente  Medical  Group  will  hold  interviews  in 
Charleston,  South  Carolina  during  the  months  of  October  or  November  1966. 
For  further  information  and  interview  appointment  write  or  call  I.  M.  Kalb,  M.  D., 
3240  Arden  Way,  Sacramento,  California,  area  code  916-482-8100. 


MOUND  PARK  HOSPITAL  FOUNDATION,  INC. 

701  Sixth  Street  South 
St.  Petersburg,  Florida  33701 

OCTOBER 

Symposium  on  INDUSTRIAL  MEDICINE:  THE  DOCTOR’S  ROLE  IN 
OCCUPATIONAL  HEALTH.  Mound  Park  Hospital  Foundation,  Department  of 
Medical  Education  of  the  Mound  Park  Hospital,  Bay  Pines  V.  A.  Hospital,  Pinellas 
County  Medical  Society,  University  of  South  Florida  Division  of  Continuing 
Education,  American  Academy  of  General  Practice  — October  20  to  22,  1966, 
inclusive.  The  Foundation  reserves  the  right  to  limit  registration.  Fee  $40.00.  18 
Accredited  Hours  by  the  American  Academy  of  General  Practice.  Address 
INDUSTRIAL  MEDICINE,  MOUND  PARK  HOSPITAL  FOUNDATION, 
INC.,  ST.  PETERSBURG,  FLORIDA  33701. 


NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


WAVERLEY  SANITARIUM,  Inc. 

(Founded  in  1914  By  Dr.  and  Mrs.  J.  W.  Babcock) 


Waverley  Sanitarium  is  a hospital  for  the  treatment  of  nervous  and  mental  diseases 
including  Out  Patient  Department,  EST  Therapy,  Occupational  Therapy,  Recreational 
Therapy,  X-Ray  Department  and  Complete  Laboratory  Facilities. 


2727  Forest  Drive 
Columbia,  S.  C. 

AIR-CONDITIONED,  FIRE  SPRINKLER,  AND  FIRE-PROOF  THROUGHOUT 


For  Information  Call 
SUPERINTENDENT  253-2243 
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Founded  In  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN"'  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


@ MERCK  SHARP  & DOHME  [ where  today's  theory  is  tomorrow's  therapy 

Division  of  Merck  & Co  , Inc  , West  Point.  Pa.  | 
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INDOCIN 


The  discomforts  of 


INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage. The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 


DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 


are  relieved  by 

direct  musculotropic  action 

with 


Irocinate 


BRAND  THIPHENAMIL  HC1 


Available  in  TOO  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCI 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTIIRESS  & CO.,  INC. 
BICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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incisive 


A good  way  to  describe  ‘Stelazine’. 
It’s  different  from  the  tranquilizers 
that  sedate  and  dull  your  anxious 
patients.  Its  antianxiety  effect  is 
direct.  On  ‘Stelazine’,  your  patients 
can  be  calmed  yet  remain  alert. 


And  ‘Stelazine’  offers  additional  bene- 
fits. Dependence  has  not  been  re- 
ported. At  low  doses,  side  effects  are 
minimal.  Its  b.i.d.  dosage  is  con- 
venient and  economical. 


Stelazine® 

brand  of  trifluoperazine 


The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be  familiar  with  the  complete 
prescribing  information  in  SK&F  literature  or  PDR.  Contraindications:  Comatose  or  greatly  depressed  states  due  to  C.N.S. 
depressants  and  in  cases  of  existing  blood  dyscrasias,  bone  marrow  depression  and  liver  damage.  Precautions:  Use  with 
caution  in  angina  patients  and  in  patients  with  impaired  cardiovascular  systems.  Antiemetic  effect  may  mask  symptoms 
of  other  disorders.  An  additive  depressant  effect  is  possible  when  used  with  other  C.N.S.  depressants.  Prolonged  adminis- 
tration of  high  doses  may  result  in  accumulative  effects  with  severe  C.N.S.  or  vasomotor  symptoms.  Use  in  pregnant  patients 
only  when  necessary  for  the  patient's  welfare.  Side  Effects:  Occasional  cases  of  mild  drowsiness,  dizziness,  mild  skin 
reactions,  dry  mouth,  insomnia  and  amenorrhea.  Neuromuscular  (extrapyramidal ) reactions  (motor  restlessness,  dystonias, 
pseudo-parkinsonism)  may  occur  and,  in  rare  instances,  may  persist.  In  addition,  muscular  weakness,  anorexia,  rash, 
lactation,  hypotension,  and  blurred  vision  have  been  observed.  Blood  dyscrasias  and  cholestatic  jaundice  have  been 
extremely  rare. 

For  a comprehensive  presentation  of  'Stelazine'  prescribing  information  and  side  effects  reported  with  phenothiazine 
derivatives,  please  refer  to  SK&F  literature  or  PDR. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone  OB 

Squibb  Testosterone  Enanthate  ( 1 80  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Tinn  I |:B  P 1 Priceless  Ingredient’  of  every  product 
OqUlDD  i.s  the  honor  and  integrity  of  its  maker. 
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Night  Leg  Cramps. ..Frequent  Bedfellow 
In  Diabetes,'  Arthritis,2  and  Peripheral  Vascular  Disorders2 


now... specific  therapy  for  night  leg  cramps 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many  of 
whom  were  severe  cases  refractory  to  other  medica- 
tion.3 Your  prescription  for  one  tablet  at  bedtime 
often  controls  painful  night  cramps  with  the  initial 
dose  . . . helps  restore  restful  sleep. 


QUINAMM  Prescribing  Information:  Composition:  Each  white, 
beveled,  compressed  tablet  contains:  Quinine  Sulfate  4 grains  (250 
mg.)  and  Aminophyll ine  3 grains  (200  mg.).  Precautions:  Amino- 
phylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus, 
dizziness,  and  gastrointestinal  disturbance.  Discontinue  use  if  ring- 
ing in  the  ears,  deafness,  skin  rash,  or  visual  disturbances  occur. 
Contraindication:  QUINAMM  is  contraindicated  in  pregnancy  be- 
cause of  its  quinine  content.  Dosage:  One  tablet  upon  retiring. 
Where  necessary,  dosage  may  be  increased  to  one  tablet  follow- 
ing the  evening  meal  and  one  tablet  upon  retiring.  Supplied: 
Bottles  of  100  and  500  tablets.  Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


WALKE 


References:  1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2. 
Perchu.k,  E.,  et  al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.,  et  ol.: 
Med  Times,  87:818,  1959. 


Division  of  Richardson-Merrell  Inc.,  Mount  Vernon, New  York  10551 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown’ 

(meprobamate) 


Indications:  Meprobamate  is  effective 
in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxi- 
ety may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hyp- 
notic, meprobamate  fosters  normal 
sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or 
idiosyncratic  reactions  to  meprobamate 
or  meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of 
dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw 
gradually  after  use  for  weeks  or  months 
at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-exist- 
ing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness 
or  visual  disturbances,  the  dose  should 
be  reduced  and  operation  of  motor  ve- 
hicles or  machinery  or  other  activity  re- 
quiring alertness  should  be  avoided  if 
these  symptoms  arc  present.  Effects  of 
excessive  alcohol  may  possibly  be  in- 
creased by  meprobamate.  Grand  mal 
seizures  may  be  precipitated  in  persons 
suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tend- 
encies. 

Side  effects:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled 
by  decreasing  the  dose.  Allergic  or  idio- 
syncratic reactions  are  rare,  generally 
developing  after  one  to  four  doses. 


Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopap- 
ular  rash.  Acute  nonthrombocytopenic 
purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  ad- 
ministration of  meprobamate  and  pred- 
nisolonehave  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis. 
Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agran- 
ulocytosis, thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic 
anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly. 
Fast  EEG  activity  has  been  reported, 
usually  after  excessive  meprobamate 
dosage.  Suicidal  attempts  may  produce 
lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400 
mg.  tablets  three  times  daily.  Doses 
above  2400  mg.  daily  are  not  recom- 
mended. 


Supplied:  ‘Miltown’  (meprobamate)  is 
available  in  two  strengths:  400  mg. 
scored  tablets  and  200  mg.  coated  tab- 
lets.‘Mcprotabs’  (meprobamate)  is 
available  as  400  mg.  white,  coated,  un- 
marked tablets.  Rc/ore  prescribing,  con- 
sult package  circular. 


WALLACE  LABORATORIES 

iCranbnry,  N.J. 


When 

thiazide 

or 

reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 

DILTTENSEN:B 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —“resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


. .quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen  R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen  R should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen  R. 

•As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES.  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respirator 
and  cerebral  stimulation  for  tb 


(fewer  absent  doses  by 
absent-minded  patients' 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  co 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  ta 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniaz 
TT  will  provide  the  well-known  peripheral  vasodilat 
tion  needed  in  patients  with  deficient  circulation  ai 
with  a minimum  amount  (if  any)  of  “flushing.”  Als 
cerebrovascular  circulation  is  complemented  by  pe 
tylenetetrazol,  long-established  as  a cerebral  and  ret 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunat, 
signs  of  senile  confusion.  Patients  become  more  alei 


;ed  and  debilitated 


s confused  and  moody.  Personal  care,  memory, 
dotional  stability,  social  attention  improve.  Fatigue, 
a ithy  and  irritability  are  reduced. 

\ prescription  for  100  tablets  of  Geroniazol  TT  will 
P mit  your  patients  to  enjoy  the  benefits  of  time- 
longed  nicotinic  acid/pentylenetetrazol  therapy, 
n economical  price.  Dosage  is  only  one  tablet  every 
lours. 

C t vindications : There  are  no  known  contraindica- 

tes. 


P\rautions:  Exercise  caution  when  treating  patients 
wh  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References : 1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.  K. : Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


"First  with  the  Retro-Steroids" 

PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol " Time  Controlled  Tablet 


ACHROCIDIN 

Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI  125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  arid  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

608-6-3393 
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HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  "uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


- 

I 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


SID  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 

.0- ' 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


BALTIMORE,  MARYLAND  21201 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


The  Journal  of 


tiie  South  Carolina  Medical  Association 
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'ii  can  hang  on  for  a few  minutes , Doctor, 
sure  I’ll  start  coughing  again. 


Datients  don’t  realize  there's  more  to  a cough  than  meets  the  ear. 
le  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
, you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
e fresh,  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike, 
your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
orant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
ugh,  but  also  encourages  expectoration,  thus  easing  bronchial  constriction  and 
:tion. 

th  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
ary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result, 
uous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
luse  addiction. 

ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 

3 habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of  Nova- 
Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl  guaiacolate, 


NOVAHISTINE"  EXPECTORANT 

PITMAN-MOORE  Oivi  sion  of  The  Dow  Chemical  Company,  Indianapolis 


September,  1966 
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America’s  Number  1 


Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle . . . full  cola  taste.  The  /?H  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 


A Product  of  Royal  Crown  Cola  Co. 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp*  Extentabs 

(Dimetane®  Ibrompheniramine  maleatei.  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanplamine  HCI,  15  mg.) 


n sinusitis,  colds,  or  U.R.I., 

)imetapp  lets  congested  patients 
’reathe  easy  again.  Each  Extentab 
rings  welcome  relief  all  day  or  all  night, 
isually  without  drowsiness  or  over- 
timulation.  Its  key  to  success?  The 
"metapp  formula  — Dimetane  (brom- 
heniramine  maleate),  a potent  anti- 
'Stamine  reported  in  one  study  to  have 
i 'Cited  side  effects  as  few  as  the  placebo,  * 
;amed  with  decongestants  phenyl- 
ohrine  and  phenylpropanolamine  — 

1 a dependable  10-  to  12-hour  form. 


^d,i6IW478?d195°9e"'  F’  C : N6W  Eng,a"d 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp'5  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

/WDOBINS 


I 


The  full  V4  grain  of  phenobarb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


the  only  leading  compound 

" IICIIfl|IIICII  analgesic  that  cairns 

with  Codeine  instead  °f  crates 

Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg.  Contraindications:  Hypersensitivity  to  any  ingredient. 

(Warning  may  be  habit  forming)  Precautions:  As  with  all  phenacetin-containing  products,  avoid 

Aspirin  2V2  gr.  162.0  mg.  , ^ a 

Phenacetin  (3  gr.)  194.0  mg.  excesslve  or  Prolon9ed  use. 

Hyoscyamine  sulfate 0.031  mg.  Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation 

Codeine  phosphate 14  gr.  (No.  2),  and  drowsiness  have  been  reported. 

14  gr.  (No.  3),  1 gr.  (No.  4)  A'H 

(Warning:  may  be  habit  forming)  a h.  robins  co„  inc.,  Richmond,  va.  23220 


Why  do  more 
South  Carolina  Doctors 


insure  with  The  St.  Paul  ? 


Probably  because  our  Professional  Liability  coverage 

is  so  thorough. 

Really  broad  coverage.  Fewer  exclusions,  so 
interpretations  are  no  problem.  The  price  is 

likely  to  be  nice,  too. 

To  get  the  folder  that  tells  all  about  it  concisely,  write. 

The  St.  Paul  is  the  approved  carrier  for  the  State 
Medical  Association  here  . . . and  in  more  states  than 
any  other  single  insurance  company.  It  must 

be  something  we  offer! 


Want  to  see  just  1 insurance 
man  and  still  be  fully  insured ? 
Use  our  St.  Paul  Multicover 
Plan.  Same  agent  as  for  Lia- 
bility. He's  in  the  Yellow  Pages. 


South  Carolina 


Columbia,  P.  0.  Box  955,  Palmetto  State  Life 
Building  29201  Phone:  AL  3-8391 


THE  ST.  PAUL 


INSURANCE  COMPANIES 


Serving  you  around  the  world . . . around  the  dock 


St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St.  Paul,  Minnesota  55102 


Septkmbeh,  1966 
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A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure. . . .”1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 

. a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 
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This  is 
a logical 

Blood  Pressure 
Regulator 


ECAUSE 
r ENHANCES 
HE  BODY’S  OWN 
ECHANISMS 
OR  REDUCING 
LOOD  PRESSURE 


BRISTOLTHERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may -oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol- Myers  Co. 
Syracuse,  New  York 


In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
nechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
)f  Salutensin  acts  on  the  carotid 
;inus  and  myocardial  receptors, 
nitiating  “...a  reflex  fall  in  blood 
pressure  through  a generalized 
/asodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
)f  hypertension,  Salutensin 
ltilizes  protoveratrine  A. 
n addition,  to  facilitate  and 
naintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
ind  a highly  effective  thiazide, 
n general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy : Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 


BRISTOL 


Salutensiii 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gaut 
home  remedies  without  success,  pleasant- it 
cremomycin  can  answer  the  call  for  help.  It  in 
counted  on  to  consolidate  fluid  stools,  soothe1; 
tinal  inflammation,  inhibit  enteric  pathogen  a 
detoxify  putrefactive  materials  — usually  w in 
few  hours. 

cremomycin  combines  the  bacteriostatic  cir 
succinylsulfathiazole  and  neomycin,  with  t 
sorbent  and  protective  demulcents,  kaolin  arpe 
tin,  for  comprehensive  control  of  diarrhea. 


INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruct 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersn't1  ., 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  pr>a> 
infants,  or  during  first  week  of  life  in  the  newborn. 


WARNINGS:  Use  only  after  critical  appraisal  in  patie1  * 
hepatic  or  renal  damage,  urinary  obstruction,  or  blooey*’ 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscr.JS 
ported  with  use  of  sulfonamides.  Consider  periodic  blooc^ 
hepatic  and  renal  function  tests  during  intermittent  or  it' 
use. 

PRECAUT IONS:  Succinylsulfathiazole:  Use  with  caution  IN 
is  history  of  significant  allergies  and/or  asthma.  Contir.d  ur 
requires  supplementary  vitamins  Bt  and  K.  Neomycin:  ver •• 


your  for 
Cremomycin 
can  provide  relief 


iptly  relieves  diarrheal  distress 

^emomyciir 

r DIARRHEAL 


ojon:  Each  30  cc.  contains  neomycin  sulfate  300  rr 
'I1'  to  210  mg.  of  neomycin  base),  succinylsulfathiazc 
n olloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


Division  of  Merck  & Co..  Inc.,  West  Poinf.  Pa. 


*ICK  SHARP  &D0HME 

lr  today’s  theory  is  tomorrow's  therapy 


fCTS.  As  with  all  sulfonamides:  Headache,  malaise,  an- 
l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
: iy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
> ■ purpura,  hematuria,  and  crystalluria  have  been  noted. 
* fecal  output  of  thiamine  and  decreased  synthesis  of 
' have  been  reported.  Neomycin:  Nausea,  loose  stools. 

‘ escribing  or  administering,  read  package  circular  with 
c]r  available  on  request. 


e neuromuscular  block  during  anesthesia  if  neomycin 
oreoperatively  in  large  doses  when  renal  function  is 
Ich  for  overgrowth  of  nonsusceptible  organisms.  Con- 
sibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 

ige. 


Cinemicrography*of  living  tissue  shows 
that  Synalar  works  at  the  cellular  level  to  stop 
the  inflammatory  chain  reaction 


water  escapes 
into  the  tissue, 
causing  edema 

1 f 

white  blood 

cells  escape 

\j  ,! 

through  permeable 

capillary  walls. 

invade  injured 
tissue  and  become 
macrophages 


capillaries 
absorb  water 
and  swell 


Inflammatory  reaction  after  injury 


peritt  i a 
swell,  b 
outsit  h 
walls  i I c 
mac  I 

m<  : 
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macrophag 
are  ingestii 
toxic 

substance 


fibroblasts 
are  in  a 
high  state 
of  activity, 
much  distorted 


*A  New  View  ot  Corticosteriod  Action  in  Inflammatory  Dermatoses 
A 16  mm.  film  utilizing  time-phase  cinemicrographic  techniques.  Available  for  showing  on  request  to  Syntex  Laboratories. 


In  contact  dermatitis 

Synalar 

(fluocinolone  acetonide) 

stabilizes  cell  and  capillary  walls 
protects  against  the  chemical  impact  of  cytotoxins 

interrupts  the  chain  reaction  of  destructive 
changes  at  the  cellular  level 

permits  inactivation,  absorption  and  transportation 
of  toxins  away  from  the  injured  area  by  natural 
processes... edema  is  absorbed  and  cells  return 
to  normal  size,  shape,  and  activity 

lesions  of  the  skin,  (including  herpes  simplex,  vaccinia, 
and  varicella).  Not  for  ophthalmic  use.  Contraindicated 
in  individuals  with  a history  of  hypersensitivity  to  any  of 
its  components.  Precautions:  Synalar  preparations  are 
virtually  nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when  applied 
to  denuded  or  fissured  areas.  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dryness,  scaling  or 
itching.  The  neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions.  Prolonged  use  of  any  anti- 
biotic may  result  in  overgrowth  of  nonsusceptible  orga- 
nisms; if  this  occurs,  appropriate  therapy  should  be 
instituted.  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should 
be  considered,  based  on  susceptibility  testing.  While 
topical  steroids  have  not  been  reported  to  have  an 
adverse  effect  on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for  prolonged  periods 
of  time.  Side  Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corticosteroids.  As 
with  all  drugs,  however,  a few  patients  may  react  un- 
favorably to  Synalar  under  certain  conditions. 

References  1.  Kene--.  B : Canad  Med  Ass  J 88:999  (May  18)  1963.  2.  Scholtz, 

J.  R : Calf  Med  95:224  (Oct.)  1961.  3.  Jansen,  G.  T..  Dillaha,  C.  J.,  and 
Honeycutt,  W.  M Arch  Derm  92:283  (Sept.)  1965. 


In  inflammatory  dermatoses  choose  a steroid  syn- 
thesized specifically  for  topical  use.  Synalar  (fluocin- 
olone acetonide)  provides  therapeutic  results  often 
comparable  to  those  of  systemic  and  intralesional 
corticosteroids  with  fewer  hazards.1"3 


when  complicated  by  infection 

ut'o-MViialnr 

«T 

(fluocinolone  acetonide-neomycin  sulfate  cream) 


For  initiation  of  therapy:  Cream  0.025%,  5 and  15  Gm. 
tubes,  425  Gm.  jars;  for  emollient  effect:  Ointment 
0.025%,  15  Gm.  tubes;  for  maintenance  therapy:  Cream 
0.01%,  15  Gm.  tubes,  45  Gm.  tubes,  120  Gm.  jars;  for 
intertriginous  or  hairy  sites:  Solution  0.01%,  20  cc.  and 
60  cc.  plastic  squeeze  bottles;  for  infected  inflammatory 
dermatoses:  Neo-Synalar"  Cream  (0.025%  fluocinolone 
acetonide,  neomycin  sulfate,  equivalent  to  0.35%  neo- 
mycin base),  5 and  15  Gm.  tubes. 

Contraindications:  Tuberculous,  fungal,  and  most  viral 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


“I  like  Bronkometer. . . 

I breathe  better... 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.1 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol  V ‘Dilabron®,  brand  of  isoetharine 


® 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%  — Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov. -Dec.)  1951. 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 


52 -A 


The  Journal  of  the  South  Carolina  Medical  Association 


Doctor, 

lere  is  the  Abbott  anorectic 
irogram  designed  to  meet 
he  individual  needs  of  your 
verweight  patients. 


mood  elevation 


DESOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Abbe 
Anorec 
Progra 

j 

If  she  can’t  take  plain  amphetamine 

put  her  on  DESBUTALf  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tab- 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  ts 
appetite  and  lift  the  mood;  the  other  contai 
Nembutal®  (pentobarbital)tocalm  the  patienta 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosee 
ratio  throughout  the  day. 


controlled  release 


Abbott 

Anorectic 

Program 


3t  all  long-release  vehicles  are 
e same.  Here  is  why  the  Gradumet 
different  and  what  it  means 
r your  overweight  patients. 


e release  action  is  purely  physical  and  relies  on 
y one  factor  common  to  every  patient:  gastro- 
Bstinal  fluid.  There  is  no  dependence  on  enteric 
tings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
itration  in  the  gastrointestinal  tract, 
our  patients  get  a measured  amount  of  medi- 
on,  moment  by  moment,  throughout  the  day. 
hey  are  not  subjected  to  ups  and  downs  of 
g release  ...  or  to  erratic  release  from  patient 
patient  ...  or  to  erratic  release  in  the  same 
ent  from  day  to  day. 

at’s  why  the  Gradumet  provides 
itrolled-release  as  well  as 
g release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 

a a a 

5 mg.  10  mg.  15  mg 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 


Front  Side 


DESBUTAL  15  Graduri 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodiun 

& il 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  an  anorectic  in  treatment  of 
ot>esilY  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
tients  taking  a monoamine  ondase  inhibitor  Nervousness 
oi  excessive  sedation  have  occasionally  been  observed, 
olten  these  ellects  will  disappear  alter  a lew  days  Use 
with  caution  in  patients  with  hypertension  cardiovascular 
disease  hyperthyroidism  or  who  are  sensitive  to  sympi 
thomimetic  diugs  Careful  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumet  tablet  in  the  morning 
provides  all-day  appelile  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  IScontains  15  mg  ot  methamphetamine 
hydrochloride  and  90  mg  ol  pentobarbital  sodium  In 
bottles  ot  100  and  500 


Sucaryl  Sweetenti 

A proven  aid  to  weight  cor» 

For  use  in  beverages  and  id: 
—stable  to  heat 


A constant  reminder  to  yo  t 
tient  to  “watch  her  calorie; 


A carefully  balanced  form 
prevent  aftertaste 


—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

ol  low  and  nonxaloric  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


Press  out  tablets  from  this  side  lot  no  784  1 331 

000 

ooo 

For: 

Direction*: 

Dr. 


CONTRAINDICATION:  Desoxyn  and  Desbut; 
contraindicated  in  patients  taking  a monoa 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patient; ' 
hypertension,  cardiovascular  disease,  hyptt 
roidism,  old  age,  or  those  sensitive  to  symp 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 

Gradumet  — long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,9 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 


601060 


tu 


brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."' 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastroent.  28:541  (Nov.)  1957 

LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 

PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


greater  potency 

lower  mg  intake  per  day 

600  mg  versus  1,000  mg 


in  G.U.  infections 
broad-spectrum  performance 


1-2  “extra 'days’ activity 

after  the  last  dose  to  protect  against  relapse 


one  300  mg  Tablet 
mid-morning 


one  300  mg  Tablet 
mid-evening 


It’s  made  for  b.i.d. 


3DECLOMYCIN 

DEMETHYLCHLOItTETRACYCUNi; 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and 
others  — in  the  young  and  aged  — the  acutely  or  chronically  ill— when  the 
offending  organisms  are  tetracycline-sensitive. 

Contraindication— History  of  hypersensitivity  to  demethylchlortetracycline. 
Warning—  In  renal  impairment,  usual  doses  may  lead  to  excessive  systemic 
accumulation  and  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and,  if  therapy  is  prolonged,  serum  level  determinations  may  be 
advisable.  A photodynamic  reaction  to  natural  or  artificial  sunlight  has  been 
observed.  Small  amounts  of  drug  and  short  exposure  may  produce  an  exagger- 
ated sunburn  reaction  which  may  range  from  erythema  to  severe  skin  manifes- 
tations. In  a smaller  proportion,  photoallergic  reactions  have  been  reported. 
Patients  should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort. 

Precautions  and  Side  Effects  — Overgrowth  of  nonsusceptible  organisms  may 
occur.  Constant  observation  is  essential.  If  new  infections  appear,  appropriate 
measures  should  be  taken.  Use  of  demethylchlortetracycline  during  tooth  devel- 
opment (last  trimester  of  pregnancy,  neonatal  period  and  early  childhood)  may 
cause  discoloration  of  the  teeth  (yellow-grey-brownish).  This  effect  occurs 
mostly  during  long-term  use  but  has  also  been  observed  in  short  treatment 
courses.  In  infants,  increased  intracranial  pressure  with  bulging  fontanels  has 
been  observed.  All  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment.  Side  reactions  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication  and  institute  appropriate  therapy.  Anaphylactoid  reac- 
tions have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should  be  given  1 
hour  before  or  2 hours  after  meals,  since  absorption  is  impaired  by  the  con- 
comitant administration  of  high  calcium  content  drugs,  foods  and  some  dairy 
products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75  mg  of  de- 
methylchlortetracycline HCI. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

075-5*2907 


DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
EVERY  DAY 


tember,  1966 


.59- A 


Most  of  my  patients  with 
high  blood  pressure  are 
as  old  as  I am.  A lot  of  them 
are  living  on  pensions. 
They’re  grateful  when  I can 
keep  prescription  costs 
down. 


Regroton* 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week  before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  mind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  Ischemic  heart  disease, 
and  in  patients  receiving  corticosteroids, 
ACTH,  or  digitalis.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones. or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  Include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 

Geigy 


For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied:  Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity ? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.0  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1/1  Oth  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.8  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9-10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which 
a 200  to  1 ratio  as  compared  to  chlo- 
thiazide.  ..”13 

Moreover,  due  probably  to  its  virt  I 
lack  of  carbonic  anhydrase  inhibiti 
Naturetin  (bendroflumethiazide)  j 
been  shown  to  cause  less  potassium 
bicarbonate  loss  and  less  alterationa 
urinary  pH  than  either  chlorothiaze 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effect! 
not  only  in  establishing,  but  alsoi 
maintaining,  excretion  of  retained  fit. 
in  edematous  patients.  And  its  dural  n 
of  action  is  sufficiently  prolonged 
allow  a single  daily  administration) 
most  patients.  Naturetin  is  also  anl 
fective  antihypertensive  agent. 

Contraindications:  Severe  renal  impairnu; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions 
occurred  with  potassium-containing  thi;d| 
preparations  or  with  enteric-coated  potastn 
salts  supplementally.  Stop  medication  i)b- 
dominal  pain,  distension,  nausea,  vomitir  o: 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  b :b- 
ing  agents,  veratrum,  or  hydralazine  4 
used  concomitantly  must  be  reduced  1 it 
least  50%  to  avoid  orthostatic  hypoter* 
Electrolyte  disturbances  are  possible  it  ,r 
rhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  j* 
increases  in  serum  uric  acid,  unmask  dia  el 
increase  glycemia  and  glycosuria  in  di;4 
patients  and  may  cause  hypochloremic 
losis,  hypokalemia;  cramps,  pruritus,  parhe 
sias,  and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflum  ia 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  avahii 
Naturetin  c K.  [Squibb  Bendroflumeth  4 
(5  or  2.5  mg.)  with  Potassium  ChlorideiO 
mg.)].  For  full  information,  see  Product  ie 
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Naturetin* 

SQUIBB  BEN DROFLUM ETHIA  D 

to  reduce  excess  fluid 

or  high  blood  prem 


Squibb 


'The  Priceless  Ingredient'  of  every  ^ 
is  the  honor  and  integrity  of  its  m ' 


In  fact,  there’s  as  much  iron... 250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical .. .or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


IMFERON* 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0,9%  sodium 
chloride  and  has  a pH  of  5.2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  Is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported, 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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In  the  management  of  mild  to  moderate  pain,  give  your  patients  comprehensive  relief. 


TRANCO-GESIC  extends  the  range  of  usefulness  of  aspirin  by  dimming  pain  perceptk  - 
and  also  reducing  mental  and  muscle  tension. 

® TRANCO-GESIC  is  so  well  tolerated  it  C£  b 

prescribed  for  anyone  who  can  take  asp  i 
is  non-narcotic,  and  free  from  dangers  c 
addiction,  habituation,  or  dependence. 


TRANCO-GESIC 

tablets 


chlormezanone  100  mg.  with  aspirin  300  mg. 

subdues  the  major 
contributors  to  pain: 

• pain  perception 

• mental  tension 

• muscle  tension-spasm 


TRANCO-GESIC  is  effective  in  ail  types  cn 
and  moderate  pain.  Of  862  patients  who  * 
treated  with  chlormezanone  and  aspirin 
various  disorders,  88%  reported  excelled 
good  pain  relief.1 

Side  effects  have  been  minor.  Occasionally  gastric  dis  ss 
weakness,  sedation  or  dizziness  occur.  Reversible  ch  sl 
jaundice  has  been  reported  on  rare  occasions.  Howe'  1 
4,653  patients  treated  with  chlormezanone,  97.7%  hac3‘ 
effects.1  Contraindication:  just  one:  sensitivity  to  as|r 
Dosage:  Adults,  usually  2 tablets  three  or  four  times  c >'■ 
Children  (from  5 to  12  years),  1 tablet  three  or  four  tirr  4 
1.  Collective  studies,  Department  of  Medical  Researi 


Winthrop  Laboratories. 


1 


W/nf/irop 


WINTHROP  LABORATORIES,  NEW  YORK,  N.  Y.  10016 


METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRiN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN’ 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  "positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  "trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  -provides  a "Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood  — specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana  ames 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN9 

Each  scored  tablet  contains: 

METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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LAS  VEGAS 


POSTGRADUATE  COURSES  EXTRAORDINAIRES! 

The  20th  AMA  Clinical  Convention  in  Las  Vegas, 
November  27-30,  will  offer  three  important  Post- 
graduate Courses  on  topics  of  vital  interest  to  the 
practicing  physician  . . . Fluid  and  Electrolyte  Bal- 
ance, Obstetrics  and  Gynecology,  and  Cardio- 
vascular Disease.  Eminent  specialists  in  their 
fields  will  participate  in  programs  to  be  given  in 
three  half-day  sessions  in  the  Las  Vegas  Conven- 
tion Center. 

Registration  for  each  of  these  sessions  is 
limited  ...  be  sure  you  don’t  miss  out  on  the  pro- 
gram of  your  choice  by  using  the  form  below  to 
register  in  advance.  Because  of  the  space  limita- 
tion, please  include  a $10  registration  fee  for  each 
postgraduate  course  you  select. 


DETAILS  OF  THE  SESSIONS: 

OBSTETRICS  AND  GYNECOLOGY 

Monday  thru  Wednesday,  Nov.  28-30,  9 a.m.-12  noon 
Course  Director  and  Moderator: 

Daniel  G.  Morton,  M.D. 

Professor  and  Chairman,  Dept.  OB-GYN 
UCLA 

Including  30-minute  presentations  on: 

Management  of  Septic-Abortion 

Intrauterine  Transfusion  for  Erythroblastosis  Fetalis 

Hypertensive  Disorders  in  Pregnancies 

Human  Sterilization:  Indications,  Legal  Implications, 

Methods 

Each  presentation  will  be  followed  by  a 10-min. 
discussion  period. 

CARDIOVASCULAR  DISEASE 

Monday  thru  Wednesday,  Nov.  28-30,  2-5  p.m. 

Course  Director: 

George  C.  Griffith,  M.D. 

Emeritus  Professor  of  Medicine 
University  of  Southern  California,  Los  Angeles 
Recent  Advances  in  Operable  Cardiovascular  Disease 
Pulmonary  Embolism:  Prevention,  Recognition, 
Treatment 

Regional  Arteriosclerosis 

Each  half-day  session  will  be  followed  by  a 30-minute 
panel  discussion  by  all  participants. 

FLUID  AND  ELECTROLYTE  BALANCE 

Monday  thru  Wednesday,  Nov.  28-30,  9 a.m.-12  noon 
Course  Director: 

Telfer  B.  Reynolds,  M.D. 

Professor  of  Medicine 

University  of  Southern  California  School  of  Medicine 
30-minute  presentations  on: 

Basic  Concepts  in  Fluid  and  Electrolyte  Balance 

Dehydration  and  Uremia 

Hyponatremia 

Hypokalemia  and  Hyparkalemia 
Normal  Acid-Base  Balance 
Acidosis  and  Alkalosis 

Each  morning’s  program  will  feature  a 90-minute 
panel  discussion. 

FOUR  EXCEPTIONAL  BREAKFAST 
ROUND  TABLE  DISCUSSIONS 

Tuesday,  Nov.  29,  7-8:30  a m. 

1.  "The  Management  of  Metabolic  Bone  Diseases" 

2.  "Indication  for  Cardioversion” 

Wednesday,  Nov.  30,  7-8:30  a m. 

3.  "The  Problems  and  Potential  of  L.S.D." 

4.  "An  Agonizing  Reappraisal  of  Cancer 
Chemotherapy" 

The  price  of  each  breakfast  will  be  $3.00.  Indicate  your  choice 
on  the  coupon  below  and  include  payment. 


FOR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

(PLEASE  PRINT) 

Name 

(Each  Physician  Must  Register  in  His  Own  Name) 


Street 


City  State  Zip  Code 

I am  a Member  of  the  AMA  thru  the State 

Medical  Association  or  in  the  following  government  service 


ADVANCE  REGISTRATION  INFORMATION 

□ General  Registration  Only  (No  Fee) 

Just  fill  in  the  coupon  above. 

(This  coupon  must  be  returned  before  Nov.  14,  1966, 
to  receive  your  Advance  Registration  Identification 
Card  for  Las  Vegas.  Your  card  will  be  sent  to  you  on 
Nov.  17  unless  you  request  an  earlier  mailing  date.) 


□ GENERAL  REGISTRATION  PLUS  POSTGRADUATE 

COURSE  REGISTRATION 

Fill  in  the  coupon  at  the  left  and  indicate  your  choice 
of  course(s)  below  and  return  entire  card. 

(Cost  of  each  course  is  $10.00,  payable  in  advance.) 

□ Obstetrics  and  Gynecology 

□ Fluid  and  Electrolyte  Balance 

□ Cardiovascular  Disease 

□ BREAKFAST  ROUNDTABLE  RESERVATIONS 

(Cost  is  $3.00  per  plate,  payable  in  advance.) 

□ "The  Management  of  Metabolic  Bone  Diseases” 

□ "Indication  for  Cardioversion" 

□ "The  Problems  and  Potential  of  L.S.D.” 

□ "The  Agonizing  Reappraisal  of 
Cancer  Chemotherapy" 

My  remittance  of  $ is  enclosed. 

PLEASE  RETURN  TO: 

Circulation  and  Records  Dept.  535  North  Dearborn  Street 
American  Medical  Association  Chicago,  Illinois  60610 
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When  depressed  patients  say: 

“1  can't  sleep  at  night" 

“I’m  tired  all  day  long" 

NORPRAMIN9 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTIDEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg./day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste",  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


PRODUCTS  FOR  PATIENTS  YOU  SEE  EVERY  DAY 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


September,  1966 


69-A 


I 


following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in« 
peutic  amounts ...  help  the  body  mobilize  defenses  during  convalescence 
response  to  primary  therapy.  The  patient  with  a severe  infection,  andn; 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  cast 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  6 


Vitamin  B2  (Riboflavin) 

Vitamin  B6  (Pyridoxine  HCI) 

Vitamin  B12  Crystalline  4 ? 

Vitamin  C (Ascorbic  Acid) 

Niacinamide 
Calcium  Pantothenate 


Recommended  intake:  Adults,  1 c:.P 
daily,  for  the  treatment  of  vitamin  de  ♦ 
cies.  Supplied  in  decorative  “remi*f 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES  PEDIATRIC  PIPTAL® 

QUIETS  PARENTS  WITH 

QUIETS  COLIC  PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 

i 

I and  fruit  juices,  and  may  also  be  given  by 
I dropper  directly  on  the  infant’s  tongue.  Dos- 
j age  is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
I fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 
Tuckahoe,  N.Y. 


brand 


TOLYSPORr. 

j POLYMYXIN  B-BACITRAC! 

OINTMENT 

Np  prevent  infection  ill 
^urns#and  abrasion^ 
aid  in  healing* 


APPALACHIAN  HALL 


ESTABLISHED  — 1916 


ASHEVILLE 


NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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a sea  of  trouble 

for  pollen-sensitive  patients 


Benadryl 

(diphenhydraminehydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  distress 


The  pink  capsule  with  the  white  band  is  a 
trademark  of  Parke.  Davis  & Company. 

m ■» 


PARKE-DAVIS 

PARKE.  DAVIS  4 COMPANY.  Detroit.  M,ch,gan  48237 
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• antihistaminic  action  relieves  sneezing, 
nasal  congestion,  pruritus,  and  lacrimation 

• antispasmodic  action  alleviates  bronchial 
and  gastrointestinal  spasm. 

Precautions:  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-con- 
taining drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles  or  engage 
in  other  activities  requiring  keen  response 
while  using  this  product.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with  BENADRYL 
should  be  prescribed  with  caution  because 
of  possible  additive  effect.  Diphenhydramine 
has  an  atropine-like  action  which  should  be 
considered  when  prescribing  BENADRYL. 
Side  Effects:  Side  reactions,  commonly.asso- 
ciated  with  antihistaminic  therapy  and 
generally  mild,  may  affect  the  nervous,  gas- 
trointestinal, and  cardiovascular  systems. 
Most  frequent  reactions  are  drowsiness,  diz- 
ziness, dryness  of  the  mouth,  nausea,  and 
nervousness.  BENADRYL  is  available  in 
Kapseals®  of  50  mg.  and  Capsules  of  25  mg. 


| 


(chlordiazepoxide  HG1) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants. 
Warn  against  hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  adminis- 
tering to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective 
amount,  increasing  gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other 
psychotropics  is  not  recommended.  Paradoxical  reactions  have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function, 
impending  depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  Syncope  occurs  rarely.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop 
occasionally,  making  periodic  blood  counts  and  liver-function  tests  advisable  during  protracted 
therapy.  Individual  maintenance  dosages  should  be  determined. 


Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.; 
severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d. 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories  • Division  of  Hoffmann -La  Roche  Inc  • Nutley,  N.J.  07110 
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ECONOMICAL! 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company.  Indianapolis,  Indiana  46206. 
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cream  and  ointment 


When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses  — diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


u 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


l/tf/nf/irop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vs°/o  solution  for  infants 

V4%  solution  for  children  and  adults 

V4°/o  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

V 2 Vo  nasal  spray  for  adults 

V2°/o  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group,  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

(>  miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A..  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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COUNT 


IN  THE  FOOD  BUSINESS 


facts  count,  too,  in  selecting  health  care  coverage 


Food  processors  and  retailers  in  and  out  of  South  Caro- 
lina find  facts  an  essential  ingredient  in  their  business. 
Top  decision  makers  must  have  facts  at  their  fingertips 
. . . facts  concerning  weather,  harvesting  and  crop 
yields,  as  well  as  new  processes  and  formulas.  They 
also  rely  on  facts  in  food  packaging,  storing,  shipping, 
advertising  and  pricing.  Facts  flavor  every  decision 
they  make  for  today's  complex  marketplace. 

Two  of  the  biggest  names  in  food — a soup  company 
and  a supermarket  chain- — have  made  facts  count  in 
determining  employee  benefits.  They  have  found  just 
the  right  ingredients  in  the  Blue  Cross  and  Blue  Shield 
health  care  package.  It's  the  choice  of  383,000  firms 
all  across  the  country.  Blue  Cross  and  Blue  Shield  don't 


skimp  on  benefits.  Per  dollar  invested,  they  provide  the 
most  comprehensive  coverage  available. 

Here's  a fact  no  employer  can  afford  to  overlook:  em- 
ployees and  their  dependents  are  enthusiastic  about 
Blue  Cross  and  Blue  Shield  health  care  protection. 

Make  these  facts  count  for  your  firm.  Talk  with  your 
Blue  Cross  and  Blue  Shield  representative  soon.  He  can 
make  up  a health  care  package  that's  just  right  for  your 
employees.  Ask  about  Prolonged  Illness  Coverage,  too. 
PIC  is  the  extended  protection  that  provides  up  to 
$10,000  extra  to  your  sound  basic  coverage. 

Review  the  facts.  Your  first  choice  will  be  Blue  Cross 
and  Blue  Shield. 


Blue  Cross -Blue  Shield. 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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"All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same 
training;  they  all  have  to  pass  the  same  tests;  they 
all  have  to  measure  up  to  the  same  standards;  they 
all  are  underpaid,  too.  Therefore,  all  interns  are 
alike. 

That's  utter  nonsense,  of  course.  But  it's  no 
more  nonsensical  than  what  some  people  say 
about  aspirin.  Namely:  since  all  aspirin  is  at  least 
supposed  to  come  up  to  certain  required  stand- 
ards, then  all  aspirin  tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In 
fact,  there  are  at  least  nine  specific  differences  in- 


volving purity,  potency  and  speed  of  tablet  disinte- 
gration. These  Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to  the  stom- 
ach, and  product  stability  that  enables  Bayer  tab- 
lets to  stay  strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all 
aspirin  tablets  are  alike,  you  can  say,  with  confi- 
dence, that  it  just  isn't  so. 

You  might  also  say  that  all  interns  aren't  alike, 
either. 

^ BAYER 

ASPIRIN  * 

CHILDREN 

■~-*.*V*  CM- 
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•lood-glucose 
creening  for  al| 
our  patients? 


cause  “Abnormalities  of  glucose 
bolism  are  among  the  [most 
non]  encountered  in  clinical 
tice — ”*  Simple,  quick,  econom- 
)lood-glucose  screening 
Oextrostix®  Reagent  Strips  is 
icable  in  every  regular  physical 
lination,  emergency  situation, 
vhenever  hypo-  or  hyper- 
■mia  may  be  of  clinical 
licance  — for  “The  precision 
tccuracy  of  Dextrostix 
et  the  need  for  an  always 
able  simple  screening 
od. . . All  that  is  required 
reening  with 
aosnx  is  60  seconds 
globular  drop  of 
ary  or  venous  blood, 
rmal  readings  will  be 
able  aid  to  diagnosis; 
als  will  help  you 
iish  an  important 
ne  for  future  reference. 

V . and  Dawson.  A . 

J.  7:293,  1965. 
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(TROSTIX— 

les  a clinically  useful 
nination  when  performed 
ding  to  directions' 


3STIX  is  not  intended  to  replace 
e precise  analytical  laboratory  methods 


'S  all  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


AMES 


091(5 


When 
thiazid 
c 

reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 

DIUTENSEMB 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 

When  blood  pressure  won't  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —“resets"  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


“...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen  R should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen  R. 

“As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER 


NEISLER  LABORATORIES.  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 


“I  like  Bronkometer . . . 

I breathe  better... 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.1 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol."  "Dilabron®,  brand  of  isoetharine 


® 

ASTHMA,  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%— Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov. -Dec.)  1951. 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin. ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non- 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


new 


a new  formulation 
that  relieves  pain 
in  tension  headache 
and  neuralgia 

2/3449  MK-3 


Dialog  is  a combination  of  15  mg  allobarbital  and 
300  mg  acetaminophen.  Allobarbital,  a proven  bar- 
biturate, provides  desirable  sedation  in  patients 
experiencing  pain  and  discomfort.  Acetaminophen 
is  a nonsalicylate  analgesic-antipyretic,  well  tolerated 
and  useful  in  a wide  range  of  mildly  painful  and 
febrile  conditions.  I 

Dialog  is  well  tolerated,  even  by  those  sensitive  to 
aspirin.  It  is  nonirritating  to  the  gastrointestinal  tract 
and,  in  recommended  dosage,  has  no  adverse  effects 
on  the  kidneys. 


• Raises  the  pain  threshold 

• Suppresses  the  pain-producing  mechanism 

• Reduces  emotional  tension 


Dialog 

(allobarbital  and  acetaminophen  CIBA) 

Indications:  For  relief  of  pain  and  discomfort  of 
simple  headache;  neuralgia,  myalgia,  and  musculo- 
skeletal pain;  dysmenorrhea;  bursitis;  sinusitis; 
fibrositis.  Also  indicated  to  reduce  fever  and  to 
relieve  discomfort  due  to  respiratory  infections,  influ- 
enza, and  other  febrile  conditions. 

Contraindication:  Not  recommended  during  pregnancy. 

Caution:  May  be  habit-forming  Do  not  use  in  patients 
sensitive  to  barbiturates  or  in  those  with  moderate 
to  severe  hepatic  disease. 


Side  Effects:  Nausea,  transitory  dizziness,  rash.  Over- 
dosage of  allobarbital  produces  symptoms  typical 
of  acute  barbiturate  excess. 

Dosage:  Adults:  1 or  2 tablets  every  4 hours.  Not  to  exceed 
8 tablets  in  24  hours.  Children  6 to  12:  'h  to  1 tablet  every 
4 hours.  Not  to  exceed  4 tablets  in  24  hours. 

Supplied:  Tablets  (white,  scored),  each  containing 
15  mg  allobarbital  and  300  mg  acetaminophen;  units  of 
3 bottles  of  30. 

For  your  convenience  — prescription-size  bottle  of  30. 

CIBA  Pharmaceutical  Company,  Summit,  N J. 


CIBA 


Norinyl 

(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1"13  and  an  acceleration 
of  endometrial  changes. 1"3>7"16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 


day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Bryans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W : Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0 : Ibid.  6.  Rice-Wray.  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Stenl 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J W . Moses, 
L.  E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8 Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E T 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
ti nez-M  ana  utou,  J.,  and  Maqueo-Topete,  M : Fertil  Stenl 
16:158  (Mar. -Apr.)  1965.  11.  Flowers,  C E..  Jr  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W Appl  Ther  6:503  (June)  1964  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188: 1115  (June  29)  1964.  15.  Merritt.  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0 : Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16  26 
(Nov.)  1965. 


norethindrone — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  PALO  ALTO,  CALIF 


Norinyl. 

(norethindrone  2 mg  c mestranol  %/0  1 mg ) 

for  multiple  contraceptive  action 
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lere  is  the  Abbott  anorectic 
rogram  designed  to  meet 
ie  individual  needs  of  your 
verweight  patients. 


mood  elevation 


Abbott 

Anorectic 

Program 


DESOXYN®  Gradumet®  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 

The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet  helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


If  she  can't  take  plain  amphetamine, 

put  her  on  DESBUTAL!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 

Desbutal  Gradumet  provides  2 drugs  in  2 tablet 
sections,  combined  back  to  back  to  form  a single 
tablet.  One  section  contains  Desoxyn  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal^  (pentobarbital)  to  calm  the  patientand 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosage 
ratio  throughout  the  day. 


ontrolled  release 


Abbott 

Anorectic 

Program 


all  long-release  vehicles  are 
same.  Here  is  why  the  Gradumet 
ifferent  and  what  it  means 
/our  overweight  patients. 


VtL® 


elease  action  is  purely  physical  and  relies  on 
)ne  factor  common  to  every  patient:  gastro- 
inal  fluid.  There  is  no  dependence  on  enteric 
lgs,  enzymes,  motility,  or  an  “ideal”  ion  con- 
ation in  the  gastrointestinal  tract, 
r patients  get  a measured  amount  of  medi- 
moment  by  moment,  throughout  the  day. 
/ are  not  subjected  to  ups  and  downs  of 
elease  ...  or  to  erratic  release  from  patient 
ient  ...  or  to  erratic  release  in  the  same 
t from  day  to  day. 

's  why  the  Gradumet  provides 
rolled-release  as  well  as 
release. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

€ iS 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

€ i§ 

Front  Side 


samples  available 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  an  anorectic  in  treatment  of 
obeiity  also  to  counteract  *n«*ty  and  mitd  depression 
Desbutal  is  contraindicated  in  pa 
lients  tali  inf  a monoamine  ondase  inhibitor  Nervousness 
or  excessrve  sedation  have  occasionally  been  observed, 
olten  these  etlects  will  disappear  alter  a lew  days  Use 
with  caution  in  patients  with  hypertension  cardiovascular 
disease  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetic  drugs  Carelul  supervision  is  advisable  with 
maladiusted  individuals 

A single  Giadumet  tablet  in  the  morning 
provides  all  day  appetite  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  of  pentobarbital 
sodium  Desbutal  1 5 contains  15  mg  ol  methamphetamine 
hydrochloiide  and  90  mg  ol  pentobarbital  sodium  In 
bolttes  ot  100  and  500 


Sucaryi  Sweeteners 

A proven  aid  to  weight  control  — 

For  uso  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  ‘‘watch  her  calories'’ 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryi— Abbott  brand 

ot  low  and  non«*toric  sweeteners 


Each  sample  contains  6 tablets  and  a filled 
Sucaryi®  Sweetener  dispenser.  Fora  supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


000 

QOO 


Direction*: 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  ar 
contraindicated  in  patients  taking  a monoamin 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  wil 
hypertension,  cardiovascular  disease,  hyperth 
roidism,  old  age,  or  those  sensitive  to  sympath 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad- 
visable with  maladjusted  individuals. 


601060 


Gradumet  — long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2,987,4' 
Sucaryi— Abbott  brand  of  low  and  non-caloric  sweeteners. 


The  comfortable  way  to  get  well... 


When  headache,  fever,  pain, 
malaise  accompany  bacterial  URI 

Tetrex-APC 


WITH  BRISTAMIN 

(tetracycline  phosphate  complex  with  analgesics  and  antihistamine) 


With  a single  prescription, you 
can  add  all  the  known  benefits 
of  Tetrex  (tetracycline  phos- 
phate complex)  to  the  tradi- 
tional relief  provided  by  APC. 
At  the  same  time  Bristamin 
( phenyltoloxamine  citrate), 
provides  relief  of  allergic 
symptoms — watery  eyes,  rhi- 
norrhea  and  congestion. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete 
information,  consult  Official  Package  Circular. 
Indications:  Upper  respiratory  infections  due  to 
sensitive  bacteria  where  concomitant  sympto- 
matic relief  of  fever,  malaise  and  congestion  is 
desired.  Contraindication:  A past  history  of  hy- 
persensitivity to  one  or  more  components.  Warn- 
ings: Photodynamic  reactions  have  been  produced 
by  tetracyclines.  Natural  and  artificial  sunlight 
should  be  avoided  during  therapy.  Stop  treat- 
ment if  discomfort  occurs.  With  renal  impairment, 
systemic  accumulation  and  hepototoxicity  may 
occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  tri- 
mester of  pregnancy,  neonatal  period  and  child- 
hood). Precautions:  Antihistamines  may  cause 


drowsiness  and  patients  should  not  perform  tasks 
requiring  mental  alertness  while  taking  this  agent. 
Bacterial  or  mycotic  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pres- 
sure with  bulging  fontanels.  In  gonorrheal  ther- 
apy. serologic  tests  for  syphilis  should  be 
performed  initially  and  monthly  for  three  months. 
Adverse  Reactions:  Glossitis,  stomatitis,  nausea, 
diarrhea,  flatulence,  proctitis,  vaginitis,  derma- 
titis and  allergic  reactions  moy  occur.  Usual 
Adult  Dose.  Two  capsules  q.i  d Continue  ther- 
apy for  at  least  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before 
or  two  hours  after  meals. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse.  New  York 


BRISTOL 
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now 


...introducing  a new  high-strength  dosage  fo 

SIGNED 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC* 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 
triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

Jfc  ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 
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( IX  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


zations:  Indicated  in  the  therapy  of  acute  severe  infec- 
; caused  by  susceptible  organisms  and  primarily  by 
eria  more  sensitive  to  the  combination  than  to  either 
ponent  alone.  In  any  infection  in  which  the  patient  can 
xpected  to  respond  to  a single  antibiotic,  the  combina- 
is  not  recommended.  Signemycin  should  not  be  used 
re  a bacteriologically  more  effective  or  less  toxic 
it  is  available.  Triacetyloleandomycin,  a constituent  of 
emycin,  has  been  associated  with  deleterious  changes 
er  function.  See  precautions  and  adverse  reactions. 
raindications:  Contraindicated  in  individuals  who  have 
»n  hypersensitivity  to  any  of  its  components.  Not  recom- 
ded  for  prophylaxis  or  in  the  management  of  infectious 
asses  which  may  require  more  than  10  days  of  con- 
'us  therapy.  If  clinical  judgement  dictates  therapy  for 
:r  periods,  serial  monitoring  of  liver  function  is  recom- 
jed.  Not  recommended  for  subjects  who  have  shown 
ijrmal  liver  function  tests,  or  hepatotoxic  reactions  to 
Eetyloleandomycin. 

E Uutions  and  Adverse  Reactions:  Triacetyloleandomycin, 
r.nistered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
lore  days,  may  produce  hepatic  dysfunction  and  jaun- 
: Adults  requiring  3 gm.  of  Signemycin  initially  should 
vj liver  function  followed  carefully  and  the  dosage  should 
■ duced  as  promptly  as  possible  to  the  usual  recom- 
?j 'ed  range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
P ience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-being* 
New  York,  N.Y.  10017 
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must  penicillin 
be  a bitter  pill 
to  swallow? 

not  if  it  is 
V-Cillin  K. 


V-Cillin  K now  has  a unique  glossy  coating 
that  banishes  bitter  penicillin  taste  and  makes 
it  easier  to  swallow.  Within  six  seconds  (just 
long  enough  for  the  tablet  to  get  past  the  taste 
buds),  the  coating  dissolves  and  the  penicillin 
is  ready  for  immediate  absorption  into  the 
bloodstream.  The  patient  still  gets  all  the  spe- 
cial benefits  of  V-Cillin  K,  including  consistent 
dependability  . . . even  in  the  presence  of  food. 
Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gono- 
coccus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral  than 
after  parenteral  administration,  V-Cillin  K should  not 
be  administered  to  patients  with  a history  of  allergy 


to  penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during  treat- 
ment is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

"W"  T~  ® Six-Second 

-Culm  K see 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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COLLATION  OF  CANCER  DATA  FROM  A 
UNIVERSITY  MEDICAL  CENTER  TO 
PRIVATE  PRACTICE* 


Most  reports  on  cancer  come  from  large 
medical  centers  or  university  hos- 
pitals. It  is  always  difficult  for  the 
practitioner  to  evaluate  these  in  the  light  of 
his  own  private  practice.  A study  was  con- 
ducted to  examine  critically  the  agreement 
and  divergence  of  cancer  data  of  the  Univer- 
sity of  Texas  Medical  Branch  Hospital  at 
Galveston  and  a private  practice  in  Lubbock, 
Texas.  Information  from  records  of  patients 
with  cancer  of  the  breast,  colon  and  thyroid 
during  the  period  of  1955-1964  was  analyzed. 
Special  tumor  registry  sheets  were  designed 
so  that  the  desired  data  could  be  taken  from 
the  charts,  placed  on  these  sheets,  and  then 
punched  on  computer  cards.  The  analysis  of 
the  data  was  conducted  in  conjunction  with 
the  computer  center  at  the  University  of 
Texas  Medical  Branch. 

From  the  Department  of  Surgery,  University  of 
Texas  Medical  Branch,  Galveston.  Texas  and  Lub- 
bock. Texas. 

° Presented  before  the  Southern  Surgical  Association, 
December  7-9.  1965,  Hot  Springs.  Virginia. 

0 “Present  address.  Department  of  Surgery,  Medical 
College  of  South  Carolina,  Charleston,  South  Caro- 
lina. 


CURTIS  P.  ARTZ,  M.  D.oe 

ALVIN  W.  BRONWELL,  M.  D. 

LOWELL  E.  BAST,  M.  D. 

JAMES  R.  WINN,  B.  S. 

Galveston  and  Lubbock , Texas 

Results 

Comparison  of  Two  Series 
In  Table  1 is  shown  the  distribution  of  pa- 
tients in  the  University  and  Private  Practice 
series.  Most  of  the  private  patients  were 
w hite,  about  one  third  of  the  University  series 
was  Negro.  When  compared  according  to 
cancer  group,  the  average  age  in  the  two 
series  was  practically  the  same.  All  the  pa- 
tients in  the  Private  Practice  series  were  pri- 
vate patients  treated  by  a well  qualified  and 
experienced  surgeon.  Some  of  the  patients  in 
thi'  University  series  were  private  patients,  but 
most  of  them  fell  in  the  category  of  clinical 
teaching  cases  that  came  to  the  University 
clinic  and  were  operated  upon  by  the  resident 
staff. 

The  status  of  the  patients  at  the  time  of 
study  is  shown  in  Table  2.  A few'  cases  were 
lost  to  follow-up  in  the  University  series.  Only 
two  patients  were  lost  in  the  Private  Practice 
series  and  these  occurred  in  the  breast  group. 
There  were  no  postoperative  deaths  in  the 
Private  Practice  series.  A few'  occurred  in  the 
University  series,  and  this  difference  may  be 


CANCER  DATA 


TABLE  1.  DISTRIBUTION  OF  CANCER  PATIENTS  IN  UNIVERSITY  AND  PRIVATE 
PRACTICE  SERIES 


Male 

Average 

female 

White 

Negro 

Total 

Age  (Years) 

University 

1 

208 

141 

68 

209 

56 

BREAST 

Private  Practice 

0 

98 

98 

0 

98 

55 

University 

185 

195 

275 

105 

380 

61 

COLON 

Private  Practice 

22 

29 

50 

1 

51 

60 

University 

18 

57 

56 

19 

75 

47 

THYROID 

Private  Practice 

5 

20 

25 

0 

25 

40 

TABLE  2. 

STATUS 

OF  PATIENTS  AT  TIME 

OF  STUDY 

Total 

Alive 

Dead 

Postoperative  Lost  to 

Patients 

Deaths 

Lollow-up 

University 

209 

99 

91 

1 

19 

BREAST0 

Private  Practice 

98 

77 

19 

0 

2 

University 

380 

126 

234 

14 

20 

COLON00 

Private  Practice 

51 

20 

31 

0 

0 

University 

75 

49 

12 

0 

14 

THYROID0 

Private  Practice 

25 

25 

0 

0 

0 

0 "the  two  series  are  significantly  different  (chi  square  test). 
00The  two  series  are  not  significantly  different. 


an  indication  that  the  university  patients  were 
in  poor  physical  condition  or  evidence  of  the 
greater  experience  and  surgical  ability  of  the 
operator  in  the  Private  Practice  series.  The 
status  of  the  patients  at  the  time  of  the  study 
in  Table  2 is  not  a good  indication  of  com- 
parison of  results  in  the  two  series.  This  table 
merely  shows  the  number  living  at  the  time 


of  the  study.  It  does  not  give  information  as 
to  when  the  patients  were  treated  or  how  long 
they  were  followed. 

A better  comparison  of  results  in  the  two 
series  is  shown  in  Table  3.  This  is  a summary 
of  all  cases  in  which  five  years  had  elapsed 
since  initial  treatment.  This  permitted  a 
study  of  five-year  survival  rates.  Although  the 


TABLE  3.  COMPARISON  OF  5-YEAR  SURVIVAL  RATES  IN  UNIVERSITY  AND  PRIVATE 

PRACTICE  SERIES. 


Total 

Died 

Died 

Died 

Cases 

Died 

from 

from 

from 

5 Years 

Survived  Per  Cent 

Before 

Original 

Other 

Other 

Unknown 

Elapsed 

5 Years 

Survival 

5 Years 

Cancer 

Cancer 

Causes 

University  100 

57 

57.0 

43 

36 

3 

2 

2 

BREAST0 

Private  Practice  25 

17 

68.0 

8 

8 

0 

0 

0 

University  193 

65 

33.6 

128 

108 

4 

7 

9 

COLON” 

Private  Practice  18 

4 

22.2 

14 

14 

0 

0 

0 

University  34 

27 

79.4 

7 

6 

0 

1 

0 

THYROID0 

Private  Practice  4 

4 

100.0 

0 

0 

0 

0 

0 

“The  per  cent  survival  is  not  significantly  different  in  the  two  series  when  the  chi  square  test 
is  used. 
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survival  rate  in  the  breast  group  was  better  in 
the  Private  Practice  series  than  in  the  Univer- 
sity series,  this  difference  was  not  significant 
when  the  chi  square  test  was  used.  In  the 
colon  group  the  per  cent  survival  was  better 
in  the  University  series,  but  it  was  not  sig- 
nificantly different  from  the  Private  Practice 
series.  The  survival  rate  in  both  series  of 
patients  with  thyroid  cancer  was  comparable. 
The  fact  that  the  five-year  survival  rate  in  the 
Private  Practice  series  was  not  better  than  the 
University  series  was  somewhat  surprising.  It 
was  expected  that  better  results  would  be 
seen  in  the  Private  Practice  series.  Maybe  the 
lack  of  significant  difference  between  the  two 
series  was  due  to  the  fact  that  the  total  cases 
of  the  Private  Practice  series  in  which  five 
years  had  elapsed  was  rather  small. 

It  is  usually  believed  that  private  patients 
come  to  the  practitioner  earlier  than  to  a uni- 
versity clinic.  It  is  also  believed  that  the  pri- 
vate practitioner  is  able  to  get  his  patient  in 
the  hospital  more  rapidly  than  the  clinic  pa- 
tient can  be  admitted.  The  average  time  from 
first  symptom  to  first  visit  to  doctor  was  con- 
siderably less  in  the  Private  Practice  series 
than  in  the  University  series.  Likewise,  the 
patients  in  the  Private  Practice  series  were 
admitted  to  the  hospital  earlier.  The  time  from 
first  symptom  to  first  visit  to  doctor  was 
quite  long  in  both  series.  The  average  patient 
in  the  University  series  with  a malignant 
breast  condition  waited  more  than  a year  from 
the  time  of  the  first  symptom  before  she 
visited  a physician.  Although  it  was  consider- 
ably shorter  in  the  Private  Practice  series  it 


was  still  an  amazing  period  of  almost  five 
months.  The  patients  who  had  thyroid  cancer 
waited  more  than  two  years  from  the  time  of 
the  first  symptom  before  they  saw  a physi- 
cian. There  is  an  increasing  need  for  public 
information  concerning  the  early  signs  of  can- 
cer and  the  need  for  immediate  medical  at- 
tention. The  patients  in  the  Private  Practice 
series  were  operated  upon  earlier  and  ad- 
mitted to  the  hospital  earlier  than  those  in  the 
University  series.  It  would  be  expected,  there- 
fore, that  a much  better  five-year  survival  rate 
would  be  seen  in  the  Private  Practice  series 
but  this  was  not  true. 

The  patients  were  divided  into  early  and 
advanced  cancer.  Those  with  early  cancer 
showed  no  evidence  of  metastasis  at  the  time 
of  diagnosis;  those  with  advanced  cancer  had 
metastases.  A much  higher  percentage  of 
patients  with  breast  cancer  had  advanced  dis- 
ease in  the  University  series  than  in  the  Pri- 
vate Practice  series  and  this  was  a significant 
difference.  The  percentages  having  advanced 
cancer  in  the  colon  and  the  thyroid  groups 
were  about  the  same  in  the  two  series.  It  is  a 
little  difficult  to  understand  why  the  five- 
year  survival  rate  of  the  breast  group  in  the 
Private  Practice  series  was  not  better  than  in 
the  University  series  when  the  percentage  of 
early  cancer  was  greater  in  the  Private  Prac- 
tice series. 

Size  of  Tumor 

Cases  in  both  the  Private  Practice  series 
and  in  the  University  series  were  utilized  to 
compare  the  size  of  the  tumor  and  per  cent 


TABLE  4.  COMPARISON  OF  SIZE  OF  TUMOR  WITH  5- YEAR  SURVIVAL  RATES 
( BOTH  SERIES  ) ° 


Size  of  Tumor 

Total 

Cases 

Survived 
5 Years 

Died 

Per  Cent 
Survival 

Significance 

2 cm  and  less 

16 

12 

4 

75.0 

Significantly 

BREAST 

5 cm  and  greater 

38 

9 

29 

23.6 

different 

3 - 4 cm 

30 

13 

17 

43  3 

2 cm  and  less 

27 

11 

16 

40.7 

Not  significantly 

COLON 

3-4  cm 

42 

11 

31 

26.1 

different 

5 cm  and  greater 

120 

41 

79 

34.1 

2 cm  and  less 

11 

11 

0 

100.0 

Not  significantly 

THYROID 

3 - 4 cm. 

9 

7 

2 

77.7 

different 

5 cm  and  greater 

4 

3 

1 

75.0 

“Table  does  not  include  multiple  tumors  and  tumors  of 

unknown 

size. 
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of  survival  in  patients  who  had  been  followed 
five  years.  These  results  are  shown  in  Table 
4.  The  tumors  were  divided  into  three  groups: 
2 cm  or  less  in  diameter,  3 to  4 cm  in  di- 
ameter and  5 cm  and  greater  in  diameter.  The 
per  cent  survival  in  the  breast  group  was 
directly  related  to  the  size  of  the  tumor,  i.  e. 
the  smaller  the  tumor  the  greater  the  per  cent 
survival,  and  these  results  were  significant. 
In  the  colon  and  thyroid  groups,  there  was 
some  difference  in  survival  rates  according 
to  the  size  of  the  tumor,  but  these  were  not 
significant  when  the  chi  square  test  was  ap- 
plied. It  would  appear  that  the  size  of  the 
tumor  had  little  to  do  with  prediction  of  sur- 
vival rates  in  colon  and  thyroid  cancers  but 
had  a great  deal  of  significance  in  breast  can- 
cer. 

Time  Interval  Between  First  Symptom  and 
Treatment 

The  relation  of  the  time  lag  between  first 
symptom  and  admission  to  hospital  is  cor- 
related with  survival  rate  in  Table  5.  The 


series  in  all  three  cancer  categories  was 
divided  into  those  patients  where  there  was 
less  than  three  months  between  first  symptom 
and  first  visit  to  the  hospital  and  those  with  a 
time  lag  of  more  than  three  months.  The 
per  cent  five-year  survival  rate  in  the  breast 
group  was  a little  greater  in  those  patients 
who  were  admitted  to  the  hospital  in  less  than 
three  months,  but  this  was  not  a significant 
difference.  The  per  cent  survival  was  exactly 
the  same  in  the  colon  group  and  approximately 
the  same  in  the  thyroid  group.  It  was  most 
unexpected  to  learn  that  treatment  within 
three  months  after  the  first  symptom  did  not 
give  a significantly  better  five-year  survival 
rate  than  when  the  time  from  diagnosis  to 
treatment  was  more  than  three  months. 

In  Table  6 a slightly  different  division  is 
made.  The  cases  were  divided  into  those  with 
a time  lag  of  six  months  or  less  from  first 
symptom  to  hospitalization  and  those  with 
six  months  or  more.  In  this  group  there  was 
not  a significant  difference  in  the  per  cent 


TABLE  5.  RELATION  OF  DURATION  OF  SYMPTOMS  AT  TIME  OF  HOSPITAL 
ADMISSION  TO  SURVIVAL  RATE  IN  PATIENTS  WITH  5-YEAR 
FOLLOW-UP  ( BOTH  SERIES  ) 


From  First  Symptom 

to  First  Visit  to 

Survived 

Per  Cent 

Hospital 

Total 

5 

years 

Died 

Survival 

Significance 

3 mo.  or  less 

64 

44 

20 

68.7 

Not  significantly 

BREAST 

Greater  than  3 mo. 

67 

40 

27 

59.7 

different 

3 mo.  or  less 

86 

31 

55 

36.0 

Not  significantly 

COLON 

Greater  than  3 mo. 

136 

49 

87 

36.0 

different 

3 mo.  or  less 

9 

8 

1 

88.8 

Not  significantly 

THYROID 

Greater  than  3 mo. 

29 

24 

5 

82.7 

different 

TABLE  6.  DURATION  OF  SYMPTOMS 

Ar 

r TIME 

OF  HOSPITAL  ADMISSION 

COMPARED 

WITH  5- 

■YEAR  SURVIVAL  RATES  ( BOTH 

series) 

Time  Interval 

from  First 

Per  Cent 

Symptom  to 

Total 

5-year 

Admission 

Patients 

Survived 

Died 

Survival 

6 mo.  or  less 

75 

43 

32 

57.3 

BREAST 

Greater  than  6 mo. 

50 

31 

19 

62.0 

6 mo.  or  less 

128 

39 

89 

30.4 

COLON 

Greater  than  6 mo. 

83 

30 

53 

36.1 

6 mo.  or  less 

15 

14 

1 

93.3 

THYROID 

Greater  than  6 mo. 

23 

17 

6 

73.9 
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TABLE  7.  SUMMARY  OF  5-YEAR  SURVIVAL  RATES  IN  BREAST  CANCER  ( BOTH  SERIES  ) — 
COMPARISON  OF  SURGERY  ALONE  WITH  SURGERY  PLUS  RADIATION  IN  EARLY 
AND  ADVANCED  DISEASE 


Total 

Cases 

Died 

Survived  Within 
5 Years  5 Years 

Lost  to 
Follow-up* 

Per  Cent 
5 -Year 
Survival 

Significance 

Surgery  alone 

28 

9 

2 

17 

82 

EARLY  DISEASE 

Not  significantly 

Surgery  plus 

different 

radiation 

15 

10 

0 

5 

100 

Surgery  alone 

28 

5 

13 

10 

28 

ADVANCED 

Not  significantly 

DISEASE 

different 

Surgery  plus 

radiation 

56 

16 

31 

9 

34 

“Almost  all  of  those  lost  to  follow-up  were  from  the  University  series. 


survival  in  either  breast,  colon  or  thyroid  can- 
cers between  those  who  were  hospitalized 
within  six  months  from  the  first  symptom  and 
those  in  which  more  than  six  months  had 
elapsed  after  their  first  symptom. 

Surgery  Alone  Compared  to  Surgery  plus 
Radiation  in  Breast  Cancer 

A summary  of  the  five-year  survival  rates  in 
breast  cancer  in  both  series  is  shown  in  Table 
7.  A comparison  was  made  of  those  treated 
with  surgery  alone  and  those  treated  with 
surgery  plus  radiation  in  early  and  advanced 
disease.  The  patients  were  categorized  as 
early  breast  cancer  if  there  was  no  evidence 
of  metastasis  at  the  time  of  diagnosis.  When 
there  was  metastasis  the  patients  were  cate- 
gorized as  advanced  disease.  In  neither  the 
early  disease  group  nor  the  advanced  disease 
group  was  there  any  significant  difference  in 
five-year  survival  rate  between  the  series 
treated  by  surgery  alone  and  the  series  treated 
by  surgery  plus  radiation.  In  almost  every 
instance  the  surgery  alone  was  radical 
mastectomy.  Likewise,  in  those  treated  with 
surgery  plus  radiation  the  operative  procedure 
was  radical  mastectomy. 

A comparison  between  surgery  alone  and 
surgery  plus  radiation  in  those  patients  who 
survived  five  years  was  made.  There  was  no 
difference  in  the  percentage  of  patients  free 
from  cancer  at  the  end  of  five  years  whether 
they  were  treated  by  surgery  alone  or  surgery 
plus  radiation.  From  this  information  it  is 


doubtful  that  radiation  in  addition  to  radical 
mastectomy  is  of  any  value  in  breast  cancer. 

Discussion 

This  study  was  originally  undertaken  to 
compare  data  on  cancer  from  a university 
medical  center  with  data  from  a private 
practice.  The  distribution  of  the  patients 
seems  somewhat  similar.  In  those  patients  who 
have  been  followed  five  years  the  per  cent 
survival  in  the  breast,  colon  and  thyroid  cate- 
gories was  not  significantly  different  in  the 
two  series.  The  average  time  from  the  first 
symptom  to  medical  care  was  considerably 
shorter  in  the  Private  Practice  series,  and  in 
the  breast  and  thyroid  groups  the  time  from 
first  visit  to  doctor  to  hospital  admission  was 
considerably  shorter  in  the  Private  Practice 
group.  The  per  cent  early  disease  compared 
with  per  cent  advanced  disease  in  the  colon 
and  thyroid  categories  were  similar  in  the  two 
series.  In  the  breast  group  more  were  found 
in  the  early  disease  category  in  the  Private 
Practice  series.  The  distribution  of  tumor 
size  showed  smaller  tumors  in  the  Private 
Practice  series.  In  the  Private  Practice  series 
the  tumors  were  smaller,  the  time  lag  between 
first  symptom  and  hospitalization  was  less 
and  the  per  cent  early  disease  greater.  In 
spite  of  these  facts,  the  five-year  survival  rates 
were  not  better.  It  is  recognized  that  negative 
correlation  of  statistical  data  does  not  always 
permit  positive  conclusion.  Just  because  the 
results  judged  by  five-year  survival  rates  w ere 
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not  significantly  different  in  the  University 
and  Private  Practice  groups  does  not  mean 
that  a difference  might  not  have  been  seen 
had  these  groups  been  larger. 

From  these  data  it  would  appear  that  size 
of  tumor  and  time  lag  are  not  really  as  im- 
portant in  the  cure  of  cancer  as  is  generally 
believed.  To  test  this  hypothesis,  data  were 
picked  from  both  series  in  an  attempt  to  de- 
termine the  relation  of  the  size  of  the  tumor 
to  results.  The  only  place  in  which  the  size  of 
the  tumor  seemed  significant  was  in  the 
breast  group  where  a smaller  breast  lesion  had 
a higher  per  cent  survival  than  the  larger 
ones.  It  could  not  be  shown  that  a time  lag  of 
three  months  or  less  from  beginning  of  symp- 
toms to  hospitalization  made  any  difference 
in  the  survival  rate.  Likewise,  a time  lag  of 
six  months  or  less  did  not  show  any  better 
survival  rate  than  in  the  group  with  a time  lag 
of  more  than  six  months. 

The  above  data  would  lend  support  to  Mac- 
donald’s’ belief  about  biological  predetermin- 
ism in  human  cancer.  He  feels  strongly  that 
the  behavior  of  the  neoplasm  in  an  individual 
host  is  an  expression  of  a biological  potential 
established  during  the  inductive  phase  of  neo- 
plasia. Inherent  growth  potential  balanced 
against  whatever  defensive  reactions  are  ex- 
cited in  the  host  constitute  a biological  com- 
plex which  determines  the  natural  history  of 
the  process.  Macdonald  correlated  early  and 
advanced  disease  with  size  of  tumor  in  199 
instances  of  breast  cancer.  In  the  range  be- 
tween 1 and  5 cm  there  was  no  difference  in 
the  incidence  of  regional  metastasis.  There 
was  an  increase  in  the  advanced  disease  in  the 
very  large  tumors,  but  in  general,  the  severity 
and  spread  of  disease  could  not  be  correlated 
with  size  of  lesion. 

Brindley2  in  1942  surveyed  109  patients  with 
colon  carcinoma.  He  found  that  the  size  of  the 
primary  lesion  had  little  or  no  influence  on 
prognosis.  In  fact,  the  tumors  smaller  and 
larger  than  5 cm  had  lymph  node  metastasis 
with  almost  equal  frequency.  Actually,  the 
larger  local  neoplasms  in  his  group  had  better 
five-year  survival  rates. 
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In  1942  Macdonald3  reviewed  2636  cases  of 
breast  cancer.  The  average  period  of  delay  in 
coming  to  treatment  was  3.08  months  for  the 
cured  group  and  4.5  months  for  the  recurrent 
cases.  Of  the  patients  with  five-year  control 
of  their  disease  44  per  cent  came  to  surgical 
treatment  within  three  months  of  the  first 
observation  of  the  tumor,  but  28  per  cent  de- 
layed for  one  year  or  more.  In  Brindley’s 
group  of  colon  carcinomas,  the  resectable 
and  unresectable  group  had  almost  identical 
periods  of  delay,  8.8  and  9.3  months  re- 
spectively. These  data  all  support  the  thesis 
that  when  the  phase  of  early  clinical  detection 
has  been  reached,  the  growth  pattern  of  the 
cancer  has  already  been  established  and  the 
clinician  has  to  cope  with  the  disease  of 
biologically  predetermined  potentiality. 

Summary 

Data  concerning  patients  with  breast,  colon 
and  thyroid  cancer  during  the  period  1955- 
1964  from  the  University  of  Texas  Medical 
Branch  were  compared  with  similar  patients 
from  a private  practice  in  Texas.  In  spite  of 
the  facts  that  time  lag  between  first  symptom 
and  treatment  was  shorter,  the  per  cent  “early 
disease”  was  greater  and  the  tumor  size  was 
smaller,  the  five-year  survival  rates  in  the 
Private  Practice  series  were  not  significantly 
greater  than  in  the  University  series.  There 
were  five-year  survival  rates  in  the  breast 
group  of  about  60  per  cent,  in  the  colon  group 
about  28  per  cent  and  in  the  thyroid  group 
about  90  per  cent. 

When  all  cases  were  surveyed,  only  the 
breast  group  showed  a significant  correlation 
between  size  of  tumor  and  five-year  survival 
rate.  Those  cases  in  all  categories  with  a time 
lag  from  symptom  to  hospitalization  of  less 
than  three  months  did  not  have  any  better 
survival  rate  than  those  with  a time  lag  of 
more  than  three  months.  These  data  support 
the  concept  of  biological  predeterminism. 

Radical  mastectomy  alone  was  followed  by 
as  good  a five-year  survival  rate  in  both  the 
early  and  advanced  disease  groups  of  breast 
cancer  as  radical  mastectomy  plus  radiation. 
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USE  OF  CORTICOSTEROIDS  ALONE  IN  THE 
CONTROL  OF  ACUTE  LEUKEMIA  IN  ADULTS 

A SUMMARY  OF  THE  LITERATURE 
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The  response  of  adults  with  acute  leu- 
kemia to  corticosteroids  offers  some 
interesting  comparisons  to  that  which 
was  observed  in  children  in  an  article  by  the 
writer  in  this  Journal  last  year.  An  overall 
remission  rate  of  only  26%  in  382  adults  with 
all  types  of  the  acute  leukemias  compares  with 
a 68%  rate  noted  in  908  children  treated  dur- 
ing the  five  years,  1959-63.  Age  made  little 
difference,  however,  in  the  response  of  pa- 
tients with  acute  granulocytic  leukemia,  for 
168  adults  showed  a remission  rate  of  14%, 
while  83  children  had  a 17%  rate;  this  in- 
difference of  response  with  age  to  eorticoid 
therapy  has  been  observed  by  several  in- 
vestigators. 

A 65%  remission  of  79  adults  with  acute 
lymphocytic  leukemia  compares  with  a 78% 
rate  for  202  children.  Rarer  forms  of  acute 
leukemia  (monocytic,  erythroleukemia,  etc.) 
registered  only  a 9%  remission  rate  in  45 


adults,  and  a 28%>  rate  in  32  children.  In  98 
adults  with  undifferentiated  acute  leukemais 
the  remission  rate  was  30%,  which  compares 
with  a 62%;  rate  in  591  children  with  undiffer- 
entiated acute  leukemias.  The  smaller  number 
of  adults  treated  in  this  study  makes  the  re- 
sults less  significant  than  those  from  the  larger 
studies  with  children,  but  the  data  suggest 
that  adults  with  the  acute  leukemias  are  less 
responsive  to  corticosteroids  than  are  children, 
except  for  patients  with  acute  granulocytic 
leukemia. 

Corticosteroids,  alone  or  in  combination 
chemotherapy  with  other  cytostatic  drugs, 
continue  to  serve  as  the  most  frequently  used 
agents  against  the  acute  leukemias,  which 
Dameshek  considers  to  be  the  most  feared  of 
all  the  dread  diseases. 

A list  of  41  references  may  be  obtained  from  the 
author. 
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The  American  Cancer  Society  estimated 
that  in  1965  there  were  73,000  new 
cases  of  carcinoma  of  the  colon  and 
rectum.  They  also  estimated  that  there  would 
be  approximately  40,000  deaths  due  to  this 
same  condition.  From  these  figures  alone  we 
recognize  the  magnitude  of  the  problem 
confronting  the  medical  profession  in  attempt- 
ing to  lower  the  mortality  rate  from  this  dis- 
ease. 

During  the  past  20  years  the  mortality  rate 
from  carcinoma  of  the  breast  and  carcinoma 
involving  the  female  genital  tract  has  been 
reduced  considerably,  but  we  cannot  say  the 
same  for  the  mortality  rate  of  cancer  involving 
the  colon  and  rectum.  The  operative  pro- 
cedures involved  in  the  treatment  of  cancer  of 
the  colon  and  rectum  are  fairly  well  standard- 
ized today  so  that  the  improvement  in  the 
mortality  figures  must  come  through  the  early 
diagnosis  of  this  disease.  It  comes  down  to 
this  rather  simple  truth:  each  physician  should 
have  a high  index  of  suspicion  from  the  first 
interview  until  the  final  surgery  has  been  per- 
formed. Unless  earlier  diagnoses  can  be  made, 
there  is  little  chance  of  progress  today.  In 
many  forms  of  cancer,  the  mortality  rate  has 
been  improved  by  the  introduction  of  chemo- 
therapy, high  voltage  radiation  therapy,  and 
the  use  of  certain  hormones,  but  in  the  treat- 
ment of  carcinoma  of  the  colon  and  rectum 
these  advances  in  the  treatment  of  other  forms 
of  cancer  offer  very  little. 

Diagnosis 

Carcinoma  of  the  colon  and  rectum  is  a 
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curable  disease  if  the  tumor  is  diagnosed  and 
removed  surgically  before  invasion  of  the 
bowel  wall  and  the  adjacent  lymph  nodes. 
Muir  points  out  that  in  714  cases  of  large 
bowel  carcinoma  the  average  time  from  the 
onset  of  symptoms  to  diagnosis  and  hospital 
admission  was  five  to  six  months.  A great  deal 
of  the  blame  for  this  delay  rests  solely  with 
the  individual  patient.  However,  in  reviewing 
many  series  of  cases  reported,  we  find  that 
the  medical  profession  must  also  take  some 
of  the  blame  for  the  postponement  of  diag- 
nosis. 

Symptoms  which  should  give  the  physician 
a clue  to  disease  of  the  colon  and  rectum  are 
abdominal  pain,  bleeding,  any  change  in  the 
bowel  habits,  change  in  the  size  of  the  stool, 
pus  or  mucous  discharge,  weakness,  dizziness, 
loss  of  weight,  or  unexplained  anemia.  Any 
patient  presenting  one  or  more  of  these  symp- 
toms should  have  first  a digital  examination,  a 
sigmoidoscopic  examination  after  the  bowel 
has  been  prepared,  and  a barium  enema.  If 
these  are  found  to  be  normal  on  the  first  ex- 
amination and  the  symptoms  persist,  the 
barium  enema  should  be  repeated  once  or 
even  twice.  If  the  symptoms  are  still  un- 
explained after  repeated  barium  enemas,  then 
the  patient  should  have  an  exploratory 
laparotomy  to  rule  out  a lesion  which  the 
radiologist  has  been  unable  to  visualize.  Every 
attempt  should  be  made  to  diagnose  this  type 
of  lesion  before  an  abdominal  mass  appears  or 
before  the'  signs  of  obstruction  require  surgery 
without  proper  bowel  preparation. 


The  Journal  of  the  South  Carolina  Medical  Association 


* 


CANCER  OF  COLON  AND  RECTUM 


Tumors  of  the  rectum  and  sigmoid  lend 
themselves  to  early  diagnosis  to  a greater 
extent  than  any  other  lesion  involving  the 
gastrointestinal  tract.  Annual  checkups  should 
always  include  a digital  and  a sigmoidoscopie 
examination  even  though  no  symptoms  are 
present. 

When  polyps  are  diagnosed,  the  question 
of  the  lesion  being  benign  or  malignant  is 
purely  academic.  We  know  that  colon  and 
rectal  polyps  have  the  capacity  to  undergo 
malignant  degeneration,  therefore,  they  should 
be  removed  as  soon  as  possible  after  diagnosis. 
For  a more  detailed  discussion  of  colon  and 
rectal  polyps,  I refer  you  to  the  article  by 
Turell.1 

Any  unexplained  anemia  should  suggest  to 
the  surgeon  the  presence  of  carcinoma  of  the 
colon  until  it  has  been  ruled  out  by  repeated 
x-ray  examinations.  An  attack  of  diverticulitis 
should  call  routinely  for  a barium  enema  as 
soon  as  the  acute  symptoms  have  subsided. 

Sigmoidoscopy  should  be  performed  on  all 
patients  with  hemorrhoids  regardless  of 
whether  or  not  there  is  a history  of  bleeding 
and  the  passage  of  mucus.  No  patient  who 
presents  himself  to  the  physician  with  any  of 
these  symptoms  listed  above  should  be  given 
a clean  bill  of  health  after  one  normal  barium 
enema  has  been  reported.  Digital  examina- 
tions and  sigmoidoscopie  examinations  should 
be  routine  procedures  in  the  surgeon’s  office 
as  the  taking  of  the  blood  pressure  is  routine 
in  the  office  of  the  general  practitioner  and  the 
internist. 

Operative  Treatment  of  Carcinoma  of 
Colon  and  Rectum 

General  Consideration  for  All  Types  of 
Carcinoma  of  the  Colon  and  Rectum 

A general  exploration  is  accomplished 
through  an  appropriate  abdominal  incision. 
This  is  to  determine  whether  resection  shall 
be  palliative  or  curative.  The  vascular  pedicle 
should  be  ligated  as  nearly  as  possible  at  its 
source  before  the  lesion  has  been  traumatized. 
Next,  an  obstructive  ligature  should  be  placed 
above  and  below  the  lesion  to  be  resected. 
After  the  lesion  has  been  resected  and  the 


viability  of  the  remaining  bowel  has  been 
shown,  both  proximal  and  distal  colon  should 
be  irrigated  in  order  to  lessen  the  possibility 
of  a recurrence  at  the  site  of  anastomosis. 
Rosi,  Cahill,  and  Carey2  have  shown  that 
sterile  water  is  quite  effective  for  this  purpose. 
If  the  patient’s  condition  is  unusually  good 
and  there  is  no  gross  involvement  other  than 
the  adjacent  lymph  nodes,  the  operator  may 
decide  to  do  an  extended  radical  type  of 
operative  procedure.  This  will  depend  entirely 
upon  the  operator’s  skill  and  will  not  be  dis- 
cussed in  detail  in  this  paper.  Morgan3  has 
reported  an  increase  in  the  morbidity  without 
an  increase  in  the  five  year  survival  rate  in  his 
series  of  cases  where  the  extended  radical  type 
of  operative  procedure  was  done. 

Frequent  changes  should  be  made  in  the 
operator’s  and  assistant’s  gloves  to  decrease 
the  opportunity  of  seeding. 

For  lesions  involving  the  cecum  and 
ascending  colon,  the  specimen  should  consist 
of  at  least  10  to  12  cm  of  ileum,  the  entire 
ascending  colon  and  half  of  the  transverse 
colon,  along  with  all  of  the  lymph  nodes 
draining  this  segment  of  bowel. 

For  lesions  in  the  transverse  colon,  the  re- 
section should  include  all  of  the  bowel  sup- 
plied by  the  middle  colic  artery. 

For  lesions  in  the  splenic  flexor,  the  left 
half  of  the  transverse  colon  and  most  of  the 
descending  colon  should  be  removed. 

For  lesions  in  the  sigmoid  region,  a section 
at  least  12  cm  above  the  lesion  and  10  cm 
below  the  lesion  should  be  excised.  This  con- 
forms with  the  distribution  of  the  arterial  sup- 
ply in  this  area. 

For  lesions  of  the  lower  sigmoid  and  upper 
rectum,  an  anterior  resection  should  be  per- 
formed if  the  distal  resection  can  be  executed 
10  cm  below  the  lesion.  If  this  cannot  be  done, 
then  an  abdominal  perineal  resection  with 
permanent  colostomy  is  indicated.  Dunphy 
and  Broderick'  have  shown  that  10  cm  of 
bowel  as  measured  in  the  patient  is  5 cm  after 
resection  and  only  3 cm  after  fixation  by 
formalin. 

The  omentum  should  be  removed  routinely 
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with  all  lesions  of  the  colon  above  the  sigmoid 
area. 

The  problem  of  local  seeding  should  be 
borne  in  mind  during  the  entire  operative 
procedure.  Handling  of  the  tumor  itself  should 
be  held  to  a minimum. 

Vink,  Cohen,  and  Poff1 2 3 4 5 6  have  shown  that  by 
using  antibiotics  in  the  preparation  of  the 
bowel,  the  chances  of  recurrent  tumor  at  the 
site  of  anastomosis  may  be  increased.  They 
feel  that  this  is  probably  due  to  a marked 
decrease  in  the  bacterial  count.  This  carries 
with  it  the  implication  that  the  normal  bac- 
teria flora  may  destroy  tumor  cells  which  are 
free  in  the  lumen  of  the  bowel.  Fletcher 
et  al,"  have  shown  in  their  series  of  eases  that 
a mechanically  clean  bowel  is  more  desirable 
than  a bacteriologically  sterile  bowel. 

Recurrent  Carcinoma 

Dunphy7  has  reported  a series  of  15  cases 
of  recurrent  carcinoma.  Two  of  the  15  pa- 
tients lived  over  15  years  after  the  second 
operation.  This  alone  is  sufficient  evidence 
that  the  surgeon  should  be  aggressive  when 
he  suspects  recurrent  carcinoma  of  the  rectum 
and  colon. 

We  all  should  attempt  to  keep  an  open  mind 
concerning  the  use  of  supervoltage  irradiation 
in  the  treatment  of  colon  and  rectum  cancer. 
Some  most  interesting  work  is  now  being 
done  using  supervoltage  preoperatively.  Some 
patients  who  were  classified  originally  as 
inoperable  were  later  operated  upon  and  a 
satisfactory  resection  was  performed.  I refer 


to  the  articles  by  Quan  et  al,s  Stearnes  et  al,9 
and  Learning  et  aid0 

Chemotherapy 

According  to  Economou  and  Cole11  there 
has  been  no  dramatic  breakthrough  in  chemo- 
therapy of  cancer  of  the  alimentary  tract. 
There  is  considerable  question  as  to  whether 
chemotherapy  has  anything  to  offer  this  type 
of  case.  There  is  reason  to  believe  that  in  the 
not  too  far  distant  future  surgeons  may  have 
some  chemotherapeutic  agent  to  help  over- 
come this  dreaded  disease. 

Prognosis  and  Summary 

The  five  year  survival  rate  for  cancer  of  the 
colon  and  rectum  has  improved  very  little  in 
the  last  20  years.  The  percentage  rates  range 
from  the  low  forties  to  the  mid  sixties,  de- 
pending on  location  and  stage  of  the  tumor. 
Apparently  the  overall  rate  for  all  cases  is 
approximately  50%.  For  patients  with  ob- 
structing lesions  the  rate  is  about  25%.  It  is 
interesting  that  sometimes  rapid  recurrence 
occurs  in  what  seems  to  be  a successful  opera- 
tion. As  stated  earlier,  the  prognosis  may  be 
improved  with  careful  attention  to  such  things 
as  minimal  manipulation  of  the  tumor  with 
early  ligation  of  the  mesenteric  vessels.  Moist 
tapes  should  be  placed  over  the  lesion.  Liga- 
tures should  be  placed  above  and  below  the 
mass.  However,  it  stands  to  reason  that  the 
best  prognosis  is  to  be  obtained  by  early 
diagnosis  and  adequate  surgery.  All  other 
additional  forms  of  treatment  are  secondary 
to  this. 
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The  techniques  of  exfoliative  cytology 
have  been  extensively  applied  to  both 
normal  and  abnormal  processes  taking 
place  in  the  cervix  uteri.  It  is  generally  be- 
lieved by  most  pathologists  that  an  accurate 
cytological  differentiation  of  carcinoma  in 
situ  from  dysplastic  changes  and  from  frank 
invasive  carcinoma  can  be  made  in  the 
majority  of  cases.  There  are,  however,  situa- 
tions where  the  cytopathologist  is  not  able  to 
take  a definite  stand  and  must  report  his 
findings  to  the  clinician  with  caution. 

The  objective  of  this  study  was  to  give  the 
Senior  Clinical  Clerk  some  depth  of  insight 
into  a specific  problem  encountered  in  the 
cytology  laboratory.  In  the  time  allowed  an 
endeavor  has  been  made  to  review  the  history 
of  the  method,  to  define  and  give  the  diag- 
nostic criteria  and  the  cytological-histological 
correlation  of  carcinoma  in  situ  at  the  Medical 
College  of  South  Carolina. 

The  term  carcinoma  in  situ  is  widely 
accepted  today  and  was  coined  by  Schott- 
lander  and  Kermauner  in  1912  and  revived  by 
Broders  in  1932.  Descriptions  synonymous 

This  paper  was  written  in  1966  when  Dr.  Ward 
was  a Senior  Medical  Student.  Medical  College  of 
South  Carolina  Department  of  Pathology,  Cytology 
Division. 
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with  carcinoma  in  situ  have  appeared  in  the 
literature  for  over  50  years  and  include  terms 
such  as:  preinvasive  carcinoma,  intraepithelial 
carcinoma,  precancerous  epithelium,  Bowen’s 
disease  of  the  cervix  and  epidermoid  car- 
cinoma without  evidence  of  invasion. 

Next  to  carcinoma  of  the  breast,  carcinoma 
of  the  reproductive  tract  is  the  second  most 
common  carcinoma  in  women  and  carcinoma 
of  the  cervix  is  the  most  frequent  in  this 
group. 

Carcinoma  of  the  cervix  may  occur  at  any 
age  but  is  uncommon  in  the  first  two  decades. 
The  highest  incidence  occurs  between  the 
ages  of  40  to  80  years.  Carcinoma  of  the 
cervix  comprises  about  10%  of  all  malignant 
tumors  in  women. 

Carcinoma  in  situ  is  found  more  frequently 
in  a younger  age  group  than  is  invasive  car- 
cinoma of  the  cervix.  The  peak  ages  appear  to 
be  between  35  and  50  years.  In  general,  car- 
cinoma in  situ  is  diagnosed  in  women  5 to  10 
years  younger  than  those  in  whom  a diagnosis 
of  invasive  carcinoma  is  made. 

There  is  considerable  controversy  among 
investigators  as  to  whether  in  situ  lesions 
always  progress  into  frankly  invasive  cervical 
carcinoma  and  even  greater  controversy  over 
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Figure  1.  Cervical  smear  showing  dyskaryosis 
(dysplasia).  Papanicolaou  stain,  lOOx  objective. 


the  question  whether  all  invasive  cervical  car- 
cinomas begin  as  “in  situ”  lesions. 

Carcinoma  of  the  cervix  has  a 2:1  incidence 
in  American  Negro  women  as  compared  to 
Caucasian  women.  The  lesion  is  rare  in  Jewish 
women  and  extremely  uncommon  in  virgins. 
After  the  age  of  35  married  women  show  a 
2:1  incidence  over  single  women  and  there  is 
an  increased  incidence  correlated  to  some 
extent  with  multiparity. 

The  consensus  is  that  chronic  irritation  in 
the  form  of  chronic  cervicitis  plays  some 
causal  role.  The  low  incidence  of  carcinoma 
of  the  cervix  in  celibate  women  has  led  to 
research  which  suggests  that  a chronic  source 
of  irritation  may  be  penile  smegma.  There  is 
evidence  that  smegma  harbors  a carcinogen 
that  accounts  for  the  increased  frequency  of 
carcinoma  of  the  cervix  in  the  mates  of  un- 
circumcised males.  This  is  supported  by  the 
fact  that  carcinoma  of  the  cervix  is  rare  in 
nuns  and  Jews. 

Statistical  studies  show  that  there  is  an  in- 
creased incidence  of  carcinoma  of  the  cervix 
in  prostitutes,  and  in  women  who  had  early 
marriages  and  early  child  bearing. 

Most  gynecologists  have  accepted  the  fact 
that  carcinoma  in  situ  represents  a lesion 
which  at  times  progresses  to  an  invasive  neo- 
plasm and,  therefore,  demands  active  treat- 
ment. Some  clinicians  and  pathologists 
hesitate  to  apply  the  word  cancer  to  a lesion 
which  does  not  have  the  three  characteristics 
of  malignancy:  changes  in  epithelial  cells,  loss 


of  the  normal  form  of  the  tissue  and  invasion 
of  other  tissues.  There  is  little  doubt  that  some 
cases  of  carcinoma  in  situ  regress  spontane- 
ously while  others  proceed  to  invasive  lesions. 

Carcinoma  in  situ  may  be  defined  as  a 
lesion  in  which  the  entire  thickness  of  the 
squamous  epithelial  layer  is  replaced  by  cells 
histologically  indistinguishable  from  those  of 
frank  invasive  cancer  with  complete  loss  of 
stratification  but  with  no  invasive  penetra- 
tion of  the  basement  membrane. 

Histological  Characteristics 

1.  Epithelial  structure.  In  the  normal  squam- 
ous epithelium  the  palisade-like  basal  layer 
is  comprised  of  cells  whose  axis  is  per- 
pendicular to  the  surface.  The  axis  of  the 
covering  layer  of  flat  cells  runs  parallel  to 
the  surface;  between  both  zones  an  inter- 
mediate layer  without  orientation  is  found. 
In  carcinoma  in  situ  this  structure  is  not 
entirely  lacking.  One  is  usually  able  to 
recognize  a basal  layer,  although  this  may 
be  well  formed.  Sometimes  even  a super- 
ficial flattened  layer  is  evident.  Between 
these  two  zones  the  cells  show  great  varia- 
tion in  their  arrangement. 

2.  Mitoses.  In  most  cases  of  carcinoma  in  situ 
the  number  of  mitoses  is  great;  however, 
there  may  be  few  or  no  mitoses.  The  mitotic 
figures  are  found  not  only  in  the  basal  cells 
but  also  in  the  middle  and  even  superficial 
layers. 

3.  Nucleus.  The  nuclei  vary  considerably. 
Most  often  they  are  rich  in  chromatin  and 


Figure  2.  Cervical  smear  showing  carcinoma  in 
situ.  Papanicolaou  stain,  lOOx  objective.  


390 


The  Journal  of  the  South  Carolina  Medical  Association 


CYTOLOGY  OF  CARCINOMA  IN  SITU 


appear  hyperchromatic.  The  chromatin  is 
usually  clumped.  The  form  and  size  of  the 
nucleus  also  varies.  Long  spindle-shaped 
or  narrow  cylindrical  nuclei  rich  in  chro- 
matin may  be  found  as  demonstrated  on 
transverse  section.  Spherical  to  oval  nuclei 
with  less  dense  chromatin  are  found. 

4.  Cytoplasm.  Compared  with  the  nuclei  the 
cytoplasm  is  scant.  Usually  all  signs  of 
cytoplasmic  differentiation  are  lacking. 
Thus  the  nuclei  lie  closer  together  and  the 
carcinoma  in  situ  assumes  a dark  appear- 
ance on  histological  slides. 

5.  Growth.  Carcinoma  in  situ  grows  by  push- 
ing away  the  surface  columnar  epithelium 
or  that  of  the  cervical  glands.  The  epi- 
thelium of  the  lesion  may  protrude  like  a 
bud  into  the  lumen  of  the  gland  or  may 
encircle  and  dislodge  the  whole  glandular 
epithelium  from  the  basal  membrane  with- 
out destroying  it. 

Every  cytologic  diagnosis  of  carcinoma  in 
situ  of  the  uterine  cervix  should  be  confirmed 
by  histological  evaluation  of  the  tissue.  The 
tissue  sample  may  be  by  biopsy  or  conization. 
The  relative  value  of  these  two  methods  of 
histologic  conformation  is  not  the  subject  of 
this  discussion. 

Cytologically,  in  situ  carcinomas  are  char- 
acterized by  a mixture  of  dysplastic  and 
cancer  cells.  The  smears  usually  contain  a 
greater  number  of  abnormal  cells  than  in 
borderline  lesions  and  there  is  greater  varia- 
tion in  the  cell  population.  Smears  from  in 
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Figure  3.  Cervical  biopsy  showing  atypical  epi- 
thelial hyperplasia  (dysplasia).  H & E stain,  45x 
objective. 


Figure  4.  Cervical  biopsy  showing  carcinoma  in 
situ.  H & E stain,  45x  objective. 


situ  lesions  generally  have  a clean  background 
without  evidence  of  necrosis  and  blood  is 
rarely  seen  unless  the  cervix  was  traumatized 
or  when  there  is  an  incidental  associated  in- 
fection. 

The  cancer  cells  in  carcinoma  in  situ  are 
remarkably  uniform  contrasted  with  the 
heteromorphism  of  cancer  cells  in  smears  of 
invasive  carcinoma. 

A syncytium  is  frequently  observed  at  some 
site  in  the  sample.  Compared  to  mature 
squamous  cells,  the  cells  of  carcinoma  in  situ 
are  relatively  small.  They  usually  are  round 
or  oval,  or  sometimes  polygonal  in  form. 
There  is  little  pleomorphism.  The  cytoplasm 
border  may  or  may  not  be  distinct.  The  stain- 
ing reaction  of  the  cytoplasm  is  usually  baso- 
philic or  cyanophilic  with  fewer  acidophilic 
or  eosinophilic  cells.  Although  observed,  cyto- 
plasmic vacuolization  is  not  common. 

The  nucleus  is  relatively  large  in  relation  to 
the  cytoplasmic  mass,  and  may  be  round  or 
oval,  depending  upon  the  shape  of  the  cell. 
Generally  the  structure  of  the  nucleus  is 
coarsely  granular,  and  the  chromatin  is  uni- 
formly dispersed  in  the  nucleus,  at  times  sug- 
gesting an  early  stage  of  mitosis.  Although 
chromocenters  are  observed,  large  acidophilic 
macronucleoli  are  not  observed.  There  may 
be  a dense  accumulation  of  ehromatinic 
material  beneath  the  nuclear  membrane  in 
some  forms. 
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In  1963  there  were  68  tissue  diagnoses  of 
carcinoma  in  situ  at  the  Medical  College  of 
South  Carolina  which  had  previous  cytological 
evaluation.  Only  two  cytopathologists  evalu- 
ated the  cervical  smears,  whereas,  the  tissue 
diagnoses  were  made  randomly  by  all  mem- 
bers of  the  pathology  attending  staff  for  that 
year. 

Tables  I and  II  represent  in  tabulated  form 
the  cytological  diagnosis  of  68  cervical  smears 
as  evaluated  by  two  cytopathologists  at  the 
Medical  College  of  South  Carolina.  Only  the 
cytological  diagnosis  is  presented  as  all  of 
these  cases  had  a tissue  diagnosis  of  carcinoma 
in  situ. 


Table  I — Pathologist  A 
Carcinoma  in  situ 
Carcinoma  undetermined 
Doubtful 
Dyskaryosis 

Total 

2 

4 

2 

1 

9 

Table  II  — Pathologist  B 
Carcinoma  in  situ 

19 

Invasive  Carcinoma 

6 

Carcinoma  undetermined 

3 

Doubtful 

2 

Dyskaryosis 

24 

Infectious  exudate 

1 

Negative 

4 

Total 

59 

Combining  the  evaluations  of  both  cyto- 
pathologists one  finds  that  41  of  68  cases  were 


diagnosed  as  carcinoma,  4 of  the  68  cases  as 
doubtful,  25  of  the  68  cases  as  dyskaryosis,  4 
of  the  68  cases  as  negative  and  1 of  the  68 
cases  as  infectious  exudate. 

Considering  the  tremendous  variation  of 
several  parameters  the  cytological  evaluation 
must  be  rated  as  good  as  only  5 of  68  cases 
received  an  evaluation  of  lower  grade  than 
dyskaryosis. 

Cytological  evaluation  depends  greatly  on 
the  taking  of  adequate  cervical  smears  and 
one  must  keep  in  mind  that  these  samples 
were  obtained  by  persons  whose  clinical  ex- 
perience ranged  from  that  of  a junior  medical 
student  to  that  of  an  attending  gynecologist 
of  the  Medical  College  of  South  Carolina. 

Conclusions 

1.  Carcinoma  in  situ  is  a definitive  diag- 
nosis by  histological  evaluation. 

2.  Carcinoma  in  situ  can  be  accurately  pre- 
dicted in  a tissue  section  by  the  experienced 
cytopathologist. 

3.  All  cytological  diagnoses  of  carcinoma  in 
situ  should  be  confirmed  by  histological 
evaluation  by  means  of  biopsy  or  conization. 

4.  All  histological  follow-ups  of  patients 
with  a previous  cytological  diagnosis  of  car- 
cinoma in  situ  should  be  evaluated  by  the 
pathologist  who  made  the  original  cytological 
diagnosis. 


Ineffectiveness  of  prophylactic  antimicrobial  drugs 
in  surgery—  R.  C.  Karl  et  al.  New  Eng  J Med  275:305- 
308  (Aug  11)  1966. 

A double-blind  study  of  the  effect  of  prophylactic 
antimicrobials  on  postoperative  infectious  complica- 
tions in  patients  undergoing  150  surgical  procedures 
was  carried  out,  using  large  parenteral  doses  of 
methicillin  and  chloramphenicol  given  immediately 
before,  during,  and  immediately  after  operation. 
Wound  infections  were  no  less  common  in  the  pa- 
tients receiving  antimicrobial  agents  ( 18.5% ) than 
in  the  placebo  group  (12.9%).  The  chemotherapeutic 
regimen  similarly  failed  to  influence  significantly  the 
incidence  of  postoperative  pulmonary  infectious  com- 
plications or  other  miscellaneous  infections.  This  fail- 
ure of  antimicrobial  prophylaxis  persisted  when  pa- 
tient groups  were  evaluated  according  to  type  of 
operation.  In  general,  organisms  having  similar  anti- 
microbial sensitivities  accounted  for  wound  infections 
in  the  patients  receiving  placebo  and  in  those  re- 
ceiving drugs. 
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AN  ELEVEN  YEAR  REVIEW 

H.  BIEMANN  OTHERSEN,  JR.,  M.  D. 

Charleston,  South  Carolina 


The  diagnosis  of  cancer  in  a child  is  both 
distressing  and  depressing.  Only  re- 
cently has  there  been  a hopeful  outlook 
in  the  treatment  of  cancer  in  children.  Prior 
to  this  decade,  pediatric  cancer  was  thought 
to  be  rare,  and  a child  cured  of  cancer  con- 
sidered almost  unique.  Today,  although  the 
expectation  of  ultimate  survival  with  dis- 
seminated neoplasm  remains  unchanged,  there 
is  optimism  in  the  treatment  of  cancer  in 
childhood.  Newer  chemotherapeutic  drugs  in 
combination  with  irradiation  therapy  may 
render  more  cancers  locally  resectable  and 
thereby  offer  a greater  chance  of  cure. 

Cancers  in  children  differ  from  their 
counterparts  in  adults.  Carcinomas  or  epi- 
thelial tumors  predominate  in  the  older  age 
groups.  In  children,  sarcomas  of  mesenchymal 
origin  are  most  common.  The  emotional  con- 
siderations in  children  and  their  parents, 
although  no  greater  than  in  adults  with  can- 
cer, are  worthy  of  special  mention.  In  addi- 
tion, in  a young  child  the  factor  of  patient 
del  ay  is  largely  the  responsibility  of  the 
parents  and  is  heavily  influenced  by  the 
acumen  of  the  family  physician. 

Today,  in  the  United  States  cancer  ranks 
second  only  to  accidents  as  the  cause  of  death 
of  children  one  to  fourteen  years  of  age.1 
Prior  to  one  year  of  age  congenital  malforma- 
tions lead  the  mortality  list.  In  England,  in  the 
same  age  group,  cancer  ranks  third  as  the 
cause  of  death.2  There,  accidents  lead  the 
list,  with  pulmonary  infections  second. 


Methods 

In  the  eleven  years  which  have  elapsed 
since  the  opening  (September  27,  1955)  of 
the  Medical  College  Hospital,  207  children 
under  16  years  of  age  have  been  treated  for 
cancer.  All  charts  have  been  reviewed  and 
follow-up  information  traced  through  the  hos- 
pital Record  Room  and  the  local  Cancer 
Registry.  This  study  includes  only  those  chil- 
dren, both  service  and  private,  with  a definite 
diagnosis  of  a malignant  lesion.  No  benign 
tumors  are  included.  Where  follow-up  in- 
formation is  not  available,  the  outcome  is 
listed  as  unknown.  Those  patients  listed  as 
alive  and  well  include  all  children  who  are 
surviving  at  the  time  of  this  report,  with  no 
effort  made  to  segregate  them  by  length  of 
survival.  All  intracranial  neoplasms  are  in- 
cluded in  the  list  of  brain  tumors.  Some  of 
these  intracranial  lesions  may  be  histologically 
benign  (such  as  low-grade  astrocytoma  or 
meningioma),  but  they  are  all  clinically 
malignant  because  of  location.  These  intra- 
cranial neoplasms  do  not  fit  the  criteria  for 
malignancy  elsewhere  in  the  body  and  for 
that  reason,  all  are  included.  Brain  tumors 
and  leukemia  are  included  in  this  report  only 
for  the  completeness  of  the  statistical  survey. 
These  two  groups  of  patients  will  not  be  dis- 
cussed further. 

Results 

At  this  hospital,  brain  tumors  comprise 
the  largest  group  of  malignant  neoplasms 
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in  children.  Forty-nine  children  are  listed 
with  a definite  diagnosis  of  intracranial  neo- 
plasm either  by  craniotomy  or  by  autopsy. 
This  large  segment  represents  23%  of  the 
total  number  of  children  with  cancer.  Con- 
trary to  other  reports,  children  with  brain 
tumors  in  this  series  outnumber  those  with 
leukemia.  There  have  been  only  42  children 
with  all  types  of  leukemia  treated  at  this  hos- 
pital. In  most  reports  leukemia  far  exceeds  the 
other  cancers  of  children.  Our  low  incidence 
of  leukemia  may  be  the  result  of  several  fac- 
tors. 

The  remaining  116  children  had  some  form 
of  solid  cancer.  A summary  of  the  entire  group 
appears  in  Table  I.  A detailed  tabulation  of 
all  cases  listed  according  to  diagnosis  is 
shown  in  Table  II.  There  are  twelve  patients 
with  brain  tumors  for  whom  current  follow-up 
data  are  lacking.  For  that  reason,  brain  tumors 
are  not  included  in  the  survival  percentage. 

TABLE  1 


CANCERS  IN  CHILDREN 
0-15  YEARS  OF  AGE 

LEUKEMIA  42 

BRAIN  TUMORS  49 

OTHER  SOLID  MALIGNANT  TUMORS  116 

TOTAL  207 


The  lymphomas  are  classified  according  to  the 
pathological  diagnosis  established  at  biopsy 
or  excision.  It  is  possible  that  some  patients 
here  classified  as  having  lymphosarcoma  may 
actually  have  had  early  leukemia.  One  patient 
in  this  series  with  a diagnosis  of  lympho- 
sarcoma died  with  a picture  of  acute  leukemia. 

Discussion 

The  salient  features  in  diagnosis  and  treat- 
ment of  the  major  groups  of  cancers  occurring 
in  children  are  outlined  below: 

Reticuloendothelial  Cancers 
This  group  includes  lymphosarcoma,  Hodg- 
kin’s disease,  and  reticulum  cell  sarcoma. 
Often  these  diseases  begin  as  localized 
lymphoid  changes  and  can  be  treated  by 
either  surgical  excision  or  irradiation  or  both. 
The  treatment  of  this  group  of  patients  at  our 
hospital  has  been  primarily  by  irradiation.  Of 


TABLE  II 


SURVIVAL  — ==j 

(Solid  Tumors) 

TOTAL 

ALIVE 

ond 

WELL 

ALIVE 

with 

TUMOR 

OEAD 

UNKNOWN 

1.  Neuroblostomo 

23 

3 

0 

19 

1 

2.  Retinoblastoma 

4 

2 

0 

2 

0 

3.  Lymphosarcoma 

19 

3 

0 

16 

0 

4.  Hodgkins 

6 

4 

0 

2 

0 

5.  Reticulum  Cell  Sarcomo 

3 

0 

0 

2 

1 

6.  Wilms  Tumor 

12 

7 

0 

5 

0 

7.  Osteogenic  Sarcoma 

9 

2 

0 

6 

1 

8.  Ewings  Sorcoma 

2 

0 

0 

2 

0 

9.  Fibrosorcoma 

5 

3 

0 

2 

0 

10.  Mlsc.  Sarcomas 

7 

2 

0 

5 

0 

1 1.  Corcinoma  Nasopharynx 

4 

1 

0 

3 

0 

12.  Carcinoma  Thyroid 

4 

3 

1 

0 

0 

13.  Hepatoma 

3 

1 

1 

1 

0 

14.  Carcinoma  of  Skin 

3 

3 

0 

0 

0 

15.  Misc.  Corcinomas 

3 

1 

0 

2 

0 

16.  Terotomas 

5 

3 

0 

2 

0 

17.  Misc.  Concers 

4 

1 

0 

2 

1 

TOTALS 

SURVIVAL 

116 

33.6% 

39 

2 

71 

4 

Brain  Tumors 

49 

2 

30 

12 

the  eight  survivors  in  this  group  of  patients 
with  lymphoma,  six  had  the  disease  localized 
to  the  cervical  region  and  were  all  treated 
by  external  irradiation.  One  patient  with 
Hodgkin’s  disease  had  lower  abdominal 
masses  and  femoral  node  enlargement.  X-ray 
therapy  was  the  only  treatment.  The  final 
survivor  had  lymphosarcoma  of  the  cecum 
and  adjacent  ileum.  Resection  of  the  terminal 
ileum  and  ascending  colon  effected  a cure. 
The  survival  rate  for  lymphosarcoma  in  this 
series  is  only  16  percent  whereas  66  percent 
of  the  children  with  Hodgkin’s  disease  sur- 
vived after  irradiation  alone.  The  early  de- 
tection and  biopsy  of  any  enlarged  or  sus- 
picious lymph  nodes,  especially  in  the  neck, 
are  mandatory  in  order  to  begin  treatment 
before  dissemination  occurs. 

Neural  Cancers 

This  group  includes  neuroblastoma  and 
retinoblastoma.  Neuroblastoma  is  the  most 
common  malignant  soft  tissue  tumor  of 
infancy  and  childhood.  It  is  a tumor  of  early 
life  with  the  peak  incidence  before  three 
years  of  age.  Disseminated  neuroblastoma  has 
even  been  present  at  birth.  These  tumors  arise 
from  the  sympathetic  nerve  trunks  or  from 
the  adrenal  glands.  Although  abdominal  or 
thoracic  locations  are  the1  usual  sites,  neuro- 
blastoma occasionally  occurs  in  the  neck  or 
anywhere  sympathetic  nervous  tissue  is 
located.  These  neoplasms  metastasize  readily 
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to  the  liver  and  to  the  bone  marrow  and  may 
show  themselves  in  devious  ways.  Often  a 
firm,  hard,  abdominal  mass  is  the  first  evi- 
dence of  neoplasm.  Occasionally  a child  will 
complain  of  malaise  and  fever  or  of  pain  in  a 
bone.  X-rays  then  may  reveal  metastatic 
lesions  when  medical  consultation  is  first 
made.  A child  with  an  osteolytic  lesion  or  a 
firm  abdominal  mass,  which  displaces  but 
does  not  intrinsically  distort  the  calyceal  sys- 
tem of  the  kidneys,  should  be  considered  to 
have  a neuroblastoma  until  proved  otherwise. 
Of  considerable  help  is  the  analysis  of  the 
urine  for  the  degradation  products  of  cate- 
cholamine metabolism.  These  substances  may 
appear  in  the  urine  as  homovanillic  acid 
(HVA),  normetanephrine,  metanephrine,  or 
3-methoxy-4-hydroxymandelic  acid  (VMA).3 
The  finding  of  increased  quantities  of  these 
substances  in  a 24  hour  urine  specimen  is 
usually  indicative  of  a functioning  neural 
tumor.  Any  or  all  of  these  substances  may  be 
increased.  Both  the  malignant  neuroblastomas 
and  ganglioneuroblastomas  and  the  benign 
ganglioneuromas  are  associated  with  elevated 
urinary  catecholamine  excretion.  Any  one 
tumor  may  contain  areas  in  different  stages 
of  differentiation  so  that  one  portion  of 
a tumor  may  show  an  undifferentiated  small 
cell  neuroblastoma  while  another  portion 
shows  mature  ganglion  cells.  Some  of  these 
tumors  have  been  reported  to  undergo  spon- 
taneous reversion  to  the  benign  ganglio- 
oieuroma  and  to  remain  dormant  for  many 
years. 

An  added  impetus  to  early  diagnosis  of 
neuroblastoma  is  that  the  best  survival  figures 
have  been  in  children  less  than  one  year  of 
age.  There  have  been  survivors  with  “cure” 
even  when  metastatic  neuroblastoma  involves 
the  liver  or  subcutaneous  tissues.  In  one  large 
unpublished  series,'  the  survival  rate  for  chil- 
dren older  than  one  year  was  5 percent  where- 
as 50  percent  of  children  in  whom  the  tumor 
was  detected  prior  to  one  year  of  age  are  now 
surviving. 

Treatment  of  children  with  neuroblastoma 
usually  consists  of  a combination  of  surgical 
excision,  irradiation,  and  chemotherapy.  When 


exploration  for  a suspected  neuroblastoma  is 
undertaken,  the  diagnostic  possibilities  should 
be  considered.  Then,  if  a resectable  lesion  is 
found,  complete  removal  should  be  accom- 
plished and  follow-up  irradiation  given.  If 
complete  removal  is  impossible,  a biopsy  is 
done  to  establish  the  diagnosis  and  the  limits 
of  the  tumor  outlined  with  metallic  clips. 
Irradiation  therapy  can  then  be  given  and 
after  resolution  of  the  tumor,  a second  ex- 
ploration can  be  made  to  remove  any  re- 
sidual neoplasm.  When  the  diagnosis  is  cer- 
tain at  the  time  of  original  operation,  intra- 
venous chemotherapy  may  be  effective.  Cyclo- 
phosphamide (Cytoxan)  may  be  given  intra- 
venously during  the  procedure.  The  usual 
dosage  of  cyclophosphamide  is  10  mg/Kg/day 
for  seven  days  intravenously.  It  may  be 
elected  to  give  this  drug  only  during  the 
operation  and  for  one  or  two  days  thereafter. 
Since  neuroblastoma  is  very  radiosensitive, 
x-ray  therapy  should  be  instituted  as  soon  as 
the  child  is  able  to  receive  treatments.  The 
remainder  of  the  cyclophosphamide  may  then 
be  given  after  irradiation  is  complete.  The 
primary  toxic  manifestation  of  cyclophospha- 
mide is  bone  marrow  depression.  The  effects 
are  usually  delayed  for  about  7 to  10  days.  It 
is  essential  to  discontinue  the  medication  or 
reduce  the  dosage  as  soon  as  a decrease  in 
the  white  count  is  evident.  There  may  be 
cumulative  toxicity.  Most  children  who  have 
received  cyclophosphamide  therapy  experi- 
ence transient  alopecia. 

Retinoblastoma  is  a similar  tumor  which 
arises  in  the  granular  layer  of  the  retina.  This 
particular  neoplasm  may  have  a familial  dis- 
tribution. If  detected  early,  the  disease  is 
limited  to  the  eye  and  surgical  removal  may 
effect  a cure.  This  lesion  also  is  rather  radio- 
sensitive. 

Renal  Cancers 

Wilms’  tumor  makes  up  this  entire  group. 
This  tumor  is  also  a neoplasm  of  the  very 
young.  It  often  presents  itself  as  an  asympto- 
matic abdominal  mass,  occasionally  reaching 
tremendous  size  before  detection.  A large, 
smooth,  abdominal  mass  which  does  not  cross 
the  midline  and  which  demonstrates  intrinsic 
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distortion  of  the  renal  calyces  by  intravenous 
pyeiograms  is  usually  a Wilms  tumor.  In 
younger  children  differentiation  from  a con- 
genital hydronephrosis  can  be  made  in  that 
excretory  urograms  show  no  function  of  the 
hydroneplnotic  kidney.  Treatment  of  Wilms’ 
tumor  consists  of  transabdominal  nephrectomy 
with  early  ligation  of  the  renal  vein  and  with 
total  excision  of  the  perirenal  fascia.  Post- 
operative radiation  to  the  bed  of  the  tumor 
and  chemotherapy  offer  an  increased  chance 
of  cure."  It  may  be  advisable  to  administer 
actinomycin  D ( Dactinomycin ) during  neph- 
rectomy when  the  diagnosis  is  certain.  The 
usual  dose  of  actinomycin  D is  15  mg/'Kg/day 
for  5 days.  Actinomycin  is  also  very  toxic  and 
bone  marrow  depression  must  be  anticipated. 
If  there  is  evidence  at  laparotomy  of  tumor 
extension  into  the  renal  vein,  the  vein  should 
be  opened  and  the  tumor  sucked  from  the 
renal  vein  and  from  the  vena  cava. 

The  survival  of  children  with  Wilms’  tumor 
treated  at  the  Medical  College  Hospital  has 
been  58  percent. 

Osseous  Cancers 

This  group  includes  osteogenic  sarcoma 
and  Ewing’s  sarcoma.  Pulmonary  metastases 
occur  frequently  and  early.  Chest  x-ray  ex- 
amination often  reveals  lung  nodules  at  the 
time  of  initial  evaluation.  An  example  of 
aggressive  persistent  therapy  is  the  case  of  a 
patient  in  whom  a radical  amputation  was 
followed  by  pulmonary  metastases.  Two  pul- 
monary metastases  have  been  subsequently 
excised  and  the  child  continues  to  do  well. 
Prompt  radical  amputation  may  help  improve 
the  survival  rate  of  22  percent  in  this  series. 

Epithelial  Cancers 

In  this  group  are  included  carcinomas  of 
the  nasopharynx,  thyroid,  and  skin.  Of  the 
patients  with  nasopharyngeal  tumors  only  one 
out  of  four  is  now  living.  All  of  the  children 
with  thyroid  cancer  and  with  skin  cancers 
are  alive.  However,  one  child  with  thyroid 
cancer  has  residual  dormant  pulmonary  meta- 
stases. After  the  diagnosis  of  thyroid  cancer 
had  been  substantiated,  three  of  the  four  pa- 
tients had  completion  of  a total  thyroidectomy. 


Radioactive  iodine  was  given  when  the  pa- 
tients became  hypothyroid.  The  fourth  pa- 
tient had  a total  lobectomy  on  one  side  with 
partial  lobectomy  on  the  other.  Three  of  the 
children  had  radical  neck  dissections  to  re- 
move lymph  nodes  containing  metastatic 
cancer.  It  is  interesting  to  note  that  three  of 
the  four  children  with  cancers  of  the  thyroid 
had  a history  of  x-ray  therapy  early  in  life. 
One  child  had  irradiation  to  the  thymus 
shortly  after  birth;  another  had  irradiation  to 
the  face  at  one  year  of  age;  the  third  had 
x-ray  therapy  to  the  nasopharynx  for  treatment 
of  lymphoid  hypertrophy  at  the  age  of  seven 
years. 

Of  the  three  cases  of  carcinoma  of  the  skin, 
two  have  xeroderma  pigmentosa  and  the 
third  has  an  hereditary  predisposition  to  the 
development  of  cutaneous  basal  cell  car- 
cinomas. 

Mesothelial  Cancers 

This  group  includes  the  fibrosarcomas  and 
miscellaneous  sarcomas.  Fibrous  tumors  in 
children  can  be  quite  treacherous.  These 
lesions  can  range  in  histological  appearance 
from  a benign  fibroma  (desmoid)  through 
the  so-called  aggressive  fibromatosis  and  on  to 
frank  fibrosarcoma.  One  patient  in  this  series 
developed  metastases  and  died  with  the  histo- 
logic diagnosis  of  “desmoid”  on  the  specimen 
originally  excised.  All  fibrous  tissue  tumors 
should  be  widely  excised  and  carefully 
watched  for  recurrence.  These  tumors  are 
relatively  resistant  to  irradiation  or  to  chemo- 
therapy. 

Teratoid  Cancers 

Teratomas  consist  of  germ-cell  rests  com- 
prising all  germ-cell  layers.  Malignant  de- 
generation may  occur  within  any  of  the  layers. 
These  lesions  should  be  widely  and  totally 
excised  and  complete  microscopic  examination 
performed. 

Hepatic  Cancers 

Hepatomas  are  rare  in  children  and  oc- 
casionally are  localized  to  one  lobe  of  the 
liver.  In  those  instances  hepatic  lobectomy 
can  be  performed.  These  tumors  are  relatively 
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insensitive  to  irradiation  or  to  chemotherapy. 
Another  example  of  aggressive  therapy  is  the 
recently-reported  case'1  in  which  a right 
hepatic  lobectomy  was  performed  to  remove 
a hepatoma  in  a small  child.  When  a solitary 
pulmonary  metastasis  occurred  later,  a right 
pneumonectomy  was  accomplished.  A third 
operation  removed  recurrent  tumor  from  the 
right  chest  wall.  The  patient  is  alive  and  well 
five  years  later. 

Miscellaneous  Cancers 

This  group  includes  tumors  which  do  not 
fit  into  any  of  the  categories  listed  above  and 
which  do  not  deserve  special  mention. 

Laboratory  evaluation  of  children  with 
suspected  cancer  should  include  x-ray  films 
of  the  chest  and  the  abdomen.  In  addition, 
intravenous  pyelograms  afford  the  most  valu- 
able contrast  study  in  children.  Any  intra- 
abdominal tumor,  whether  it  be  intraperi- 
toneal  or  retroperitoneal,  usually  involves  or 
displaces  the  renal  shadows.  A barium  enema 
or  upper  gastrointestinal  series  is  rarely  indi- 
cated in  the  evaluation  of  abdominal  masses  in 
children.  Carcinoma  arose  from  the  gastro- 
intestinal tract  in  only  one  child  reported  here. 
In  addition  to  the  above  studies,  a bone  survey 
is  often  indicated  to  detect  occult  bone  meta- 
stases.  Examination  of  the  bone  marrow  may 
reveal  metastatic  cells  in  the  tissue.  Analysis 
of  a 24  hour  urine  specimen  for  catecholamine 
metabolites  is  often  extremely  helpful  in  the 
differential  diagnosis  of  a solid  abdominal 
mass. 

Often  pre-operative  studies  will  not  reveal 
the  exact  nature  of  a tumor.  If  possible,  com- 
plete excision  and  pathological  examination  is 
preferable.  However,  in  extensive  cases  in- 
volving vital  structures,  biopsy  is  proper  and 
may  enable  the  judicious  use  of  irradiation 
and  chemotherapy.  Subsequently,  an  un- 
resectable  lesion  may  be  rendered  resectable 
in  this  manner.  As  long  as  a tumor  is  localized 
and  not  disseminated,  vigorous  efforts  should 
be  made  to  control  it  with  a combination  of 
irradiation,  chemotherapy,  and  operative  re- 
moval. Persistent  efforts  in  this  regard  have 
been  productive  of  some  cures.  Particularly  is 


the  neuroblastoma  susceptible  to  this  type  of 
attack. 

Finally,  when  it  is  evident  that  a cancer  is 
too  disseminated  for  hope  of  cure,  the  parents 
should  be  fully  informed  of  the  fatal  prognosis. 
There  should  be  an  uninterrupted  conference 
with  the  parents  and  an  attempt  made  to 
anticipate  questions  and  to  answer  them  be- 
fore they  are  asked.  The  parents  should  be 
told  that  their  child  has  a fatal  disease  but 
that  all  available  therapy  will  be  exhausted  in 
an  attempt  to  keep  the  child  comfortable  and 
in  the  hope  that  a remission  may  occur.  It  is 
most  important  that  the  parents  be  strength- 
ened in  this  situation  and  that  they  feel  the 
constant  presence  and  sympathetic  under- 
standing of  their  physician.  Since  acceptance 
of  the  physician’s  diagnosis  is  tantamount  to 
loss  of  their  child,  transient  resentment  toward 
the  attending  physician  should  be  anticipated. 
The  parents  should  also  be  allowed  any  con- 
sultation with  other  physicians  in  order  to 
confirm  the  diagnosis.  It  is  essential  that 
specific  statements  be  made  to  dispel  all 
guilt  feelings  which  the  parents  may  have. 
Most  parents  will  feel  that  they  have  been 
negligent  in  permitting  the  development  of 
the  child’s  tumor.  They  may  also  feel  that  they 
delayed  too  long  in  seeking  medical  attention. 

In  the  event  of  a remission,  it  should  be 
strongly  urged  upon  the  parents  that  the  child 
be  treated  as  normally  as  possible.  Regular 
routines  existing  before  hospitalization  should 
be  re-instituted.  Otherwise,  the  child  becomes 
confused  and  unhappy  and  other  children  in 
the  family  may  be  neglected  and  resentful. 
Ordinarily,  the  child  should  not  be  informed 
of  his  illness  and  will  usually  not  inquire  con- 
cerning it. 

Even  in  a hopeless  situation  the  physician 
can  be  of  immeasurable  benefit  to  the  child, 
the  parents,  and  to  the  rest  of  the  family. 

Conclusions 

1.  Cancer  in  children  is  not  really  a rare 
occurrence.  At  the  Medical  College  Hospital 
approximately  20  patients  ( 15  years  of  age  or 
less)  are  seen  each  year  with  a definite  diag- 
nosis of  cancer. 

2.  Early  detection  and  treatment  of  can- 
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cers  in  childhood  are  dependent  upon  the 
observations  of  parents  and  the  diagnostic 
acumen  of  the  family  physician.  Pre-school 
children  should  have  regular  routine  examina- 
tions which  include  careful  palpation  for  en- 
larged lymph  nodes  and  for  abdominal 
masses.  The  rectal  examination  should  be  a 
part  of  this  evaluation.7 

3.  All  cancers  in  children  do  not  carry  a 
hopeless  prognosis.  Certain  cancers  are  amen- 
able to  treatment,  usually  with  a combination 
of  surgical  excision,  irradiation,  and  chemo- 
therapy. 

4.  The  physician’s  responsibility  to  the  child 
and  to  the  parents  does  not  end  when  the 
child  is  found  to  have  an  incurable  lesion. 
Perhaps  it  is  at  this  point  that  the  art  of  medi- 
cine is  most  important.  Great  comfort  and 
physical  relief  to  the  child  and  to  his  parents 
may  be  afforded  by  an  understanding  and 
sympathetic  physician. 
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Drug  Dilemma  for  Medicare  Patients 

I share  the  view  of  many  that  the  (hospital)  phar- 
macy and  therapeutics  committee,  even  when  it  oper- 
ates most  effectively,  offers  an  incomplete  and 
illusory  method  of  providing  the  Medicare  patient’s 
drugs.  The  range  of  drugs  available  to  the  patient 
may  vary  with  the  hospital.  The  patient  who  leaves 
the  hospital  and  enters  a nursing  home  may  find  that 
his  drug  supply  is  no  longer  paid  for.  I confess  con- 
fusion as  to  why  these  patients  are  not  permitted  to 
have  the  same  drugs  the  rest  of  us  use,  in  light  of  this 
country’s  extremely  rigid  drug  law  and  a $54,000,000 
FDA  budget  to  enforce  it.  — C.  Joseph  Stetler,  LL.M., 
in  Texas  State  Journal  of  Medicine,  (62:38),  April 
1966. 


Adverse  Reaction  — Coincidental  or  Casual? 

Thus  we  see  that  panic,  misinterpretation,  or  just 
plain  ignorance  still  form  the  basis  of  judgments  about 
the  safety  of  our  newer  drugs.  Clinicians  are  still  not 
used  to  thinking  in  terms  of  the  huge  number  of 
individuals  taking  a particular  drug,  and  the  oppor- 
tunity this  affords  for  coincidental  events  which  may 
be  mistaken  for  causal  relationships.  If  physicians  do 
not  keep  this  inevitable  possibility  in  mind,  they  may 
end  up  treating  coincidences  instead  of  patients— an 
occupation  of  doubtful  utility  and  poor  prognosis.  — 
Joseph  W.  C.oldzieher,  M.  D.,  in  Texas  State  Journal 
of  Medicine , (62:37),  May  1966. 
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President’s  Pages 

On  October  1 another  fine  example  of  The  Duke 
Foundation’s  concern  for  the  wellbeing  of  North  and 
South  Carolinians  was  demonstrated.  With  the  financial 
help  of  the  Foundation  hospitals  that  fall  within  its 
jurisdiction  were  offered  H.  A.  S.,  or  hospital  administra- 
tive services.  This  is  a service  of  the  American  Hospital 
administration  with  facts  and  figures  to  help  it  operate 
more  efficiently  and  economically.  It  also  collects  all  the 
information  that  the  Foundation  requires  for  its  re- 
imbursing formula  as  well  as  other  helpful  data.  The 
Foundation  will  pay  all  the  costs  of  this  new  service  for 
three  years,  90%  for  the  fourth  year,  80%  for  the  fifth 
year,  and  so  on  until  the  eighth  year  when  it  and  the  individual  hospital  will  bear  the  cost 
equally.  Thereafter,  this  arrangement  will  continue. 

Of  more  interest  and  importance  to  physicians  is  P.  A.  S.  or  Professional  Activity  Services. 
This  is  a non-profit  organization  in  Ann  Arbor,  Michigan,  which  already  services  870  hospitals 
in  this  country  and  Canada.  It  is  primarily  a medical  record  information  service.  At  the  end  of 
each  month  all  discharges  for  the  month  are  summarized  and  mailed  to  Ann  Arbor,  The  chart 
abstract  can  be  filled  in  in  a matter  of  five  minutes  by  a well  trained  operator.  This  abstract 
contains  a large  number  of  facts  such  as,  physician,  patient’s  age,  sex,  color,  illness,  diagnosis, 
length  of  stay,  urinalysis,  blood  count,  operation,  etc.  Within  forty-five  days  all  the  informa- 
tion is  arranged  in  categories  and  returned  to  the  hospital.  Four  out  of  five  major  reports  are 
for  the  medical  staff. 

For  example,  it  will  show  the  length  of  stay  of  patients  with  coronary  thrombosis  with 
and  without  anticoagulants.  A doctor,  represented  by  a number,  will  be  able  to  determine  how 
his  treatment  or  patient’s  stay  in  the  hospital  compares  with  that  of  other  doctors.  This  will  be 
a boon  to  the  tissue,  utilization,  and  autopsy  committees  and  indeed  any  committee  that 
searches  through  charts  for  its  report.  Instead  of  searching  through  a few  or  many  repre- 
sentative charts,  the  information  returned  from  P.  A.  S.  will  give  all  the  information. 

P.  A.  S.  receives  25,000  abstracts  a day  and  employs  195  people.  It  is  a non-profit  organ- 
ization which  has  been  in  operation  since  the  early  fifties.  One  of  its  greatest  advantages  is  the 
mass  information  which  it  has  in  its  data  bank.  The  cost  per  abstract  is  30  cents.  The  cost  of 
P.  A.  S.  will  be  borne  entirely  by  the  Duke  Foundation  for  the  first  three  years  and  then  the 
Foundation’s  share  will  gradually  be  reduced  until  the  eighth  year  when  hospital  and  the 
Foundation  will  share  equally  the  cost. 

This  service  is  especially  valuable  to  small  hospitals.  The  number  of  medical  record 
workers  is  smaller.  Information  can  be  coordinated  much  more  easily  than  if  clerks  searched 
through  charts  for  the  desired  information.  The  research  work  of  the  medical  staff  is  reduced 
by  80%  - 90%.  This  service  in  no  way  relieves  the  physician  of  writing  up  a chart  properly, 
indeed,  the  value  of  this  service  depends  upon  the  calibre  of  the  charts  as  well  as  the  efficiency 
of  the  clerk  who  abstracts  the  charts.  The  labor  saved  in  the  medical  record  room  pays  for  the 
clerical  help  which  abstracts  the  charts.  No  hospital  which  has  ever  used  this  service  would 
ever  go  back  to  the  old  method. 

All  personnel  will  be  trained  by  P.  A.  S.  All  interested  physicians  have  had  or  will  have 
ample  time  to  learn  how  to  use  the  data  sheets  returned  to  the  hospital. 

As  a glimpse  into  the  future  another  experimental  project  is  under  way.  In  Charlotte,  the 
Duke  Foundation  is  sharing  in  the  cost  of  a computerized  method  of  operating  a hospital. 
For  example:  a doctor  writes  orders  for  a patient,  a requisition  is  sent  to  the  drug  room  where 
the  pharmacist  fills  the  order  and  charges  the  patient.  A computer  does  all  this  and  in  addition 
keeps  the  inventory  of  the  drugs  used  and  saves  time  and  the  services  of  extra  clerks.  If  this 
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experiment  is  successful  for  the  three  hospitals  involving  1,700  beds  it  will  gradually  be  ex- 
panded. 

I cannot  see  anything  but  good  that  can  come  out  of  these  three  projects. 

For  all  this  the  people  and  especially  the  hospitals  and  physicians  of  the  Carolinas  are 
indebted  to  the  Duke  Foundation. 

George  Dean  Johnson,  M.  D. 


Editorials 


Cancer  Education  A Continuous  Problem 

Most  physicians  recognize  the  cancer  prob- 
lem as  always  present.  Early  in  their  clinical 
years  they  are  introduced  to  the  signs  and 
symptoms  of  malignancy.  Repeatedly  these 
signs  and  symptoms  are  restated  and  re- 
emphasized. The  danger  signs  of  hemoptysis, 
hematemesis,  hematuria  and  melena  are 
taught  as  danger  signals  to  the  patient  and  the 
physician.  Persistant  cough,  appetite  changes 
with  or  without  weight  loss,  unexplained 
pain  and  many  other  subtle  and  fine  points 
are  taught  the  student  physician.  Then  in 
their  internship  and  residency  they  have  a 
chance  to  observe  and  practice  the  manage- 
ment of  patients  with  cancer.  Most  of  us 
accept  that  this  knowledge  and  our  skills  are 
limited. 

Obviously,  many  minds  have  also  been 
directed  to  the  problem  of  continued  educa- 
tion. In  general,  their  answers  have  been  to 
offer  to  physicians  postgraduate  courses, 
usually  under  the  auspices  of  medical  schools, 
guest  lectures  at  small  meetings  such  as  county 
medical  societies,  television  programs  such  as 
Dr.  Dale  Groom  of  our  own  medical  college 
offers  on  our  State  Educational  Television 
medical-surgical  forums  and  medical  cancer 
reports  in  various  medical  and  surgical  jour- 
nals. 

This  issue  of  the  Journal  of  The  South 
Carolina  Medical  Association  offers  five 


articles  related  to  cancer.  One  article  is  pre- 
sented by  Dr.  Ward,  which  was  written  while 
he  was  a medical  student.  His  article  should 
be  read  by  all  state  physicians,  for  not  only  is 
it  a well  prepared  article  reviewing  the  pres- 
ent status  of  cytological  pathology  as  related 
to  cancer  but  it  illustrates  that  our  medical 
school  is  guiding  students  to  study  cancer 
problems  in  some  detail. 

The  article  by  Drs.  Jackson  and  Springs  is  a 
study  of  large  bowel  malignancies  by  general 
surgeons  in  a relatively  small  community.  Not 
only  do  their  results  reflect  on  their  excellent 
surgical  skill,  but  their  article  should  en- 
courage others  in  similar  communities  to  pre- 
sent their  own  experiences.  Good  cancer  sur- 
gery can  be  done  in  any  community  if  men 
such  as  these  who  continue  their  education 
are  present. 

Dr.  Artz  has  presented  an  interesting  study 
on  the  merits  of  “ivory  tower”  versus  non 
“ivory  tower”  management  of  breast  cancer. 
As  a master  teacher,  he  has  shown  statistically 
that  breast  cancer  in  the  hands  of  the  ed- 
ucated physician  can  be  properly  treated  no 
matter  what  the  hospital. 

Lastly,  Dr.  Otherson  offers  us  a 10  year 
study  of  cancer  in  children.  Ilis  review  shows 
that  the  despair  often  associated  with  child- 
hood malignancies  is  slowly  changing  to  hope 
and  occasionally  cure. 

Charles  B.  Hanna,  M.  D. 
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South  Carolina  Epilepsy  Foundation 

Organized  by  a group  of  substantial,  inter- 
ested citizens  who  recognize  the  need  for 
greater  attention  to  the  problems  of  epilepsy, 
this  private  foundation  is  on  the  way  to  attack- 
ing a problem  which  has  wanted  much  man- 
agement. 

It  proposes  to  help  provide  means  for  diag- 
nosis and  treatment,  to  promote  educational 
and  employment  opportunities,  to  explore 
means  of  improvement  in  public  attitudes,  in 
insurability,  workmen’s  compensation,  and 
motor  vehicle  licensing,  and  to  demonstrate 
that  worthwhile  numbers  of  epileptics  can  be 
absorbed  profitably  in  the  activities  of  our 
society. 

The  work  of  the  Foundation  warrants  the 
interest  and  cooperation  of  the  medical  pro- 
fession and  our  state  legislators.  A federal 
grant  is  being  sought  through  the  Medical 
College,  which  has  provided  space,  a clinic 
director,  and  arrangements  for  operation  of  a 
clinic.  The  State  Vocational  Rehabilitation 
Agency  has  offered  substantial  support.  The 
State  Health  Department  will  continue  its 
interest  in  epileptic  patients.  The  Retarded 
Children’s  Habilitation  Center  will  give  con- 
sultation service.  After  demonstration  of 
importance  of  the  team  approach,  a statewide 
service  is  planned. 

The  Foundation  is  sincerely  desirous  of  the 
guidance  and  assistance  of  the  physicians  of 
the  state  in  developing  an  important  activity, 
much  needed  and  long  overdue. 


Selected  Drug  Samples 

Most  physicians  receive  a great  many 
samples  for  which  they  have  no  particular 
use,  and  may  not  receive  some  that  they 
would  like  to  have.  To  improve  this  situation, 
Modern  Medicine  is  establishing  a service 
whereby  the  physician  can  select  from  a list 
published  in  that  magazine  the  materials  that 
he  wishes  to  receive.  This  arrangement  is 
supplemental  to  the  present  direct  distribu- 
tion of  samples  by  the  manufacturers. 

This  would  seem  to  be  a useful  procedure. 


It  might  extend  its  usefulness  by  including 
for  the  doctor  a list  of  samples  which  he  does 
not  need  and  cannot  use  to  anybody’s  ad- 
vantage. 


The  AMA  Meeting 

The  physician  continues  to  face  a problem 
in  managing  his  time.  He  seems  to  become 
busier  and  busier,  and  yet  he  knows  he  needs 
some  time  to  himself  to  refresh  his  profes- 
sional knowledge. 

The  average  physician  is  now  working  a 
58-hour  week,  and  many  of  us  are  putting  in 
hours  far  above  that  number.  How,  then,  can 
we  find  the  time  to  study  and  keep  abreast  of 
new  medical  knowledge? 

One  of  the  best  and  most  efficient  methods 
of  checking  up  on  new  developments  is  to 
attend  the  annual  Clinical  Convention  of  the 
American  Medical  Association.  It  will  be  in 
Las  Vegas  this  year,  November  27-30. 

For  the  20th  consecutive  year,  the  AMA  is 
bringing  this  impressive  collection  of  new 
clinical  knowledge  to  the  practitioner.  The 
Clinical  Convention  is  designed  primarily 
for  the  man  in  practice.  The  speakers  will 
read  papers  that  will  bring  to  the  practitioner 
the  latest  findings  of  others  in  his  area. 

Particularly  noteworthy  are  the  postgradu- 
ate courses  — expanded  to  three  topics  this  t 
year  — on  fluid  and  electrolyte  balance, 
cardiovascular  disease,  obstetrics  and  gynecol- 
ogy. Each  course  will  consist  of  three  half-day 
sessions,  each  led  by  stimulating  teachers. 

Other  sessions  will  be  devoted  to  timely 
subjects,  followed  by  question-and-answer  or 
discussion  periods.  Breakfast  roundtables  will 
provide  further  time  for  informal  discussion. 
An  outstanding  program  of  medical  motion 
pictures  and  medical  color  television  will 
again  be  a convention  feature. 

The  Clinical  Convention  promises  to  be  a 
stimulating  four  days,  worthy  of  the  busy 
physician’s  time.  I urge  every  physician  to 
take  advantage  of  this  educational  opportu- 
nity. 

Charles  L.  Hudson,  M.  D. 

President 
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To  Spray  or  Not  to  Spray 

The  newspapers  of  the  state  have  carried 
a number  of  accounts  of  an  episode  in  sub- 
urban Columbia  in  which  indignant  citizens 
sought  to  stop  the  spraying  of  their  area  with 
insecticide.  The  last  report,  not  unexpected, 
was  that  government  had  prevailed. 

The  action  began  when  several  Columbia 
beekeepers  found  that  the  widespread  aerial 
poisoning  process  was  killing  their  bees,  as 
well  as  their  mosquitoes.  Like  other  con- 
servationists, they  pointed  out  the  potential 
harm  in  destroying  the  beneficial  insect  popu- 
lation and  other  wildlife  in  a campaign  to 
eliminate  the  mosquito.  Direct  harm  to 
humans  was  not  considered  to  be  a real 
problem. 

The  basic  purpose  of  the  poisoning  process 
was  to  destroy  the  aedes  aegypti  mosquito, 
the  potential  carrier  of  yellow  fever,  a dis- 
ease which  has  not  been  present  in  South 
Carolina  for  90  years.  The  reasoning  behind 
the  campaign  is  that  an  unsuspected  case  of 
the  disease  may  be  brought  in  from  some  re- 
mote focus,  or  that  the  mosquitoes  may  also 
carry  encephalitis. 

Eradication  of  mosquitoes  by  spraying  is 


an  ambitious  project.  This  seems  an  expensive 
program  whose  goal  can  be  only  remotely 
justified  and  whose  cost  might  well  be  ap- 
plied to  more  practical  results. 


CORRESPONDENCE 


To  The  Editor: 

I am  responding  to  the  editorial  in  the  June  issue 
of  the  Journal  of  the  S.  C.  Medical  Association, 
“That  Expensive  Courtesy  Visit.” 

I agree  with  the  sum  and  the  substance  of  the 
contents  but  it  makes  a parasite  of  the  General 
Practitioner,  Internist  and  Pediatrician.  Frequently 
I am  asked  to  see  a patient  for  a T Si  A or  one  for 
urological  workup.  Frequently  infants  and  children 
need  special  diets  and  the  proper  balancing  of  electro- 
lytes. “All  that  glitters  is  not  gold.”  I do  not  believe 
that  the  great  majority  of  the  patients  think  that  the 
physicians  are  gouging  them.  I know  that  there  have 
been  a few  cases  where  indiscretion  and  unfairness 
to  the  patients  have  occurred  and  certainly  proper 
adjustments  should  be  made. 

Sincerely  yours, 

William  Weston,  Jr.,  M.  D. 

Note:  The  editorial  had  no  reference  to  legitimate 
consultation  or  cooperation.  Its  objection  was  to 
charges  for  services  not  rendered.— Editor 


QUIDNUNC 


Obviously,  some  things  must  be  subordinated  or 
sacrificed  in  preference  to  more  important  things. 
What  are  these  priorities?  Are  there  not  key  leverage 
points  for  the  application  of  medical  effort?  For 
example,  instead  of  mounting  extraordinary  efforts  in 
behalf  of  the  oldest  elements  in  the  population,  whose 
ills  are  emotionally  compelling,  should  not  more  of 
our  limited  resources  be  deployed  into  the  service  of 
the  newborn  and  of  youth  where  the  effects  are  to 
be  realized  over  longer  spans  of  years  remaining? 
Instead  of  mounting  nationwide  screening  programs 
to  find  cases  not  seen  by  most  doctors  in  lifetimes  of 
practice— as  in  phenylketonuria— would  it  not  be  more 
effective  and  cheaper  to  concentrate  on  the  high  risk 
targets?  One  might  think  so;  yet,  there  are  some  who 
call  for  nationwide  screening  when  incidence  is  as  low 
as  1:249  000,  as  with  maple  syrup  urine  disease. 

Cooper,  J.  D.:  A nonphysician  looks  at 
medical  Utopia.  JAMA  197:699,  1966. 


What  is  happening  to  the  clear,  clean  ring  of  the 
two-bit  word?  Has  it  become  a casualty  of  some  war 
on  poverty  which  would  kill  straight  talk  with  a 
swish  of  folding-money  language?  Signs  of  semantic 
inflation— of  hot-air  chatter— are  everywhere: 

—In  California  a low  bridge  is  marked  “impaired 
vertical  clearance.” 

—In  Arizona  an  old  folks’  home  is  “a  senior  citi- 
zens’ retirement  community.” 

—In  Hawaii  a state  hospital  is  a “correctional 
facility.” 

—In  Vietnam  a wounded  soldier  is  an  I.C.P.— 
“impaired  combatant  personnel.” 

—In  the  Pentagon  defense  planners  are  cautioned 
that  some  solutions,  “even  if  feasible,  will  not  stay 
feased.” 

—Bulletin  of  the  Amcr.  Med.  Writers’  Assoc. 

16:52,  July-August,  1966. 
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Now,  wow,  Mrs.  Forsythe , we've  never  lost  a cold  patient  yet. 


hen  she’s  experiencing  acute  discomfort  from  cold 
mptoms,  it’s  small  wonder  the  patient  becomes  dis- 
■ssed  about  her  condition. 

'e  will  breathe  easier  when  you  prescribe  Novahistine  LP. 
•vahistine  LP  is  a long-acting  decongestant  that  helps 
store  normal  mucus  secretion  and  ciliary  activity— 
ysiologic  mechanisms  which  prevent  infection  of  the 
spiratory  tract.  A dose  of  two  tablets  taken  in  the  morn- 
•I  and  repeated  in  the  evening  will  usually  keep  air 
l ssages  clear  for  24  hours. 

1 e cautiously  in  individuals  with  severe  hypertension, 
1 tbetes  mellitus,  hyperthyroidism  or  urinary  retention. 


Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITM  AN-MOORE  Division  of  The  Dow  Chemical  Company,  Indlanapoll 


Min  ip 


A 


For  relief  of  nasal  congestion. 


arrest  diarrhea 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  possesses  a unique  degree  of 
effectiveness  in  both  acute  and  chronic  diarrhea. 


Lomotil  is  supplied  as  small,  easily  car- 
ried, easily  swallowed  tablets  and  as  a pleasant,  fruit- 
flavored  liquid. 


The  therapeutic  efficiency,  safety  and  con- 
venience of  Lomotil  may  be  used  to  advantage  alone 
or  as  adjunctive  therapy  in  diarrhea  associated  with: 


• Ulcerative  colitis 

• Acute  infections 

• Irritable  bowel 

• Regional  enteritis 

• Drug  therapy 


• Food  Poisoning 

• Functional  hypermotility 

• Malabsorption  syndrome 

• Ileostomy 

• Gastroenteritis  and  colitis 


Dosage:  For  correct  therapeutic  effect— Rx  correct  therapeutic  dos- 
age. The  recommended  initial  daily  dosages,  given  in  divided  doses, 
until  diarrhea  is  controlled,  are: 

Children: 

Age 

Total  Daily  Lomotil  Liquid  Dosage 

Lomotil  (Each  teaspoonful  [4  cc.]  contains 

Dosage  2 mg.  of  diphenoxylate  HCI) 

3-6  months 

. mg. V2  tsp.  3 times  daily 

6-12  months 

. 4mg.g^^^:>  I/2  tsp.  4 times  daily 

1-2  years . . 

. 5 mg.^,  ^ ^ ' ^ V2  tsp.  5 times  daily 

2-5  years . . 

. 6mg.^  00''  1 tsp.  3 times  daily 

5-8  years . . 

. 8 mg.0  000  1 tsp.  4 times  daily 

8-12  years  . 

10  mg.^  0 ^ 0 0 1 tsp.  5 times  daily 

Adults:  20  mg.  (2  tsp.  5 times  daily  or  2 tablets  4 times  daily)  Based 
on  4 cc.  per  teaspoonful.  Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dose. 

Precautions:  Lomotil,  brand  of  diphenoxylate  hydrochloride  with 
atropine  sulfate,  is  a Federally  exempt  narcotic  preparation  of  very 
low  addictive  potential.  Recommended  dosages  should  not  be 
exceeded.  Lomotil  should  be  kept  out  of  reach  of  children  since 
accidental  overdosage  may  cause  severe  respiratory  depression. 
Lomotil  should  be  used  with  caution  in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting  drugs  or  barbiturates.  The 
subtherapeutic  amount  of  atropine  is  added  to  discourage  deliber- 
ate overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutane- 
ous manifestations,  restlessness,  insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 


Everyone  says  she’s  a barrel  of  fun 


But  what  does  she  think? 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  m0.|  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg. | 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects.-  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (f  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company, 
Pearl  River,  New  York 
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News 


Surgical  Teams  Going  To  Viet  Nam 

The  Medical  College  of  South  Carolina  has  elected 
to  be  one  of  the  first  two  medical  colleges  in  the 
country  to  send  volunteer  surgical  teams  to  Viet 
Nam. 

The  Medical  College  and  the  Medical  College  of 
Georgia  will  send  six  teams  of  two  surgeons  each  to 
staff  the  Da  Nang  hospital.  Each  team  will  stay  two 
months. 

Dr.  Julian  T.  Buxton,  Jr.,  clinical  associate  in  sur- 
gery, and  Dr.  Gilbert  B.  Bradham,  assistant  professor 
of  surgery  make  up  the  team  leaving  Charleston 
Sept.  1. 

Future  teams  will  be  made  up  of  one  faculty  mem- 
ber and  one  surgical  resident. 

Participating  doctors  will  include  Dr.  Robert  Wil- 
son, Jr.,  Dr.  John  P.  Sutton  and  Dr.  W.  M.  Newton, 
Jr.,  surgical  residents;  and  Dr.  Henry  B.  Gregorie 
assistant  clinical  professor  of  surgery;  Dr.  William  M. 
Rambo,  associate  in  surgery;  and  Dr.  C.  Thomas  Fitts, 
assistant  professor  of  surgery. 


Summerville  Nursing  Home,  Inc.  announces  the 
opening  of  Live  Oak  Village,  Summerville,  South 
Carolina  on  September  1,  1966  for  the  complete  care 
of  the  convalescent  and  geriatric  patient. 


1966  Postgraduate  Course  on  Pulmonary 
Function 

The  Third  Annual  Postgraduate  Course  on  Pul- 
monary Function  in  Health  and  Disease  will  be  held 
in  New  Orleans,  Monday.  November  28  through 
Thursday,  December  I. 

The  Guest  Faculty  of  medical  experts  will  include: 
Robert  E.  Forster,  M.  D.,  Professor  of  Physiology, 
University  of  Pennsylvania  Graduate  School  of  Medi- 
cine; D.  V.  Bates,  M.  D.,  Director,  Joint  Cardio- 
respiratory Service,  Royal  Victoria  Hospital,  Montreal, 
Canada;  Benjamin  Burrows,  Associate  Professor  of 
Medicine.  University  of  Chicago  School  of  Medicine; 
Charles  D.  Cook,  M.  D.,  Chairman  of  the  Department 
of  Pediatrics,  Yale  University  School  of  Medicine; 
and  Hermann  Rahn,  M.  D.,  Professor  of  Physiology, 
University  of  Buffalo  Medical  School. 

Tuition  for  the  Postgraduate  Course  is  $100  for 
physicians  not  belonging  to  the  American  Thoracic 
Society;  $75  for  ATS  members  and  for  physicians 
whose  tuition  is  provided  by  voluntary  Tuberculosis 
and  Respiratory  Disease  Associations;  $25  for  nurses 
and  technicians. 


Diagnostic  Clinic  Named  In  Honor  Of 
Dr.  Moseley 

The  Vince  Moseley  Diagnostic  and  Evaluation 


Clinic  in  Charleston  was  dedicated  recently  in  the 
Charleston’s  doctor’s  honor. 

The  recently  completed  7,500-square-foot  building, 
located  on  a one-fourth  acre  of  land  leased  rent-free 
from  the  Medical  College,  is  a two-story,  brick  and 
glass,  contemporary  structure.  Bright  colors  and  ex- 
posed brick  are  featured  in  the  interior. 

Nine  professional  workers  and  a secretarial  staff 
administer  the  clinic  which  will  serve  as  an  out- 
patient evaluation  clinic  for  the  $4.5  million  S.  C. 
Habilitation  Center  For  Retarded  Children,  on  which 
construction  is  expected  to  begin  next  month.  The 
center  will  be  located  in  Summerville. 


32nd  Annual  Piedmont  Post-Graduate 
Assembly 

Thursday,  October  20,  1966 
Young  Memoriail  Auditorium, 
Anderson  Memorial  Hospital 
Anderson,  South  Carolina 
Advances  In  The  Management  Of  Infections 

9:00  A.  M.  The  Proper  Selection  of  Antibiotics  in 
Infectious  Diseases,  Thomas  F.  Sellers,  Jr.,  M.  D., 
Emory  University  School  of  Medicine. 

9:45  A.M.  The  Management  of  Urinary  Tract  In- 
fections, Cheves  M.  Smythe.  M.  D.,  Evanston, 
111. 

10:30  - 11:00  A.  M.  Break 

11:00  A.M.  The  Management  of  Infections  in  Dia- 
betes Mellitus,  Emery  C.  Miller,  Jr.,  M.  D.,  Bow- 
man Gray  School  of  Medicine. 

11 :45  A.  M.  Panel  Discussion 

12:30  Luncheon  followed  by  address  by:  Ed- 

ward R.  Annis,  M.  D.,  Past  President  of  the 
American  Medical  Association. 

3:00  P.  M.  The  Management  of  Gram  Negative  In- 
fections, Curtis  P.  Artz,  M.  D.,  Medical  College 
of  S.  C. 

4:00  P.  M.  Panel  Discussion 

7:00  P.  M.  Social  Hour 

8:00  P.M.  Banquet.  Banquet  Speaker:  Robert  W. 
Prichard,  Bowman  Gray  School  of  Medicine. 


South  Carolina  Medical  Association 
Scientific  Program 
1967 

The  Committee  on  Scientific  Medicine  in- 
vites the  members  of  the  Association  to  submit 
titles  and  abstracts  of  papers  for  presentation 
at  the  Annual  Meeting  in  May,  1967. 

Communications  should  be  addressed  to  Dr. 
Buford  S.  Chappell,  2011  Hampton  Street, 
Columbia,  South  Carolina. 
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DOCTORS  IN  THE  NEWS 

Dr.  Clay  W.  Evatt  of  Charleston  participated 
in  a panel  discussion  on  contact  lens  at  the  Inter- 
national Ophthalmology  Society  meeting  at 
Munich,  Germany,  in  August  ....  Dr.  Halford 
S.  Whitaker  has  left  Columbia  to  join  the  staff  of 
University  Hospital,  Augusta,  Georgia  ....  Dr. 
Charles  Edgar  Ballard  has  retired  as  Director  of 
the  Pickens-Oconee  Health  Department.  Dr.  Bal- 
lard graduated  from  the  Medical  College  of 
South  Carolina  in  1931.  He  first  went  to  Pickens 
in  1943.  During  the  war  he  worked  in  Beaufort, 
returning  to  Pickens  in  1946  and  remaining  there 
until  retirement.  He  is  past  president  of  Pickens 
County  Medical  Society,  past  president  of  S.  C. 
Public  Health  Association,  a member  of  S.  C. 
Medical  Association,  American  Medical  Associa- 
ciation,  S.  C.  State  Health  Association,  American 
Association  of  Public  Health  Physicians. 

Dr.  Charles  R.  Holmes  announces  the  associa- 
tion of  Dr.  William  F.  Luce,  Jr.  as  a partner  in 
the  practice  of  internal  medicine  in  Columbia  .... 
Dr.  Kate  E.  Smith  has  opened  her  office  for  the 
practice  of  medicine  in  Turbeville.  Dr.  Smith 
graduated  from  the  Medical  College  of  South 
Carolina  in  1963,  interned  in  the  Spartanburg 
General  Hospital,  and  later  operated  the  emer- 
gency room  at  that  hospital  for  two  years  . . . . 
Dr.  W.  S.  Houch,  general  surgeon  from  Florence, 
is  now  a member  of  the  medical  staff  of  Williams- 
burg County  Memorial  Hospital.  Dr.  Houch 
specializes  in  general  surgery  and  gynecology 
Dr.  J.  P..  Booker  and  Dr.  Sam  Moyle  of  Walhalla 
have  been  named  medical  consultants  to  provide 
clinical  services  for  the  Oconee  County  Health 
Department. 

Dr.  M.  A.  McAlister  is  now  engaged  in  the 
practice  of  general  medicine  in  Belton.  Dr. 
McAlister  graduated  at  the  Medical  College  of 
South  Carolina  and  served  his  internship  at 
Greenville  General  Hospital  ....  Dr.  Peter  C. 
Gazes,  associate  professor  of  medicine  at  the 
Medical  College  of  South  Carolina  has  received 
a grant  from  the  National  Heart  Institute  of  the 
National  Institutes  of  Health  for  continued  sup- 
port of  his  work  with  the  highly  successful 
cardiometer  ....  Dr.  Irvin  H.  Trincher,  formerly 
of  Spartanburg,  has  been  appointed  chief  of  staff 
at  the  Veterans  Administration  Hospital  in 
Houston,  Texas  ....  Dr.  William  Thomas  Leslie 
has  been  appointed  director  of  the  medicare 
health  insurance  program  of  the  State  Board  of 
Health.  Dr.  Leslie  is  a graduate  of  Erskine  Col- 
lege and  the  Medical  College  of  South  Carolina. 

He  has  worked  for  five  years  in  the  Office  of 
the  Surgeon  General  of  the  Army  as  chief  of  the 
procurement  branch  of  physical  standards  and  as 
director  of  the  military  blood  program  agency 
for  the  Department  of  Defense. 


Dr.  Ben  S.  Tatum,  a specialist  in  gynecology 
and  obstetrics,  has  begun  practice  with  Dr. 
Murdock  McKeithan  at  the  Laurinburg  Surgical 
Clinic.  Dr.  Tatum  graduated  from  the  Medical 
College  of  South  Carolina  and  did  his  internship 
in  the  college  hospital  at  Charleston.  From 
1960  through  1964  he  served  his  residency  in 
gynecology  and  obstetrics  at  Memorial  Hospital 
in  Chapel  Hill.  Dr.  Tatum  has  recently  completed 
two  years  of  service  in  the  U.  S.  Navy. 

A Junior  Fellow  in  the  American  College  of 
Obstetrics  and  Gynecology,  Dr.  Tatum  is  also  a 
member  of  the  American  Medical  Association  and 
the  R.  A.  Ross  Gynecology  and  Obstetrics  society. 

Dr.  Ralph  E.  Cox,  Jr.  is  now  associated  in  prac- 
tice with  Dr.  William  H.  Thames  of  Greenville. 
Dr.  Cox  graduated  at  the  Medical  College  of 
South  Cai’olina  and  interned  at  Greenville  Gen- 
eral Hospital  ....  Dr.  John  C.  Hawk,  Jr.  has 
announced  the  removal  of  his  office  to  the  Medical 
Arts  Building  at  65  Gadsden  Street,  Charleston, 
S.  C.  Dr.  Hawk  specializes  in  general  surgery 
and  neoplastic  diseases  ....  Dr.  John  Fleming 
of  Spartanburg  has  been  nominated  delegate  and 
delegate  director  from  South  Carolina  to  the 
House  of  Delegates  of  the  American  Cancer  So- 
ciety ....  Dr.  Laurie  L.  Brown  was  appointed 
Director  of  the  Section  of  Anesthesiology  at  the 
VA  Hospital  in  Charleston,  effective  August  1, 
1966  ....  Dr.  Samuel  S.  Spicer,  of  Washington, 
D.  C.,  has  been  named  Professor  of  Pathology  at 
the  Medical  College  of  South  Carolina.  Dr.  Spicer 
was  formerly  Chief  of  the  Section  on  Biophysical 
Histology  at  the  NIH  Laboratory  of  Experimental 
Pathology. 

At  the  Medical  College  the  Department  of 
Physical  Medicine  and  Rehabilitation  has  been 
newly  created  with  Dr.  Harry  W.  Mims  as  chair- 
man. The  department  was  created  by  recent 
Board  of  Trustees  action  ....  Dr.  Kenneth  M. 
Lynch,  Jr.  has  been  named  to  succeed  Dr.  Paul 
Sanders,  Jr.  as  head  of  the  Urology  Department 
. . . . Dr.  Charles  D.  Graber  has  joined  the  De- 
partment of  Microbiology  as  Associate  Professor 
of  Bacteriology.  Dr.  Graber  has  been  on  the  staff 
of  the  Microbiology  Department  of  Baylor  Uni- 
versity School  of  Medicine,  Houston  ....  Dr. 
Hulda  J.  Wohltmann  attended  the  meeting  of  the 
American  Diabetes  Association  in  Chicago,  June 
25-26,  where  she  presented  a paper. 

Dr.  Kenneth  M.  Lynch,  Professor  Emeritus  of 
Pathology  and  Dr.  Forde  A.  Mclver,  Associate 
Professor  of  Pathology,  have  received  a con- 
tinuation grant  from  the  Council  for  Tobacco 
Research  ....  Dr.  Hiram  B.  Curry  was  appointed 
Chief  of  Neurology  at  the  VA  Hospital  in 
Charleston  on  July  1 . . . . Dr.  Fletcher  C.  Der- 
rick, Jr.  opened  the  Urology  Service  at  the  VA 
Hospital  on  July  1 in  his  new  capacity  as  Chief 
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Urologist  ....  Dr.  Thomas  A.  Kirkland,  Jr.  was 
appointed  Clinical  Instructor  of  Urology  at  the 
Medical  College.  Dr.  Kirkland  graduated  from 
Duke  Medical  School  and  served  his  residency  at 
Duke  Hospital  ....  Dr.  William  Redd  Turner,  Jr. 
was  appointed  Teaching  Fellow  in  Urology.  Dr. 
Turner  graduated  from  the  Medical  College  of 
South  Carolina  and  is  a fourth  year  resident  and 
Chief  Resident  in  Urology  ....  Drs.  F.  C.  Derrick 
and  William  Turner  attended  the  annual  meeting 
in  Chicago  of  the  Association  of  University 
Urology  Residents.  Dr.  Derrick  presented  a paper. 
The  Association  will  hold  its  next  meeting  in 
May,  1967,  in  Charleston  ....  Dr.  Curtis  P.  Artz 
has  a chapter  on  “Evaluation  of  the  Burn  Pa- 
tient” in  the  new  volume  by  Conn,  Clohecy  and 
Conn  entitled  CURRENT  DIAGNOSIS. 

Dr.  Robert  F.  Hagerty  attended  the  meeting  of 
the  S.  C.  Surgical  Society  at  Hilton  Head  on  May 
19.  Dr.  Hagerty  presented  a paper  and  has  also 
appeared  on  the  program  of  the  Piedmont  Claims 
Association  Seminar  in  Greenville  and  the  State 
Practical  Nurses  Convention  in  Charleston  . . . . 
Dr.  H.  R.  Pratt-Thomas  has  received  an  extension 
of  a research  grant  to  investigate  cancer  of  the 
cervix  ....  Dr.  D.  D.  Strauss  was  honored  by  the 
Bennettsville  Rotary  Club  for  his  54  years  of 
service  to  the  city. 

Dr.  C.  T.  Cook,  a native  of  Lake  City,  has 
joined  Dr.  A.  W.  Hursey  in  Sumter  in  the  practice 
of  medicine.  A graduate  of  Furman  University 
and  the  Medical  College  of  South  Carolina,  Dr. 
Cook  served  his  internship  at  the  Tampa,  Fla., 
General  Hospital.  Dr.  Cook,  just  out  of  the  Air 
Force,  was  stationed  at  McDill  Air  Force  Base  at 
Tampa.  He  served  a year  in  Viet  Nam  ....  Dr. 
Henry  R.  Richbourg  began  the  practice  of  medi- 
cine in  St.  George  on  August  15  at  Appleby’s 
Clinic  in  association  with  Dr.  J.  Gavin  Appleby. 
He  has  just  completed  three  years  of  service 
with  the  U.  S.  Air  Force  and  comes  from  Tyn- 
dall AFB,  Fla.  where  he  was  Chief  Flight  Sur- 
geon. Dr.  Richbourg  graduated  from  the  Univer- 
sity of  South  Carolina.  After  working  a year  he 
entered  the  Medical  College  of  South  Carolina  in 
1958  and  received  the  MD  degree  in  1962.  His 
internship  was  served  at  the  Medical  College  Hos- 
pital, and  while  in  the  Air  Force  he  attended  the 
Aerospace  School  of  Medicine,  San  Antonio, 
Texas,  for  four  months  ....  Two  doctors  special- 
izing in  gynecology  and  obstetrics  opened  their 
offices  in  Rock  Hill.  Dr.  Thomas  E.  Breeden  and 
Dr.  Joel  B.  Huneycutt  began  an  associate  practice 
at  their  new  offices  at  1120  Ebenezer  Ave.  Ext., 
Rock  Hill.  Dr.  Huneycutt  was  born  in  North 
Carolina,  graduated  from  the  University  of  North 
Carolina  and  received  his  M D.  degree  from 
Harvard  Medical  School.  His  training  includes 
three  years  of  post-graduate  work  in  obstetrics 


and  gynecology  in  Houston,  Texas  hospitals. 

Dr.  Breeden  was  born  in  Bennettsville  and 
graduated  from  Davidson  College  in  1955.  He  re- 
ceived the  M.  D.  degree  from  the  Medical  College 
of  South  Carolina  in  1960  and  did  internship  at 
Orange  Memorial  Hospital  in  Orlando,  Fla.  He 
was  also  the  chief  resident  in  obstetrics  and 
gynecology  at  Charlotte  Memorial  Hospital  in 
1964-1965. 


The  Veterans  Administration  Hospital  in  Co- 
lumbia was  presented  an  award  by  the  Division 
of  Health  Mobilization,  U.  S.  Public  Health  Ser- 
vice, for  its  “outstanding  contribution  to  the 
Health  Mobilization  Program.” 

Dr.  Karl  M.  Lippert,  Hospital  Director,  received 
the  award  which  was  presented  by  Mr.  W.  C. 
Hughes,  Region  IV  Health  Mobilization  Director. 
Others  from  1 to  r are: 

Mr.  E.  W.  Mitchell,  Program  Director,  State 
Board  of  Health 

Mr.  A.  A.  Bushouse,  DHM,  Public  Health  Ad- 
visor for  South  Carolina 

Dr.  A.  E.  Pugh,  Chief  of  Staff,  VA  Hospital 

Mr.  C.  R.  Hale,  Assistant  Hospital  Director 

Twelve  Practicing1  Surgeons  of  South 
Carolina  To  Assist  At  Medical  School 

Surgical  residents  at  the  Medical  College  of  South 
Carolina  are  expected  to  gain  further  insight  into  the 
practice  of  surgery  in  community  hospitals  as  the 
result  of  a newly  initiated  consultant  program. 

Twelve  surgeons  from  hospitals  throughout  the 
state  have  been  named  as  rotating  consultants  at  the 
request  of  the  Medical  College’s  Department  of  Sur- 
gery. 

One  of  these  doctors,  all  members  of  the  South 
Carolina  Surgical  Society,  will  visit  the  local  medical 
center  for  a two-day  period  each  month. 

The  first  consultant  will  be  Dr.  George  T.  Mc- 
Cutchen  of  Columbia,  who  will  visit  the  department 
October  28.  Dr.  Claud  W.  Perry  of  Anderson,  will 
act  as  consultant  November  11. 

Other  surgeons  participating  in  the  program  during 
the  next  year  will  be  Dr.  G.  B.  Hodge  of  Spartanburg; 
Dr.  Henry  F.  Frierson,  Orangeburg;  Dr.  Lawrence  F. 
Frederick,  Rock  Hill;  Dr.  Norman  D.  Ellis,  Jr.,  Flor- 
ence; Dr.  J.  Robert  Thomason,  Greenville;  Dr.  Alton 
Brown,  Rock  Hill,  Dr.  William  S.  Brockington,  Green- 
wood; Dr.  George  H.  Bunch,  Columbia;  and  Dr.  John 
K.  Webb,  Greenville. 
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VnreaZAL  DISEASE  MORBIDITY  BY  COUNTY  July,  1965  to  June,  1966 


SYPHILIS 


Total 

Primary 

Early 

ongenltal 

Other 

CONOR- 

7THER 

TOTAL 

County 

Syphilis 

secondary 

Latent 

Syphilis 

yphille 

RHEA 

V.D. 

V.D 

PP 

CL. 

PP 

CL. 

PP 

CL, 

PP 

CL. 

PP 

CL. 

PP 

CL. 

PP 

CL. 

PP 

CL. 

Abbeville 

11 

6 

3 

6 

2 

6 

72 

6 

2 

83 

14 

Aiken 

40 

58 

24 

35 

10 

11 

1 

u 

5 

8 

49 

1 

y, 

Allendale 

42 

11 

25 

9 

8 

1 

9 

1 

1 

1 

43 

u 

Anderson 

19 

26 

8 

16 

2 

8 

4 

5 

2 

19 

44 

238 

1 7 C 

Bamberg 

5 

7 

1 

2 

2 

3 

2 

2 

58 

9 

63 

It 

Barm/ell 

10 

6 

5 

2 

2 

1 

1 

3 

2 

30 

2 

140 

Beaufort 

9 

18 

4 

2 

2 

6 

3 

10 

21 

9 

130 

27 

Berkeley 

3 

5 

2 

2 

3 

1 

55 

58 

5 

Calhoun 

7 

2 

1 

4 

1 

1 

1 

1 

54 

5 

61 

7 

Charleston 

33 

85 

8 

27 

7 

18 

5 

18 

35 

98 

86 

10 

331 

681 

Cherokee 

31 

28 

24 

24 

6 

3 

1 

1 

18 

1 

49 

29 

Cheater 

19 

15 

10 

10 

4 

3 

1 

1 

4 

1 

110 

1 

129 

16 

Chesterf Id 

7 

1 

2 

2 

1 

2 

1 

71 

7 

78 

8 

Clarendon 

6 

11 

2 

4 

1 

3 

1 

3 

3 

27 

1 

33 

12 

Colleton 

16 

13 

12 

6 

2 

3 

1 

2 

1 

2 

35 

2 

51 

15 

Darlington 

34 

22 

14 

11 

11 

7 

2 

7 

4 

108 

3 

1 

142 

26 

Dillon 

3 

1 

2 

114 

19 

117 

19 

Dorchester 

5 

5 

2 

2 

3 

3 

10 

2 

15 

7 

Edgefield 

3 

1 

2 

1 

1 

76 

79 

1 

Fairfield 

1 

4 

1 

2 

1 

1 

16 

17 

4 

Florence 

59 

52 

11 

34 

19 

14 

4 

1 

25 

3 

178 

60 

1 

237 

113 

Georgetown 

9 

2 

3 

1 

9 

76 

1 

85 

1 

Creenvllle 

28 

58 

4 

29 

11 

11 

3 

3 

10 

15 

144 

953 

1 

172 

1012 

Greenwood 

5 

11 

2 

2 

4 

3 

5 

27 

27 

32 

38 

Hampton 

10 

2 

1 

1 

2 

2 

6 

23 

33 

2 

Horry 

24 

35 

17 

30 

2 

5 

5 

160 

11 

184 

46 

Jasper 

4 

1 

1 

2 

4 

Kershaw 

19 

9 

15 

5 

2 

3 

l 

1 

1 

20 

2 

39 

11 

Lancaster 

24 

43 

18 

35 

2 

6 

1 

1 

3 

1 

95 

119 

52 

Laurens 

19 

23 

11 

4 

1 

8 

1 

3 

6 

8 

93 

112 

29 

Lee 

3 

8 

2 

3 

1 

1 

1 

3 

6 

11 

19 

Lexington 

4 

7 

3 

3 

2 

1 

2 

24 

28 

10 

McCormick 

1 

1 

41 

42 

Marlon 

1 

3 

1 

1 

1 

1 

6 

3 

Marlboro 

8 

6 

1 

3 

4 

3 

3 

66 

15 

74 

21 

Newberry 

4 

2 

1 

2 

2 

1 

5 

25 

1 

28 

Oconee 

17 

10 

4 

1 

2 

104 

12 

Orangsburg 

56 

33 

23 

15 

11 

9 

4 

5 

18 

4 

138 

4 

2 

194 

76 

Pickens 

8 

3 

1 

4 

109 

11 

1 

Richland 

52 

128 

15 

63 

13 

41 

2 

6 

22 

18 

121 

97< 

5 

17 

1107 

Saluda 

4 

2 

4 

2 

71 

7 

2 

Spartanburg 

39 

98 

24 

80 

6 

16 

4 

5 

2 

210 

11 

24 

209 

Sumter 

105 

8 

56 

4 

22 

2 

3 

1 

24 

1 

248 

3 

35 

47 

Union 

12 

7 

8 

6 

1 

1 

3 

60 

7 

8 

Wllllaa.br 

12 

4 

8 

3 

3 

1 

l 

106 

11 

4 

York 

21 

28 

6 

14 

3 

5 

2 

1 

10 

8 

64 

16 

8 

188 

TOTALS 

84 

i 

30$ 

453 

IB' 

w 

44 

— 5^ 

n 

103’ 

u 

24 

.68 

4167 

3 

3 

41  lit  ary 

31 

24 

4 

58 

3 

618 

CRAND  TOTA 

L 1774 

904 

390 

92 

386  ^ 

,^7706 

27 

9507 

Lectures  to  Undergraduates 

The  South  Carolina  Medical  Association,  in  co- 
operation with  the  AMA,  is  co-sponsoring  clinical 
lectures  in  4 colleges  and  universities  during  the 
1966-67  academic  year.  The  AMA  Council  on  Foods 
and  Nutrition  initiated  the  clinical  nutrition  lecture 
program  in  the  fall  of  1964.  The  program  is  being 
carried  out  on  a regional  basis  with  several  lecturers 
participating. 

The  lectures  are  designed  to  stimulate  under- 
graduate students  to  consider  careers  in  the  health 
sciences,  as  well  as  to  inform  the  audience  of  recent 
developments  in  the  field  of  nutrition. 

A total  of  36  lectures  this  year  have  been  scheduled 
in  the  eight-state  area  which  includes  Alabama, 
Arkansas,  Florida,  Georgia,  Louisiana,  Mississippi, 


South  Carolina  and  Texas.  Four  of  the  lectures  are 
scheduled  in  South  Carolina. 

Dr.  Brian  H.  McCracken,  Professor  and  Chairman, 
Department  of  Physiology,  Tulane  University  will 
give  the  following  lecture: 

1.  University  of  South  Carolina  in  Columbia 
Thursday,  November  17 
No  specific  time  has  yet  been  determined. 

Dr.  R.  H.  Kampmeier,  Professor  of  Medicine 
Emeritus,  Vanderbilt  University  will  give  the 
following  lectures: 

1.  Clemson  University  in  Clemson 
Wednesday,  October  12  at  7:30  p.m. 

2.  Furman  University  in  Greenville 

The  lecture  will  be  scheduled  sometime  after 
the  first  of  the  year,  but  no  definite  date  or  time 
has  been  determined. 

3.  South  Carolina  State  College  in  Orangeburg 
The  lecture  will  be  scheduled  sometime  after  the 
first  of  the  year,  but  no  definite  date  or  time 
has  been  determined. 


The  Roche  Laboratories  Medicare 
Reimbursement  Plan 

This  new  plan  will  reimburse  quarterly  to  all  par- 
ticipating hospitals  25  per  cent  of  the  cost  of  all 
Roche  drugs  used  in  the  treatment  of  hospitalized 
patients  who  are  Medicare  beneficiaries. 

Additionally,  the  Plan  supplements  the  Roche  In- 
digent Patient  Program  through  which  physicians  in 
private  practice  can  obtain  any  Roche  product  with- 
out charge  for  the  treatment  of  needy  patients.  Per- 
haps among  these  needy  patients  will  be  Medicare 
beneficiaries  recently  discharged  from  the  hospital 
and  now  in  your  private  care.  We  invite  your  use  of 
the  Roche  Indigent  Patient  Program  for  them  as  well 
as  for  any  medically  indigent  private  patient  to  whom 
you  give  freely  of  your  time  and  skill. 

We  initiate  the  Roche  Medicare  Reimbursement 
Plan  with  deep  conviction  in  an  effort  to  help  ease 
the  financial  burden  of  Medicare  to  the  public,  and 
witli  an  abiding  awareness  of  our  civic  responsibilities. 
It  is  another  way  in  which  we  seek  to  strengthen 
traditional  physician -patient  relationships.  We  wel- 
come widespread  hospital  participation. 

V.  D.  Mattia,  M.  D. 

Presdent 


Physician,  in  interrupted  Naval  Service,  has  free 
time  from  November  1966,  until  July  1967.  Would 
like  medical  position.  Graduate  of  1962. 

Write  to  the  Editor  of  The  Journal. 


October,  1966 
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Eighteenth  Annual  Scientific  Assembly,  November  10-11,  1966 
The  Clemson  House,  Clemson,  South  Carolina 

THURSDAY 

9:00  A.  M.— Welcome— Dr.  George  C.  Durst,  President 

9: 15  A.  M.-SOME  POPULAR  DIAGNOSTIC  RADIOISOTOPE  PROCEDURES: 

A PANEL  ON  INDICATIONS  AND  CLINICAL  USEFULNESS. 

1.  THYROID  - KIDNEY  - PLACENTA  SCANS-Joseph  L.  Izenstark,  M.  D„ 
F.A.C.R.,  Associate  Professor,  Radiology  Emory  University  School  of  Medicine 

2.  SOME  RADIOISOTOPE  LABORATORY  TESTS-Louis  Brahen,  M.  D.,  Asso- 
ciate Professor.  Pathology,  Emory  University  School  of  Medicine 

10:50  A.  M.— 3.  BRAIN  — LIVER  — BONE  SCANS— Jack  K.  Goodrich.  M.  D..  Associate  Pro- 
fessor, Radiology,  Duke  University  Medical  Center 
11:30  A.  M.— PANEL  DISCUSSION  with  all  speakers  participating 
12:30  P.  M.— Luncheon  with  wives 

SPEAKER— Vernelle  Fox,  M.  D.,  Medical  Director,  The  Georgian  Clinic 
TOPIC:  Alcoholism 

2: 15  P.  M.— OBESITY  IN  CHILDREN— Sidney  Breibart,  M.  D..  Associate  in  Pediatrics, 
Emory  University  School  of  Medicine 

2:45  P.  M.-MANAGEMENT  OF  THE  DISTURBED  CHILD  - Corbett  Turner,  M.  D„ 
Assistant  Professor.  Child  Psychiatry  and  Pediatrics,  Emory  University  School  of 
Medicine 

3:30  P.  M.— Business  Meeting 

4:00  P.  M.— SEIZURE  DISORDERS  IN  CHILDREN— James  Schwartz,  M.  D..  Assistant  Pro- 
fessor of  Pediatrics  (Neurology).  Emory  University  School  of  Medicine 
4:30  P.  M.— Panel  Discussion 
7:00  P.  M.— SOCIAL  HOUR 

Courtesy  of  B.  F.  Asher  Company 
8:00  P.  M.— Banquet 

SPEAKER— Carroll  L.  Witten,  M.  D..  President,  The  American  Academy  of 
General  Practice 


FRIDAY 

8:00  A.  M.— Registration 

9:00  A.  M.-RECALCITRANT  VAGINITIS  AND  VULVITIS-Herbert  Birch,  M.  D„  Depart- 
ment of  Gynecology  and  Obstetrics.  Emory  University  School  of  Medicine 
9:30  P.  M.— AN  APPROACH  TO  SEXUAL  PROBLEMS  IN  GYNECOLOGIC  PATIENTS— 
Charles  W.  Butler,  M.  D.,  Department  of  Gynecology  and  Obstetrics,  Emory 
University  School  of  Medicine 

10:00  A.  M.-MODERN  OBSTETRIC  MANAGEMENT  OF  ERYTHROBLASTOSIS— Malcolm 
G.  Freeman,  M.D  .,  Department  of  Gynecology  and  Obstetrics,  Emory  University 
School  of  Medicine 

11:00  A.  M.— EXPERIENCES  WITH  THE  INTRA-UTERINE  CONTRACEPTIVE  DEVICE- 
John  D.  Thompson,  M.  D.,  Department  of  Gynecology  and  Obstetrics,  Emory 
University  School  of  Medicine 
11:30  A.  M.-PANEL  DISCUSSION  - ALL  SPEAKERS 
12:30  P.  M.— Luncheon  with  wives 

TOPIC:  A PROFILE  ON  SOME  ENDOCRINE  DISORDERS  OF  BIBLICAL 
PERSONALITIES— Robert  B.  Greenblatt,  M.  D..  Professor  and  Chairman,  De- 
partment of  Endocrinology.  Medical  College  of  Georgia 
2:15  P.  M.-SOME  COMMON  HEMATOLOGICAL  PROBLEMS-Ben  R.  Gendel,  M.  D„ 
Department  of  Internal  Medicine,  Emory  School  of  Medicine 
2:45  P.  M.-CEREBRAL  VASCULAR  INSUFFICIENCY  AND  TREATMENT  OF  STROKES 
Alexander  S.  McKinney.  M.  D.,  Emory  University  Clinic 
3:15  P.  M.— A DAY  IN  A DERMATOLOGIST’S  OFFICE-John  P.  Tindall  M.  D..  Associate 
in  Dermatology,  University  Medical  Center 
3:45  P.  M.— Panel  Discussion 

4:30  P.  M.— Drawing  of  Door  Prizes  and  Adjournment 


New  Members,  SCMA 

Dr.  Stanmore  E.  Reed 
1444  Barnwell  St. 

Columbia 

Dr.  Charles  E.  Stephenson 
1318  Oak  St. 

Columbia 
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THE  PRESENT  STATUS  OF  MEDICAL 
LABORATORY  PERSONNEL 


(CLINICAL  PATHOLOGISTS,  BIOCHEMISTS,  BACTERIOLOGISTS, 
MICROBIOLOGISTS,  REGISTERED  MEDICAL  TECIINOLOGISTS-MT(ASCP, 
NON-REGISTERED  MEDICAL  TECHNOLOGISTS,  LABORATORY  TECHNICIANS, 
LABORATORY  AIDES,  CERTIFIED  LABORATORY  ASSISTANTS, 
NON-CERTIFIEI)  LABORATORY  ASSISTANTS,  ETC.) 


T.  C.  NATION,  M.  D.,  F.  G.  A.  P. 

Anderson  Memorial  Hospital 
Anderson.  S.  C. 


One  purpose  of  this  article  is  to  define  and 
describe  clearly  each  division  of  medical  laboratory 
personnel,  whose  duty  it  is  to  perform  the  ever  in- 
creasing number  of  medical  or  clinical  laboratory 
procedures  necessary  to  provide  the  patient’s  physician 
with  the  knowledge  to  diagnose  and  treat  almost  any 
disease.  Laboratory  personnel  usually  work  in  hospital 
laboratories,  but  may  also  perform  procedures  in 
physician’s  offices,  public  health  laboratories,  and 
independent  medical  laboratories.  It  is  the  intention 
of  the  author  to  present  an  honest  and  unprejudiced 
viewpoint,  not  limiting  the  description  to  good 
points,  but  also  to  cover  the  gross  deficiencies  of  some 
individuals. 

Second,  the  article  will  present  a picture  of  meas- 
ures being  taken  to  meet  the  rapidly  increasing  de- 
mand for  medical  laboratory  personnel  throughout 
the  country. 

Third,  a program  proposed  to  begin  in  September, 
1966,  by  the  Tri-County  Technical  Education  Center 
in  Pendleton,  South  Carolina,  to  train  laboratory 
technicians  is  described. 

Fourth,  the  drastic  need  for  state  licensure  for  all 
trained  personnel  in  medical  laboratories  by  an  ap- 
propriate board  of  examiners  is  explained,  and  the 
essential  parts  of  such  a bill  are  described. 

Fifth  and  last,  an  appeal  is  made  to  all  young 
people  in  high  school  and  college  to  consider  entering 
this  vital  field  of  medicine  “through  the  front  door— 
not  the  side  or  back  door.” 

I.  PERSONNEL 

A.  Clinical  Pathologists 

The  clinical  pathologist  is  first  and  foremost  a phy- 
sician with  a college  education,  four  years  of  medical 
school,  one  year  of  internship  and  four  years  of 
residency  training  in  clinical  pathology  in  an  ap- 
proved hospital.  The  extreme  need  for  clinical  path- 
ologists is  evidenced  by  the  fact  that  there  are  less 
than  5,000  pathologists  in  the  United  States  and  yet 
there  is  an  estimated  need  for  at  least  7,000  in  our 
present  hospitals.  Clinical  pathologists,  since  they  are 
physicians,  are  required  to  have  a state  medical 
license  in  order  to  attain  medical  and  hospital  staff 
privileges.  They  must  pass  a thorough  examination  to 


become  certified  as  Diplomates  of  the  American 
Board  of  Pathology  of  the  American  Medical  Associa- 
tion, thus  qualifying  them  to  practice  the  specialty  of 
Laboratory  Medicine. 

B.  Biochemists,  Bacteriologists  and  Microbiologists 

Biochemists,  bacteriologists  and  microbiologists  are 

considered  together.  They  must  have  a college  degree 
and  have  done  graduate  work  in  their  respective 
fields  attaining  a M.  S.  degree  or  a Ph.  D.  degree. 
They  can  be  quite  valuable  to  any  medical  laboratory, 
but  most  commonly  find  their  places  in  large  lab- 
oratories and  medical  schools,  since  the  smaller  medi- 
cal laboratory  cannot  afford  or  effectively  utilize  their 
services.  This  type  of  personnel  should  not  be  given 
full  control  of  the  clinical  laboratory  or  even  absolute 
control  of  their  own  department  because  they  lack 
formal  medical  training  and  have  no  significant 
knowledge  of  clinical  medicine  to  help  them  to  relate 
and  interpret  properly  biochemical  and  bacteriological 
findings  to  the  attending  physician.  This  is  in  no  way 
intended  to  degrade  their  value  in  developing  more 
efficient  techniques,  including  the  recent  remarkable 
advances  in  biochemistry  largely  due  to  the  applica- 
tion of  sophisticated  electronic  instrumentation  to 
automated  multiple  tests  simultaneously  and  to  intro- 
duce quality  control,  thus  insuring  accuracy  with 
reduction  in  the  ever  present  human  errors.  In  sum- 
mary, biochemists,  bacteriologists  and  microbiologists 
should  work  with  clinical  pathologists  in  appropriate 
areas,  rather  than  compete,  and  or  even  deride  and 
degrade  each  other. 

C.  Registered  Medical  Technologist—  MT(ASCP) 

A registered  medical  technologist  MT(ASCP)  is 
required  to  have  three  years  of  college  work  and  one 
year  of  practical  training  in  an  approved  school  of 
medical  technology.  Many  receive  B.S.  degrees  in 
medical  technology  and  others  have  college  degrees 
in  addition  to  their  practical  training.  The  college 
work  must  include  required  courses  in  chemistry 
and  biology.  The  approved  school  of  medical  tech- 
nology has  a list  of  requirements  established  by  the 
Registry  of  Medical  Technology  and  Board  of  Schools 
of  Medical  Technology  of  the  American  Society  of 
Clinical  Pathologists.  The  latter  is  a division  of  the 
American  Medical  Association.  Those  MT(ASCP)’s 
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with  degrees  and  two  or  more  years  of  experience 
may  act  as  instructors  in  approved  schools  of  medical 
technology.  All  hospital  laboratories  seek  the  services 
of  this  type  of  medical  technologist,  since  they  are 
the  most  competent  and  able  to  perform  practically 
all  of  the  medical  procedures,  even  the  most  com- 
plicated, with  only  supervision  by  a clinical  patholo- 
gist. 

Unfortunately,  they  are  relatively  few  in  number 
and  are  estimated  to  represent  far  less  than  one  tenth 
of  all  of  the  present  medical  laboratory  staffs.  At- 
tempts to  recruit  more  college  students  and  graduates 
for  this  field  have  not  changed  the  ratio;  the  reasons 
being  poor  recruitment  techniques,  the  numerous 
other  challenging  fields  that  a college  trained  in- 
dividual can  enter,  relatively  low  salaries  and  lack 
of  proper  recognition.  The  approved  schools  of 
medical  technology  that  train  MT(ASCP)’s  are  under 
medical  auspices  and  are  inspected  approximately 
every  three  years  by  the  American  Society  of  Clini- 
cal Pathologist’s  members  appointed  by  the  Board  of 
Approved  Schools  of  Medical  Technology. 

D.  Certified  Laboratory  Assistants 

Also  under  medical  auspices  is  the  certified  lab- 
oratory assistant.  (CLA)  program  which  requires  the 
prospective  student  to  have  graduated  from  an  ac- 
credited high  school,  preferably  with  abilities  in  the 
sciences.  The  course  of  training  must  be  in  a hospital 
laboratory  which  has  been  approved  for  this  training 
by  the  American  Society  of  Clinical  Pathologists,  must 
be  at  least  one  year  duration  and  must  include  formal 
instruction.  The  graduate  certified  laboratory  assis- 
tant is  required  to  work  under  the  direction  of  an 
MT ( ASCP ) and  a clinical  pathologist.  They  are 
limited  in  the  procedures  that  they  are  allowed  to 
perform.  Their  responsibility  is  relatively  low  and  the 
salaries  are  commensurate  with  this. 

The  American  Society  of  Medical  Technologists 
has  not  seen  fit  to  endorse  this  program  yet.  This 
type  of  trained  personnel  could  not  be  employed  in 
small  laboratories  or  given  any  significant  amount  of 
responsibility.  The  more  ambitious  graduate  of  this 
type  of  school  would  obviously  soon  learn  other  more 
complicated  procedures  and  begin  to  take  on  more 
responsibility  as  time  progresses.  They  might  be  com- 
peting with  the  MT ( ASCP ) and  are  at  a distinct  dis- 
advantage in  comparison  to  technicians  and  tech- 
nologists not  trained  under  medical  auspices,  to  be 
described  in  the  following  paragraphs. 

E.  Laboratory  Technicians,  Laboratory  Aides,  Lab- 
oratory Assistants,  Non-Certified  Laboratory  Assis- 
tants, etc. 

Not  under  medical  auspices  are  a group  of  medical 
laboratory  personnel  who  are  trained  in  various  com- 
mercial schools  in  several  large  cities,  or  are  dis- 
charged former  Army  and  Navy  personnel  who  were 
given  short,  apparently  incomplete  courses  in  clinical 
laboratory  work.  Some  of  these  do  excellent  work 
under  the  supervision  of  MT(ASCP)’s  and  clinical 


pathologists  and  others  seem  to  perform  substandard 
work  and  give  their  laboratories  a poor  reputation. 
The  commercial  schools  of  medical  technology  are 
unable  to  find  hospitals  to  give  their  students  any 
significant  practical  experience  and  their  work  is 
principally  from  text  books  and  lectures  by  instruc- 
tors, some  of  whom  are  apparently  inadequately 
qualified  to  teach  their  particular  subjects.  Little  can 
be  saiil  by  the  author  in  favor  of  these  commercial 
schools  whose  purpose  seems  to  be  to  make  a con- 
siderable profit  from  extremely  high  tuition  fees.  The 
young  high  school  student  reading  their  advertise- 
ments may  be  completely  misled  unless  he  or  she 
investigates  further  through  proper  channels.  In  ad- 
dition to  losing  time  and  money,  in  many  cases,  this 
type  of  graduate  is  unable  to  find  a position  as  a 
laboratory  technician;  and  even  if  he  does,  he  is 
usually  unable  to  perform  the  duties  required  of 
competent  laboratory  technicians. 

Graduates  of  laboratory  schools  not  under  medical 
auspices  have  joined  together  in  various  organizations 
almost  too  numerous  to  mention;  some  of  which  are 
listed  as  the  American  Medical  Technologists,  The 
International  Registry  of  Independent  Medical  Tech- 
nologists, The  Registry  of  Medical  Technologists  of 
the  International  Society  of  Clinical  Laboratory 
Technologists  and  the  National  Council  of  Medical 
Technology  Schools. 

In  summary,  the  student  who  proposes  to  enter  the 
field  of  medical  laboratory  work  is  strongly  advised 
to  avoid  commercial  schools  in  which  there  is  no 
relation  with  any  accredited  hospital,  and  is  referred 
preferably  to  the  training  in  schools  of  medical 
technology  under  medical  auspices. 

F.  Non-Registered  Medical  Technologists 

One  relatively  large  group  of  trained  medical  lab- 
oratory personnel  has  been  obtained  by  training  high 
school  graduates,  or  students  with  some  college  train- 
ing. in  an  approved  school  of  medical  technology  for 
periods  of  12  to  36  months. 

Many  of  these  individuals  have  become  extremely 
competent  in  the  hospital  clinical  laboratory  and  per- 
form valuable  services  to  the  patient  through  the 
laboratory,  physician  and  hospital.  These  students 
have  not  been  given  official  recognition  in  the  past; 
however,  a significant  number  have  gone  on  to  com- 
plete their  college  requirements  and  have  passed  the 
rigid  examinations  required  for  MT(ASCP). 

II. 

It  has  been  estimated  that  between  35.000  and 
100,000  more  medical  laboratory  personnel  will  be 
needed  in  the  next  few  years.  The  approximately  880 
approved  schools  of  medical  technology  will  turn  out 
only  a few  thousand  MT(ASCP)’s.  The  112  ap- 
proved CLA  programs  may  turn  out  several  thousand 
laboratory  assistants.  Both  of  these  sources,  however, 
will  be  unquestionably  insufficient  to  fill  the  growing 
needs. 

The  enlarging  enrollment  and  lack  of  control  on 
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the  commercial  schools  and  other  similar  programs,  it 
is  feared,  will  possibly  flood  the  market  with  a large 
number  of  substandard  clinical  laboratory  workers 
and  have  a deleterious  effect  on  the  quality  of  medi- 
cal care  throughout  the  nation.  It  is  of  utmost  im- 
portance that  programs  in  which  students  receive 
hospital  training  and  instructions  are  rapidly  in- 
creased at  this  time. 

III. 

In  western  South  Carolina,  the  Tri-County  Tech- 
nical Educational  Center  in  Pendleton,  South  Carolina 
began  a school  (see  appendix  A)  in  September,  1966, 
to  train  graduate  laboratory  technicians.  This  two 
year  program  is  in  affiliation  with  the  hospitals  in 
Anderson,  Oconee  and  Pickens  Counties. 

The  student  will  be  given  six  months  of  basic  train- 
ing in  the  sciences  related  to  medical  technology  and 
then  18  months  practical  training  in  a hospital  lab- 
oratory under  the  direction  of  instructors  who  are  all 
MT(ASCP)’s.  The  practical  program  will  also  be 
supervised  by  certified  clinical  pathologists. 

IV. 

Not  all  national  registry  examining  committees  and 
boards  have  been  approved  by  official  medical  or- 
ganizations. No  one  can  doubt  that  the  general  public 
has  not  been  well  educated  as  to  the  multiple  types 
of  laboratory  personnel,  and  in  fact  a large  majority 
of  practicing  physicians  do  not  understand  the  differ- 
ence between  a medical  technologist  registered  by  the 
Board  of  Registry  of  Medical  Technologists  of  the 
American  Society  of  Clinical  Pathologists  and  a medi- 
cal technologist  registered  by  the  Registry  of  Medical 
Technologists  of  the  International  Society  of  Clinical 
Laboratory  Technologists.  Neither  do  the  public  and 
majority  of  physicians  understand  the  difference 
between  a laboratory  aide,  a laboratory  assistant,  a 
certified  laboratory  assistant  and  a laboratory  tech- 
nician. I suggest  that  possibly  even  many  clinical 
pathologists  could  not  list  the  numerous  organizations 
which  have  arisen  recently  in  order  to  give  recogni- 
tion to  well  trained  or  poorly  trained  medical  lab- 
oratory personnel.  It  is  quite  obvious  that  the  more 
dignified  and  high  sounding  titles  will  be  more  sought 
after  than  titles  which  clearly  indicate  aide  or  assis- 
tant status. 

In  our  State  of  South  Carolina,  I would  sincerely 
hope  that  an  act  (see  appendix  B)  can  be  promptly 
passed  by  both  our  Senate  and  House  of  Representa- 
tives to  simplify  the  titles  of  medical  laboratory 
technical  personnel  and  to  grant  each  a license  in  his 
particular  category'.  All  those  concerned  then  would 
know  the  exact  status  of  an  individual  in  regard  to 
their  training  qualifications.  It  would  seem  correct 
that  an  assistant  could  become  a technician,  if  he  or 
she  had  the  proper  experience  and  intelligence  and 
would  pass  designated  examinations.  This  proposed 
bill  would  have  a dual  effect  to  protect  all  medical 
laboratory  technology  personnel  and  also  to  protect 
the  patient  from  substandard  clinical  or  medical  lab- 
oratory workers.  It  would  assure  that  medical  tech- 


nologists would  receive  compensation  according  to 
their  ability  here  in  South  Carolina  and  throughout 
the  entire  country. 

At  present,  it  is  true  that  only  4 states  of  50  now 
have  licensing  laws  for  medical  laboratory  technical 
personnel,  but  soon  it  is  evident  that  this  move  will 
be  spread  to  the  majority  of  the  states.  LET  SOUTH 
CAROLINA  BE  AMONG  THE  FIRST  TO  PASS 
THIS  TYPE  OF  ACT. 

V. 

The  young  man  or  women  contemplating  entering 
the  field  of  medical  technology  should  decide  the 
level  that  he  wishes  to  attain. 

If  at  all  possible,  the  student  should  complete 
three  years  of  undergraduate  work  and  then  enter  the 
12  months  of  study  and  extensive  training  in  any  of 
the  over  800  approved  schools  of  medical  technology. 
In  most  cases,  after  completion  of  this  program,  a 
B.S.  degree  in  medical  technology  will  be  awarded. 
He  then  may  take  the  national  registry  examination  to 
qualify  for  certification  by  the  Registry  of  Medical 
Technologists  of  the  American  Society  of  Clinical 
Pathologists  (ASCP).  It  is  also  possible  that  he  may 
have  to  present  credentials  or  pass  an  examination  for 
state  licensure. 

If  a student  is  unable  to  take  the  required  amount 
of  college  training,  but  still  has  a strong  desire  to 
practice  medical  technology,  there  are  two  programs 
available  at  present  in  which  the  student  will  receive 
the  absolutely  necessary  in-hospital  training  and 
experience. 

One  is  the  CLA  (certified  laboratory  assistant)  and 
the  other  is  the  CLT  ( graduate  laboratory  tech- 
nician). The  CLA  has  been  previously  discussed.  The 
GLT  will  have  a total  of  two  years  of  training,  six 
months  consisting  of  introductions  in  basic  subjects 
such  as  chemistry,  biology,  mathematics',  etc.,  given 
in  the  author’s  geographical  area,  at  Tri-County 
Technical  Educational  Center.  The  remaining  18 
months  of  training  are  given  in  an  approved  hospital 
laboratory  under  the  direction  of  qualified  instruc- 
tors. The  graduate  laboratory  technician  will  be 
qualified  to  perform  all  routine  laboratory  procedures 
under  the  direction  of  a clinical  pathologist  and  the 
MT(ASCP).  The  length  of  training  of  the  CLT  is 
twice  as  long  as  the  CLA,  and  obviously  the  GLT 
will  be  more  capable  and  responsible.  This  type  of 
personnel  will  be  much  more  adaptable  to  the  small 
community  hospital  where  MT(ASCP)’s  are  not 
available  and  CLA’s  are  incapable  and  not  allowed  to 
perform  all  the  necessary  laboratory  procedures.  It  is 
hoped  that  both  CLA’s  and  CLT’s  will  be  licensed  by 
the  state  in  their  particular  category  as  outlined  in 
the  attached  appendix  B. 

If  a student  desires  to  work  in  the  clinical  lab- 
atory  and  does  not  want  to  enter  any  of  the  described 
programs  above,  the  author  believes  that  he  should 
not  be  allowed  to  take  substandard  training  at  a 
commercial  school  with  no  hospital  connection  and 


Oc  mm  ie  1966 


411 


then  obtain  a position  at  a small  hospital  in  our  state, 
desperate  for  anyone  to  do  laboratory  procedures. 
However,  for  laboratory  personnel  already  working  in 
hospitals  throughout  the  state,  even  though  they  do 
not  have  the  necessary  credentials  or  approved  train- 
ing, I believe  that  they  should  be  allowed  to  take 
appropriate  examinations  and  be  licensed  in  one  of 
the  three  categories  outlined  in  the  attached  proposed 
legislative  act. 

In  summary,  my  advice  to  the  young  person  de- 
siring a career  in  the  medical  laboratory  — go  to 
college,  if  at  all  possible  — if  not,  talk  with  the 
local  medical  technologists  or  clinical  pathologists 
about  your  possibilities. 

APPENDIX  A 

Students  enrolled  in  the  Graduate  Laboratory 
Technician  Program  will  attend  regular  classes  585 
hours  for  24  weeks  at  Tri-County  Educational  Center. 
The  classes  will  begin  every  six  months.  After  com- 
pletion of  a semester,  the  student  will  then  serve  18 
months  training  in  one  of  the  approved  hospitals  in 
the  area. 

All  prospective  students  must  be  high  school 
graduates  and  must  have  passed  appropriate  aptitude 
tests  and  have  undergone  satisfactory  interviews.  The 
exact  curriculum  is  available  at  Tri-County  Technical 
Educational  Center,  Pendleton,  South  Carolina. 

An  extremely  low  tuition  fee  is  charged  for  the 
first  six  months.  Scholarship  and  loan  funds  are 
available. 

APPENDIX  B 

( Proposed  Act  to  License  Medical  Laboratory 
Personnel ) 

A.  Definitions 

1.  “Medical  Laboratory  Personnel’’  signifies  medical 
technologists,  laboratory  technicians  and  laboratory 
assistants.  These  individuals  work  in  the  hospital  lab- 
oratories performing  technical  procedures  ordered  by 
the  attending  physician.  The  laboratory  personnel  are 
supervised  by  physicians  who  are  recognized  to  be 
able  to  practice  laboratory  medicine  ( clinical  patholo- 
gists). 

2.  “Board”  means  the  State  Board  of  Medical  Ex- 
aminers as  established  in  section  56-135. 

(Note:  If  there  is  a need  for  a separate  board,  I 
would  have  no  objection. ) 

3.  Words  imparting  the  masculine  gender  may  be 
applied  to  the  female  gender. 

B.  Performance  of  Clinical  Laboratory  Procedures 

Restricted 

No  person  shall  perform  the  technical  procedures  in 
a hospital  clinical  laboratory  unless  he  has  been 
authorized  to  do  so  pursuant  to  provisions  of  this  act. 

But  nothing  in  this  chapter  shall  be  construed: 

1.  To  prohibit  a licensed  physician  in  the  State  of 
South  Carolina  from  performing  the  technical  lab- 
oratory procedures  himself. 

2.  To  interfere  with  any  clinical  laboratory  pro- 
cedures performed  in  a private  physician’s  office.  (It 


would  only  apply  to  the  hospital  laboratories  of  South 
Carolina). 

3.  To  prohibit  individuals  with  M.S.  or  a higher 
degree  from  performing  clinical  laboratory  procedures 
in  the  science  in  which  they  hold  their  respective 
degrees. 

C.  Licenses  and  Qualifications  for  Eligibility 

1.  Licenses  shall  be  granted  in  three  different 
categories  as  follows: 

a.  Medical  Technologist 

b.  Medical  Laboratory  Technician 

c.  Medical  Laboratory  Assistant 

D.  Temporary  License 

In  the  interim  between  Board  meetings,  the  presi- 
dent and  secretary  may  grant  temporary  licenses  in 
a particular  category  — but  at  the  next  regular  meet- 
ing, the  candidate  must  apply  for  a permanent 
license  and  must  surrender  such  temporary  license 
for  cancellation. 

E.  Fee  Required  of  Applicants 

Each  applicant,  before  being  allowed  to  take  the 
examination,  shall  pay  to  the  treasurer  of  the  board, 
a fee,  to  be  fixed  by  the  board,  at  an  amount  which, 
with  other  available  resources,  will  fully  cover  the 
costs  involved. 

F.  Examinations  and  Certificates 

For  each  examinee,  the  board  shall  prepare  suit- 
able questions  for  thoroughly  testing  the  knowledge 
of  the  applicant  in  the  following  subjects:  Blood 

Banking;  Hematology;  Clinical  Microscopy;  Serology; 
Immunology;  Bacteriology;  Virology;  Clinical  Chem- 
istry; Histology;  Cytology  and  other  subjects  which 
the  board  may  deem  necessary. 

A certificate  will  be  given  to  each  successful  ap- 
plicant, stating  their  particular  category  of  practice. 

G.  Grade  Required  on  Examination 

The  standard  requirement  shall  be  an  average  of 
not  lower  than  75%  on  all  branches  examined  and  not 
less  than  60%  on  an  individual  branch. 

H.  Subsequent  Examinations  In  Case  of  Failure 

In  case  of  failure  at  any  examination,  the  applicant 
shall  have  the  privilege  of  a second  examination  with 
the  payment  of  the  required  fee.  In  case  of  a second 
failure,  the  applicant  must  have  pursued  his  studies 
for  such  time  as  the  board  may  affirm. 

I.  Suspension  of  License 

The  board  may  suspend  or  revoke  by  a majority 
vote  of  its  total  membership,  the  licenses  of  any  per- 
son to  whom  it  was  granted  on  the  same  grounds 
that  other  medical  licenses  are  revoked. 

J.  Reciprocal  Certification 

The  board  may  grant  certificates  to  those  appli- 
cants who  have  an  appropriate  license  from  another 
state  board  without  further  examination. 

The  board  may  grant  certification  to  those  medical 
technologists  who  have  passed  their  respective  na- 
tional examinations  given  by  the  Registry  of  Medical 
Technologists  of  the  ASCP  and  the  Board  of  CLA  of 
the  ASCP. 
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K.  Appeals  From  Refusal  of  License 

Upon  the  refusal  of  the  board  to  grant  a license  to 
any  applicant,  an  appeal  may  be  made  to  the  Gover- 


nor, who  may  order  a re-examination  of  the  applicant, 
to  be  held  in  the  presence  of  a committee  of  qualified 
individuals. 


HOSPITAL  COSTS 

GRANT  HURST 


The  most  recent  statistics  from  the  American  Hos- 
pital Association  indicate  that  during  the  year  ending 
in  September,  1965,  expense  per  patient  day  in  the 
nation’s  short-term  hospitals  rose  7%  to  a record 
$44.48. 

In  South  Carolina,  the  average  expense  per  patient 
day  climbed  almost  9%  to  $29.79. 

Hospital  costs  have  been  increasing  6 to  8 percent 
annually  for  a number  of  years  in  South  Carolina, 
but  in  recent  months,  costs  have  been  increasing  some- 
what faster.  This  is  true  especially  in  the  state’s  highly 
industrialized  areas,  and  some  hospitals  have  reported 
increases  so  far  this  year  of  more  than  15%  —virtually 
all  due  to  increased  payroll  expenses. 

In  an  effort  to  attract  and  retain  qualified  workers, 
many  hospitals  in  the  state  have  increased  salaries  for 
professional  and  non-professional  workers  several 
times  during  the  last  10  or  12  months.  Congress  is 
expected  to  pass  minimum  wage  legislation  this  month 
which  will  require  hospitals  to  pay  $1.00  per  hour 
beginning  in  February  of  1967.  An  increase  of  15<f 
per  hour  will  be  required  each  year  until  the  mini- 
mum reaches  $1.60.  National  attention  has  been 
focused  recently  on  activities  of  organized  nurses  in 
a number  of  metropolitan  areas  in  their  efforts  to 
gain  increased  salaries  and  fringe  benefits.  The 
American  Nurses  Association  has  announced  that  the 
beginning  salary  for  general  duty  nurses  should  be 
$6,500  per  year.  These  pressures,  coupled  with  those 
from  increasing  industrialization  and  widespread  in- 
flation, probably  will  force  the  cost  of  hospital  care 
in  South  Carolina  to  increase  more  rapidly  than  pre- 
viously and  gradually  bring  our  costs  somewhat  closer 
to  the  national  average. 

A number  of  steps  have  been  taken  in  anticipation 
of  accelerating  personnel  costs  including  the  follow- 
ing: 

Approximately  30  hospitals  in  South  Carolina 
have  undertaken  extensive  wage  and  salary  ad- 
ministration programs  through  a South  Carolina 
Hospital  Association  program  financed  prin- 
cipally by  The  Duke  Endowment.  Job  descrip- 
tions and  wage  scales  are  being  developed  rapidly 


and  comprehensive  job  analysis  programs  have 
been  designed.  In  many  hospitals,  management 
consultants  are  assisting  in  all  or  part  of  this 
program. 

Approximately  57  hospitals  have  raised  room 
rates  since  January  1,  1966,  in  an  effort  to  in- 
crease revenue  and,  at  the  same  time,  accomplish 
their  long  range  goal  of  relating  hospital  charges 
more  directly  to  hospital  costs.  Most  of  the  in- 
creased income  has  been  necessary  to  absorb 
increased  personnel  costs. 

Growing  concern  with  the  proper  utilization  of 
health  manpower  has  led  to  the  planning  of  a 
number  of  programs  designed  to  assist  ad- 
ministrators, nurses,  supervisors  and  other  health 
workers  make  maximum  use  of  limited  numbers 
of  workers. 

In  cooperation  with  Blue  Cross-Blue  Shield,  the 
South  Carolina  Hospital  Association  will  begin 
a statewide  public  information  campaign  this 
month  to  help  to  explain  the  effect  of  salary  in- 
creases on  rapidly  increasing  hospital  costs  and 
the  efforts  of  hospitals  to  control  costs. 

Individually  and  collectively,  hospitals  must  con- 
tinue to  narrow  the  gap  between  hospital  and  in- 
dustrial salaries  and  at  the  same  time  increase  their 
efforts  to  control  costs  without  sacrificing  high 

standards  of  health  care. 

o o o o o 

The  following  selected  statistics  from  the  1966 
Guide  Issue  of  Hospitals , Journal  of  the  American 
Hospital  Association,  indicate  how  South  Carolina 
compares  to  the  national  average. 


Short  Term  General  Hospital 

U.  S. 

S.  C. 

Average  occupancy 

76.0% 

78.0% 

Average  length  of  stay 

7.8 

7.5 

Full  time  personnel/ 100 

246 

203 

patients 

Payroll  expense /patient  day 

$27.44 

$17.00 

Total  Expense 

$44.48 

$29.79 

—The  Hospital  Trustee  Newsletter, 
August,  1966. 
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New  Pharmaceutical  Specialties 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
borchure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

New  Dosage  Forms — Of  a previously  intro- 
duced product. 

NEW  SINGLE  CHEMICALS 
VERCYTE 

Cancer  Chemotherapy.  Rx 

Manufacturer:  Abbott  Laboratories 

Nonproprietary  Name:  Pipobroman 

Indications:  Primary:  Polycythemia  vera.  Also 
found  to  be  useful  in  the  treatment  of  chronic 
granulocytic  leukemia.  Drug  classified  as 
alkylating  agent. 

Not  recommended  for  children  under  15  or  for 
use  during  pregnancy.  Not  to  be  administered  to 
patients  with  bone  marrow  depression. 

Dosage:  Orally  in  divided  daily  doses.  Main- 
tenance adjusted  to  response  of  the  patient. 

Polycythemia  vera: 

Initial — 1 mg/kg/day. 

Maintenance — 0.1  to  0.2  mg/kg/day. 

Chronic  granulocytic  leukemia: 

Initial — 1.5  to  2.5  mg/kg/day. 

Maintenance — 7 mg  daily  (50  mg  weekly)  to 
175  mg  daily. 

Supplied  as:  Tablets  10  mg  and  25  mg;  Bottles 
of  100. 

DUPLICATE  SINGLE  PRODUCTS 
RENASUL 
Sulfonamide.  Rx 

Manufacturer:  Carrtone  Laboratories,  Inc. 

Nonproprietary  Name:  Sulfamethizole 

Indications:  Urinary  tract  infections:  cystitis, 
urethritis,  pyelitis,  pyelonephritis  and  prostatisis. 
Also  found  effective  against  Proteus  vulgaris, 
Pseudomonas  aeruginose,  E.  coli,  S.  fecalis,  E. 
intermedium  and  A.  aerogenes. 

Dosage:  One  or  two  tablets,  3 to  4 times  daily. 

Supplied  as:  Tablets  0.5  Gm;  Bottles  of  100  and 

1,000. 

COMBINATION  PRODUCTS 
ALGESIN-C 

Antiarthritic  (non-hormonal).  Rx 

Manufacturer:  The  Vale  Chemical  Co.,  Inc. 

Composition: 

Sodium  Butabarbital  10  mg 


Acetaminophen  200  mg 

Mephenesin  200  mg 

Salieylamide  200  mg 

Ascorbic  Acid  20  mg 


Indications:  Symptomatic  relief  of  pain,  muscle 
tension  or  muscle  spasm,  associated  with  arth- 
ritic and  rheumatic  conditions,  neuralgias  and  low 
back  pain. 

Dosage:  Adults:  One  or  two  tablets  4 times 
daily. 

Children:  (over  6 years)  V2  to  1 tablet  4 times 
daily. 

Supplied  as:  Tablets.  Bottles  of  100,  500  and 

1,000. 

NEOSPECT 
Bronchial  Dilator.  Rx 

Manufacturer:  Lemmon  Pharmacal  Company 


Composition: 

Dyphylline  100  mg 

Ephedrine  Sulfate  25  mg 

Phenobarbital  15  mg 

Glyceryl  Guaiacolate  100  mg 


Indications:  Relief  or  prevention  of  the  symp- 
toms of  bronchial  asthma,  asthmatic  bronchitis, 
acute  and  chronic  bronchitis,  hay  fever,  emphy- 
sema and  other  conditions  in  which  bronchospasm 
and  respiratory  congestion  are  dominant  symp- 
toms. 

Dosage:  Adults:  One  tablet  at  first  indcation  of 
attack. 

One  or  two  tablets  every  4 hours  for  prevention 
of  recurrence. 

One  tablet  at  bedtime  for  prevention  of  noc- 
turnal attacks. 

Children:  (over  6)  one-half  the  adult  dose. 

Supplied  as:  Tablets.  Bottles  of  100  and  1,000. 

PEDIALYTE 


Hospital  Solution.  Rx 
Manufacturer:  Ross  Laboratories 
Composition: 

Sodium  30  mEq/liter 

Potassium  20  mEq/liter 

Calcium  4 mEq/liter 

Magnesium  4 mEq/liter 

Chloride  30  mEq/liter 

Lactate  28  mEq/liter 

Dextrose  50  Gm/liter 

Caloric  content:  6 cal/fl.  oz.  (from  dextrose.) 

Indications:  Oral  administration  of  required 

fluid  and  electrolytes  to  infants  and  children;  in 
mild  or  moderate  diarrhea,  vomiting  and  follow- 
ing surgical  procedures  and  conditions  with  ex- 
cessive fluid  loss  or  deficient  intake. 

Dosage:  Based  on  clinical  estimation  of  pa- 
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tient’s  requirement.  Varies  with  age,  weight,  and 
degree  of  dehydration. 

Supplied  as:  Solution.  Eight  ounce  disposable 
nursing  bottle. 

RENASUL  A 
Antibacterial  Urinary.  Rx 
Manufacturer:  Carrtone  Laboratories,  Inc. 
Composition : 

Sulfamethizole  0.5  Gm 

Phenazopyridine  HC1  0.05  Gm 

Indications:  Acute  urinary  tract  infections 

amenable  to  sulfonamide  therapy,  prior  to  and 
following  genitourinary  surgery  and  instrumenta- 
tion. 


Dosage: 

Adults:  2 capsules  4 times  daily. 

Children:  (9-12  years)  1 capsule  4 times 
daily. 

Supplied  as:  Capsules.  Bottles  of  100  and  1,000. 

RENASUL  MM 
Antibacterial  Urinary.  Rx 

Manufacturer:  Carrtone  Laboratories,  Inc. 
Composition: 

Sulfamethizole  0.25  Gm 

Methenamine  Mandelate  0.25  Gm 

Indications:  Acute  urinary  tract  infections 

amenable  to  sulfonamide  therapy,  prior  to  and 


Aerosol  Therapy 
with  compressed  air. 


Aerosol  — IPPB  Therapy 
with  room  air. 


Aerosol  — IPPB  Therapy 
with  oxygen  enriched  air. 


These  Puritan -Bennett  units  can  be 
prescribed  for  use  at  home  or  office... 


. . . as  an  aid  in  the  treatment  of  pulmonary  infection,  pulmonary  inflammation, 
inadequate  ventilation,  and  to  improve  oxygenation. 

In  the  acute  or  severe  stages  of  disease,  aerosolized  medication  and  intermittent 
positive  pressure  breathing  are  administered  as  hospital  procedure. 
Puritan-Bennett  aerosol  and  IPPB  units  are  the  preferred  means  of  administration 
for  home  therapy.  They’re  reliable,  efficient,  and  simple  tor  the  inexperienced  to 
use. 

These  units  also  lend  themselves  to  the  administration  of  inhalation  therapy  in 
your  office.  Ask  our  representative  for  more  details  and  ask  for  your  copy  of 
“AEROSOL  AND  IPPB  THERAPY.” 
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following  genitourinary  surgery  and  instrumenta- 
tion. 

Dosage: 

Adults:  2 capsules  4 times  daily. 

Children:  (9-12  years)  1 capsule  4 times 
daily. 

Supplied  as:  Capsules.  Bottles  of  100  and  1,000. 


STEROFRIN 

Eye  Preparation.  Rx 
Manufacturer:  Alcon  Laboratories,  Inc. 
Composition: 

Ophthalmic  suspension: 

^Prednisolone 

0.25% 

Phenylephrine  HC1. 
Hydroxypropyl  methylcellulose 

0.12% 

(4000  cps) 

0.5  % 

In  a base  of  boric  acid,  polysorbate  80,  urea 
and  distilled  water. 

*In  microfine  suspension. 

Indications:  Inflammatory  and  allergic 
tions  of  the  eye. 

condi- 

Dosage:  Topically:  2 drops  in  the  eye(s)  4 
times  daily. 

Supplied  as:  Drop  dispensers  5 ml 

TRISOHIST 

Cold  Preparation  — General.  Rx 
Manufacturer:  Broemmel  Pharmaceuticals 
Composition : 

Chlorpheniramine  maleate  8 mg 

Phenylephrine  HC1.  20  mg 

Methscopolamine  nitrate  2.5  mg 

Indications:  Common  cold,  hay  fever  and  sea- 
sonal allergic  conditions. 

Dosage:  One  capsule  every  10  to  12  hours. 
Supplied  as:  Timed-release  capsules.  Bottles  of 
50  and  250. 

Dosage:  Based  on  clinical  estimation  of  pa- 
tient’s requirement.  Varies  with  age,  weight,  and 
degree  of  dehydration. 

Supplied  as:  Solution.  Eight  ounce  disposable 
nursing  bottle. 

— 


Deaths 


Dr.  J.  F.  Davenport 

Dr.  J.  Frank  Davenport.  59  of  Timmonsville,  died 
at  his  home  on  August  12. 

Dr.  Davenport  was  born  in  Newberry,  April  13, 
1907  and  graduated  from  Newberry  College  and  the 
Medical  College  of  South  Carolina,  class  of  1926.  He 
interned  at  the  McLeod  Infirmary,  and  on  July  1, 
1928  began  the  private  practice  of  general  medicine 
and  surgery  in  Timmonsville. 

In  August,  1955,  Dr.  Davenport  opened  the  Daven- 
port Clinic  in  Timmonsville  which  he  was  operating 
at  the  time  of  his  death,  with  Dr.  C.  B.  Rush  and 
Dr.  Royce  Blackmon  as  associates.  In  professional 
affiliations  Dr.  Davenport  was  a past  president  of  the 
Florence  County  Medical  Society,  a member  of  the 


Pee  Dee  Medical  Association,  the  S.  C.  Medical 
Association,  the  American  Medical  Association  and 
the  American  Academy  of  General  Practice. 


Dr.  W.  A.  Strickland 

Dr.  William  A.  Strickland,  86,  a pioneer  physician 
of  Oconee  County,  died  July  29  after  an  extended 
illness. 

Dr.  Strickland  was  a native  of  Pelzer.  He  began 
practicing  medicine  in  Oconee  County  in  1907  and 
retired  from  active  practice  in  1965.  He  was  a mem- 
ber of  the  Oconee  County  Medical  Association.  He 
was  active  in  civic  affairs  and  received  the  Citizen  of 
the  Year  award  in  1958. 


ASSISTANT  PLANT  PHYSICIAN 

For  rapidly  expanding  plant  with  approximately  2,500  emjdoyees  located  in 
the  Tennessee  Valley. 

Must  be  a graduate  of  an  accredited  medical  college  and  eligible  for 
licensure  in  the  State  of  Alabama. 

Excellent  opportunity  for  professional  growth  while  enjoying  the  best  of 
working  conditions  and  fringe  benefits. 

Salary  commensurate  with  experience. 

Send  resume  in  confidence  to: 

Box  1,  Journal  of  the  S.  C.  Medical  Association 
113  N.  Coit  Street 
Florence,  S. C.  29501 

An  Equal  Opportunity  Employer 
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Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative* 


Therapy: 

two  500  mg.  Caplets®  q.i.d. 

(initial  adult  dose) 

NegGram 

Brand  of 

nalidixic  acid 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent"  or  "good"  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


s:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
rganisms. 

ts:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
I instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
ia,  reversible  subjective  visual  disturbances  (overbrightness  of 
nge  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
ity  and  double  vision),  and  reversible  photosensitivity  reactions, 
erdosage,  coupled  with  certain  predisposing  factors,  has  produced 
Ulsions  in  a few  patients. 

I s:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
rg  prolonged  treatment  Pending  further  experience,  like  most 
t apeutic  agents,  this  drug  should  not  be  given  In  the  first  trimester 
i cy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
i 'airment  of  kidney  function.  Because  photosensitivity  reactions  have 
n a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
try  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
l :curs.  therapy  should  be  discontinued.  The  dosage  recommended 
Hind  children  should  not  arbitrarily  be  doubled  unless  under  the 
B ervision  of  a physician.  Bacterial  resistance  may  develop. 

mg  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 

I rips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
» ve  reaction. 

: lulls:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
ir  ie  to  two  weeks.  Thereafter,  if  prolonged  treatment  is  Indicated, 
a may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
it  ely  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
c es.  The  dosage  recommended  above  tor  adults  and  children 
it'  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
•i  Jntil  further  experience  is  gained,  Infants  under  1 month 
m ae  treated  with  the  drug. 

P ed:  Buff-colored,  scored  Caplets®  of  500  mg.  for  adults,  conve- 
i’  lable  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  in 
0!  )00  250  mg.  for  children,  available  in  bottles  of  56  and  1000 

lc  : (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
I-  Bush,  I.  M.,  Orkin,  L.  A , and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
in  al  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
• Microbiology.  1965,  p.  722. 


Laboratories,  New  York,  N.  Y.  10016 


#As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms  E coli,  Klebsiella,  Aerobacter. 
Proteus.  Paracolon  or  Pseudomonas3.  However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent 


NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


WAVERLEY  SANITARIUM,  Inc. 

(Founded  in  1914  By  Dr.  and  Mrs.  J.  W.  Babcock) 

Waverley  Sanitarium  is  a hospital  for  the  treatment  of  nervous  and  mental  diseases 
including  Out  Patient  Department,  EST  Therapy,  Occupational  Therapy,  Recreational 
Therapy,  X-Ray  Department  and  Complete  Laboratory  Facilities. 


For  Information  Call 
SUPERINTENDENT  253-2243 


2727  Forest  Drive 
Columbia,  S.  C. 

AIR-CONDITIONED,  FIRE  SPRINKLER,  AND  FIRE-PROOF  THROUGHOUT 
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Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C. 28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


a potent  combination  in 
truly  delicious  orange-flavored  forms: 


ERYTHROCIN-SULFAS 


RYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES 


in 

lewable 

ablets 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 


96.5%.  Side  effects  were  experienced  by  only  fou 
of  the  patients. 


The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


The  acceptance:  The  majority  of  the  14 
patients  studied  expressed  a definite  liking  f( 
the  products.  There  were  only  two  refusals.  A 
independent  taste-test  with  50  healthy  childre 
further  substantiated  the  excellent  acceptabilit 
of  the  orange-flavored  forms.  > «» 
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ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES  a 


In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications : Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions : Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
. and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
^ tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
: come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
( or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  003303 
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Lessens  motiUtY, 
reduces  secretions  and 
maintains  mild  sedation 
in  the  ulcer  patient 


ANTISPASMODIC 

ANTISECRETORY 

SEDATIVE 


Each  tablet  or  capsule  contains  Atropine 
sulfate  0.324  mg.  Phenobarbital  16  mg. 
Warning,  may  be  habit  forming.  *Ben- 
sulfoid  65  mg.  *See  White  Sec.  P.D.R. 
p.  851. 

INDICATIONS:  Peptic  ulcer.  Func- 
tional digestive  disturbances. 

DOSAGE:  In  peptic  ulcer  4 to  8 tablets 
or  capsules  per  day.  Dryness  of  mouth 
is  a guide  to  proper  dosage  in  acute  ulcer. 
As  the  ulcer  heals,  increased  sedation 
is  an  indicator  to  reduce  dosage.  In 
functional  digestive  disturbances,  1 tab- 
let or  capsule  every  six  hours  maintains 
sedation  at  the  threshold  of  calmness. 
The  mild  antisecretory  action  does  not 
disturb  the  average  patient. 
SIDE-EFFECTS:  Dryness  of  mouth, 
blurred  vision  and  difficult  urination. 
PRECAUTIONS:  Use  cautiously 
prostatic  hypertrophy.  Do  not 
glaucoma. 

Tablets  packaged  in  bottles  of 
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Why  is  one  mans  gastric  ulcer 
another  mans  duodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
I recently  recognized  phenomenon.1,2 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
geographic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
on  his  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
workingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
reversed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
workers  and  rare  among  the  upper  classes. 

Investigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
for  the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
the  one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
secretion of  gastric  acid.3'8  Or,  as  one  author  states  it:  “The  medical  management 
of  peptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
with  the  effective  inhibition  of  peptic  activity.”3 

Robinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
confirmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness.3,7,9-12 
Relieves  pain  with  “impressive”  promptness.8  Quickly  alleviates  acute  discomfort, 
and  effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
belching  and  other  ulcer  symptoms.7  Suppression  of  nocturnal  pain  is  “out- 
standing.”13 Maximally  effective  doses  may  be  given  with  minimal  side 
reactions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.3,7'14 


no  mailer  what  the  uleer  theory... the  Tael  is  that 

Robinul' 

(glycopyrrolate) 

promotes  the  essential  uleer- lien  ling  environ  met 
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Robiniil 

(glycopyrrolate) 

promotes  tlie 
essential  ulcer-liealing 
environment 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions : Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  prod- 
uct literature  for  full  prescribing  information. 
Supply : Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Cummer,  J.  W.  P.: 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2.  Bockus,  H.  L. : Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p. 
468.  3.  Sun,  D.  C.  H. : Ann  NY  Acad  Sei  99:153  (Feb. 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L.,  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (Jan.)  1963  . 9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962, 

12.  Barman,  M.  L.,  and  Larson,  R.  K.:  Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B. : J New 
Drugs 2 :211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HC1 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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IBB  MOTES  ON  THERAPY 


3ehind  continued  high  blood  pressure  readings 
ies  the  possibility  of  organic  damage  ‘ 


ANY  OF  THE  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
mechanisms  involved  or  because  individuals  differ  in 
eir  responses  to  these  mechanisms.1 
iere  is  one  aspect  of  hypertension,  however,  that 
ems,  in  many  cases,  predictable.  “.  . . when  the  blood 
essure  is  elevated  to  a marked  degree  for  an  adequate 
iiriod  of  time,  this  in  itself  leads  to  perpetuation  of 
e syndrome  with  resulting  vascular  damage  through- 
it  the  body.”14  All  too  often  the  disease  progresses 
itil  there  is  damage  to  one  of  three  vital  organs:  the 
■art,  the  kidney,  the  brain. 


“Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”4 
“[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies.”10 

. . most  evidence  suggests  that  reduction  of  blood 
essure,  when  it  is  too  high,  not  only  relieves  the  heart 
i excess  work  but  reduces  vascular  damage.”1 

n short,  treatment  is  indicated.”1 

.itihypertensive  therapy  will  not  restore  the  blood  ves- 
:ls  to  normal.  Yet  many  of  the  vascular  changes  and 
:mptoms  caused  by  increased  blood  pressure  may  be 
rested  or  alleviated  when  the  blood  pressure  is  re- 
i ced  to  normotensive  levels.7 

Inducing  the  blood  pressure  helps  curtail  further  vascu- 
! ■ damage  and  improves  the  prognosis  — when  damage 
i not  too  far  advanced  before  therapy  is  started.14 
Isential  hypertension  is  an  indication  not  only  for 
batment,  but  for  early  and  adequate  treatment  of  the 
I tient  in  question. 

I duce  the  blood  pressure  with  Rautrax-N 

I utrax-N  combines  the  antihypertensive-tranquilizing 
;tion  of  whole  root  rauwolfia  with  the  antihypertensive- 
uretic  action  of  bendroflumethiazide  in  one  conven- 
iit  medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15’17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelf inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  95.  2.  Hollander,  W.:  The  Evaluation  of  Antihypertensive  Therapy 
of  Essential  Hypertension  in  Ingelf  inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  ed.  3,  New  York,  The  Macmillan  Co.,  1965,  p.  727. 
4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
M.  Times  91:645,  1963.  6.  Lee,  R.  E.,  et  al.:  Am.  J.  Cardiol.  11:738,  1963. 
7.  Moyer,  J.  H.:  Am.  J.  Cardiol.  9:821,  1962.  8.  Moser,  M.:  New  York  J. 
Med.  62:1177,  1962.  9.  Wood,  J.  E.,  and  Battey,  L.  L.:  Am.  J.  Cardiol.  9:675, 
1962.  10.  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol.  9.920,  1962.  11. 
Moser,  M.,  and  Macaulay,  A.  I.:  New  York  State  J.  Med.  60:2679,  1960. 
12.  Judson,  W.  E.:  Nebraska  M.  J.  44:305,  1959.  13.  Hodge,  J.  V.;  McQueen, 
E.  G.,  and  Smirk,  H.:  Brit.  M.  J.  1:5218,  1961.  14.  Moyer,  J.  H.,  and  Brest, 
A.  N.:  Hypertension  Recent  Advances,  Philadelphia,  Lea  & Febiger,  1961, 
p.  633.  15.  Berry,  R.  L.,  and  Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  10:516, 
1962.  16.  Reid,  W.  J.:  J.  Am.  Geriatrics  Soc.  13:365,  1965.  17.  Feldman, 
L.  H.:  North  Carolina  M.  J.  23:248,  1962. 

Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plementally.  Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


RAUTRAX1  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


SQUIBtt 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 


The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN"  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today's  theory  is  tomorrow's  therapy 

Division  of  Merck  & Co  . Inc  . West  Point,  Pa.  | 
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INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients.  Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 
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CHLORAL  HYDRATI 


/\  palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoon' 


amd  *l/T 


JONES  and  VAUGHAN 
Richmond  26,  Virginia 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 


(Dimetane®  [brompheniramine  maleatel.  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


■inusitis,  colds,  or  U.R.  I., 
letapp  lets  congested  patients 
athe  easy  again.  Each  Extentab 
igs  welcome  relief  all  day  or  all  night, 
'ally  without  drowsiness  or  over- 
nulation.  Its  key  to  success?  The 
letapp  formula  — Dimetane  (brom- 
niramine  maleate),  a potent  anti- 
amine reported  in  one  study  to  have 
ited  side  effects  as  few  as  the  placebo,  * 
ned  with  decongestants  phenyl- 
rine  and  phenylpropanolamine- 
dependable  10-  to  12-hour  form. 

®r>  ' ■ w.,  and  Lowell,  F.  C New  England 

d.26J:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage.-  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

/1-H-POBINS 


Phenaphen 
with  Codeine 

Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (21/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 

14  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported.  _ . . 

/I'H'DOBINS 


A H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


after 

surgery 

B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

Each  capsule  contains: 

Vitamin  81  (Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  Ba  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “'reminder’' 
jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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A Key  Site  of  Action  of  the 
Protoveratrine  A in  Salutensin 

“The  mgin  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure 1,1 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
“...a  reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 
a logical 

Blood  Pressure 
Regulator 


CAUSE 
ENHANCES 
E BODY’S  OWN 
iCHANISMS 
? REDUCING 
) OD  PRESSURE 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications : Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (TVeat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  I tablet  b.i.d. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 
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■mild 

■moderate  hypertension: 

Sutensin  enhances  the  body’s  own 
m:hanisms  for  lowering  blood 
ssure.  The  veratrum  component 
alutensin  acts  on  the  carotid 
is  and  myocardial  receptors, 
gating  “...a  reflex  fall  in  blood 
ssure  through  a generalized 
Ddilation  and  fall  in  heart  rate.”2 
®ichieve  this  reflex  modification 
ypertension,  Salutensin 
zes  protoveratrine  A. 
ddition,  to  facilitate  and 
ntain  blood  pressure  reduction, 
itensin  incorporates  reserpine 
a highly  effective  thiazide, 
eneral,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage-low-cost 
therapy : Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 :592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 
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BRISTOL 


new  small  size 


15  Gm. 

FOR  TOPICAL  USE  ONI? 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


0.01% 


zff2 

SYNTEX 

LABORATORIES.  INC 
Palo  Alto,  Calif 


CAUTION 
Federal  law 

prohibits  dispensing 
without  prescription 

MADE  IN  U.S.A 


M nularo.oi 

(fluocinolone  acetomde)  cream 

15  (will. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topical 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  Is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm,  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube-a  size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone' 1 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement 

Contraindications:  Tuberculous,  tungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella)  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
ol  its  components  Precautions:  1.  General- Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 
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have  an  adverse  ellect  on  pregnancy,  the  salety  of  their  use  on  pregna| 
females  has  not  absolutely  been  established.  Therefore,  they  should  not t 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prolongs) 
periods  of  time.  2.  Occlusive  dressing  me/hod-With  occlusion  ol  extensi'j 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  suitab|| 
precautions  should  be  taken  Occasional  patients  may  show  conlacl  sen 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculilis. 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  technique  TI-*~_ 
development  ol  infection  requires  appropriate  antibacterial  therapy  and  d 
continuation  of  the  occlusive  dressing  method  Local  atrophy  and  stri:  JM 
have  been  reported  with  protracted  occlusive  dressing  therapy  While  lesn 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remissio  [|]n 
may  persist  for  several  weeks  to  several  months  in  favorable  cases  Tl 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance  ol 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse.  SolB 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  m thi| 
use  Similarly,  caution  should  be  employed  when  such  films  are  used  on  J 
left  near  children  to  avoid  the  possibility  of  accidental  suffocation  Si* 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically  ap 
corticosteroids  As  with  all  drugs,  however,  a few  patienls  may  read  u1 
vorably  to  Synalar  under  certain  conditions  References:  1 Cahn.  M M > 
Levy,  E J J New  Drugs  1 262  (Nov  -Dec  ) 1961  2 Meenan,  F 0 J 1 - 

Med  Ass  52:75  (Mar.)  1963.  3 Robinson.  H M . Jr.  Raskin.  J . and  Dunse 
W J.  R : Southern  Med  J 56  797  (Jul  ) 1963. 
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fluocmolone  acefonide  — an  original  steroid  from 
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LABORATORIES  INC  . PALO  ALTO.  CALIF. 


When 

thiazide 

or 

reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 

DllTTENSENft 

Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  0.1  mg. 

When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —“resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


"...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen  R. 

°As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 
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Winthrop  announces 
new 

WinGe 

For  peptic  ulcer, 
gastric  hyperacidity, 
gastritis 

Each  WinGel  tablet  or  teaspoon  (5  ml.)  contains 
410  mg.  of  combined,  highly  reactive,  short  poly- 
mer, aluminum  and  magnesium  hydroxides  stabi- 
lized with  hexitol. 

Neutralizes  300  times  its  active-ingredient  weight 
in  gastric  acid  for  fast,  long-lasting  relief 

Gastric  or  duodenal  ulcer,  acute  or  chronic  gas- 
tritis, gastric  hyperacidity.. .wherever  there  is  “acid 
overflow"  new  WinGel  can  provide  faster,  longer, 
more  complete  neutralization. 


In  recent  laboratory  comparisons*  with  eight  other 
leading  antacids,  new  WinGel  tablets  not  only 
neutralized  more  hydrochloric  acid  per  active- 
ingredient  weight,  but  neutralized  it  faster  and 
longer  than  all  other  antacids  tested. 

Pleasant  pink  in  color,  WinGel  is  delicately  mint 
flavored  with  a smooth-as-cream  texture -qualities 
sure  to  please  the  patient  on  long-term  therapy. 
New  WinGel  is  also  specially  formulated  to  avoid 
constipation  or  diarrhea. 


ANTACID 
TABLETS 
AND  LIQUID 


New  WinGel  neutralizes  300  times  its  active-ingredient  weight  in  0.1  N hydrochloric  acid  — 
neutralizes  more  acid  faster  than  other  leading  antacids 


300- 


Rate  ofO.IN  hydrochloric  acid 
neutralization  at  pH  3.5  and 
37°  with  WinGel  and  eight 
other  leading  antacid  tablets— 
in  vitro.  Samples  equaled  the 
weight  of  tablet  material  con- 
taining 1.0  Gm.  active  ingre- 
dients.* 


Hinkel,  E.  T.,  Jr.  (New  York): 
Data  in  the  files  of  the  Depart- 
ment of  Medical  Research, 
Winthrop  Laboratories. 


Dosage:  Peptic  ulcer  or  gastritis  — from  2 to  4 teaspoons 
of  WinGel  liquid  or  2 to  4 tablets  chewed  or  allowed  to  dis- 
solve in  the  mouth  every  two  to  four  hours.  Gastric  hyper- 
acidity—2 tablets  or  teaspoons  about  'h  to  one  hour  after 
meals  as  needed;  children  from  7 to  14  years  of  age,  1 or 
2 tablets  or  1 or  2 teaspoons  of  liquid  as  needed. 

Finally  — a taste  your 


How  Supplied:  Liquid  in  bottles  of  8 fl.  oz.  and  1 pint. 
Tablets  in  cellophane  strips,  boxes  of  50  and  100.  (One  tea- 
spoon of  WinGel  liquid  is  equivalent  to  one  WinGel  tablet 
in  acid-combining  capacity.)WinGel,  trademark  reg.  U.S.  Pat.  Off. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  [^////f/zy? 

patients  will  truly  like 
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this  issue:  the  common  cold  and  the  aging  patient 


the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  walls  and  thoracic  ligaments  lose  elasticity 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


i.  SCHWENK 


lir  William  Osier  described  pneumonia  as  the  wel- 
:ome  friend  of  the  aged  patient,  because  the  patient 
vith  pneumonia  usually  died  quietly.  But  today,  the 
veil-informed  physician  is  an  even  better  friend  of 
he  aging  patient,  since  it  is  better  to  live  than  to  die, 
10  matter  how  quietly. 

)ne  of  the  first  avenues  of  approach  in  the  control 
>f  the  hazards  of  respiratory  disease  in  the  aging 
>atient  is  prompt  and  proper  attention  to  the  com- 
non  cold  or  upper  respiratory  infection.  The  com- 
;non  cold  may  be  the  first  step  in  the  relatively  short 
>ath  to  lower  respiratory  infection,  broncho-pneu- 
aonia  and  death.  This  train  of  events  occurs  fre- 
uently  among  older  persons.  Indeed,  pneumonia  is 
ne  of  the  most  common  causes  of  their  admission 
p hospitals  and  ranks  high  on  the  list  of  geriatric 
filers.  Colds  are  more  debilitating  in  elderly  people 
nd  the  aged  are  more  likely  candidates  for  second- 
ry  infections  such  as  sinusitis  and  bronchitis.  These 
ifections,  in  turn,  are  more  prone  to  lead  to  broncho- 
neumonia,  because  of  lowered  resistance  and  ana- 
emic and  physiologic  changes  in  the  lungs  of  the 
iderly. 

7hat  is  different  about  the  respiratory  tree  of  an 
ged  person  and  that  of  an  otherwise  healthy 
lunger  adult?  Aging  certainly  takes  its  toll  on  all 
arts  of  the  body,  affecting  both  anatomic  and  phy- 
>ologic  aspects  of  the  respiratory  apparatus.  These 
langes  are  in  part  due  to  the  wear  and  tear  that 
|:curs  over  the  years;  the  repeated  bouts  of  respira- 
t ry  infection,  long  exposure  to  atmospheric  pol- 
!itants,  to  occupational  inhalants,  smoking,  malnu- 
fition,  obesity,  inactivity  and  the  development  of 
i her  diseases  which  may  affect  the  lungs. 

vith  the  passage  of  years,  the  lungs  change.  They 
Icome  scarred  and  emphysematous  and  lose  their 
tmpliance.  The  whole  chest  becomes  more  fixed, 
l;s  mobile  and  less  elastic. 

|L  anatomic  changes  that  occur  in  aging  render  the 
tigs  less  efficient.  Tests  of  pulmonary  function  in 
siescence  show  a deterioration  characterized  by  a 
c ;rease  in  vital  capacity  and  total  lung  capacity,  an 
i.  rease  in  residual  volume  and  alveolar  dead  space, 
liximum  breathing  capacity  is  reduced  and  uni- 
£ mity  of  ventilation  deteriorates.  These  problems 
a'  often  aggravated  by  the  obstructed  breathing, 
l er  and  secondary  infection  associated  with  the 
c nmon  cold,  placing  an  additional  stress  on  the 
e ire  cardiopulmonary  reserve. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 

The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 

( concluded  on  following  page) 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 


( Advertisement ) 


does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Golds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  or  those  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 


(Advertisement 


when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TmaQlffamimo©’ 


Each  tablet  contains:  Triaminic8’  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety-,  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad  spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati 
tis,  urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  garr 
home  remedies  without  success,  pleasant-tu 
cremomycin  can  answer  the  call  for  help.  It  c b 
counted  on  to  consolidate  fluid  stools,  soothe  t 
tinal  inflammation,  inhibit  enteric  pathogens! 
detoxify  putrefactive  materials  — usually  wit 
few  hours. 


cremomycin  combines  the  bacteriostatic  aft 
succinylsulfathiazole  and  neomycin,  with  th# 
sorbent  and  protective  demulcents,  kaolin  and 
tin,  for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 

CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruct  e 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersei'*1  - 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  pre* 
infants,  or  during  first  week  of  life  in  the  newborn. 

WARNINGS:  Use  only  after  critical  appraisal  in  patient 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  j® 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscraJJ 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  ** 
hepatic  and  renal  function  tests  during  intermittent  or  * 

USe'  . I 

PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  w 
is  history  of  significant  allergies  and/or  asthma.  Contimij 
requires  supplementary  vitamins  Bi  and  K.  Neomycin:  w" 


i ptly  relieves  diarrheal  distress 

Yemomyciir 

’[DIARRHEAL  u 

■ 

i'On.  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
jnt  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
Colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 

*RCK  SHARP  &D0HME 


Division  of  Merck  & Co  . Inc.,  Wesf  Point.  Pa. 


if  today’s  theory  is  tomorrow’s  thei 


irjje  neuromuscular  block  during  anesthesia  if  neomycin 
Aoreoperatively  in  large  doses  when  renal  function  is 
•;Btch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
rHsibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 

dcge. 

'■ECTS  As  with  all  sulfonamides:  Headache,  malaise,  an- 
4|  i symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
'(■ly,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
<*T,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
•ct  fecal  output  of  thiamine  and  decreased  synthesis  of 
r#i  have  been  reported.  Neomycin:  Nausea,  loose  stools. 

describing  or  administering,  read  package  circular  with 
iMtr  available  on  request. 


your  for 
Cremomycin 
can  provide  relief 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 
he  alert,  encouraged, 
itive  and  optimistic 
^ut  getting  completely 
3 l soon? 

dr  has  she  given  in  to 
^demoralizing  impact 
onfinement,  disability 
ii  dependency? 

When  functional  fatigue 
uplicates  convalescence, 
urtonic  can  help . . . 


i 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertoiiic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bfi),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol, t 100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

N THE  WM.  S.  MERRELL  COMPANY 
Merrell  ) Division  of  Richardson-Mcrrcll  Inc. 

S Cincinnati,  Ohio  45215 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Fig.  I.  Average  plasma  levels  of  C-14  radioactivity  following  oral  administration  of  C-14  nicotinic  acid  tablets.  Key:^»™Group 
A,  one  sustained-release  tablet  containing  150  mg.  C-14  nicotinic  arid  — - nrnup  b,  one  nonsustained-release  tablet 

containing  50  mg.  nicotinic  acid,  mmmmmmmmmm  Group  C,  one  nonsustained-release  tablet  containing  50  mg.  C-14  nicotinic  acid 
at  0.  4 and  8 hours. 


TIME  AFTER  ADMINISTRATION  (Hours) 


(fewer  absent  doses  by 


absent-minded  patients 


r 


) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  caw  be  cor 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  tab. 
let  every  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniaa 
TT  will  provide  the  well-known  peripheral  vasodilati 
tion  needed  in  patients  with  deficient  circulation  an 
with  a minimum  amount  (if  any)  of  “flushing.” 
cerebrovascular  circulation  is  complemented  by  P 
tylenetetrazol,  long-established  as  a cerebral  and  rei 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunat 
signs  of  senile  confusion.  Patients  become  morealer 


d and  debilitated 


n stability,  social  attention  improve.  Fatigue, 
y lid  irritability  are  reduced. 
r$  ription  for  100  tablets  of  Geroniazol  TT  will 
tliur  patients  to  enjoy  the  benefits  of  time- 
igi  nicotinic  acid/pentylenetetrazol  therapy, 
■clomical  price.  Dosage  is  only  one  tablet  every 

1 

na'ications:  There  are  no  known  contraindica- 


ts : Exercise  caution  when  treating  patients 
i convulsive  threshold. 


ever  due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56:263  (Aug.)  1960.  3.  Curran,  T.  R„  and  Phelps, 
D.K.:  Am.  Pract.  & Digest  Treat.  11 :617  (July)  1960. 


st  with  the  Retro-Steroids" 

PH  IPS  ROXANE LABORATORIES 

lion  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
bsidiary  of  Philips  Electronics  and 
maceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol " Time  Controlled  Tablet 


DETAILS  OF  THE  SESSIONS: 


•IMPORTANT!  A 
CONVENTION  W 
REGISTRATION  FORMS 


&\SS\S\  7(Jd(Jd 

LAS  VEIvAS 


POSTGRADUATE  COURSES  EXTRAORDINAIRES! 

The  20th  AMA  Clinical  Convention  in  Las  Vegas, 
November  27-30,  will  offer  three  important  Post- 
graduate Courses  on  topics  of  vital  interest  to  the 
practicing  physician  . . . Fluid  and  Electrolyte  Bal- 
ance, Obstetrics  and  Gynecology,  and  Cardio- 
vascular Disease.  Eminent  specialists  in  their 
fields  will  participate  in  programs  to  be  given  in 
three  half-day  sessions  in  the  Las  Vegas  Conven- 
tion Center. 

Registration  for  each  of  these  sessions  is 
limited  ...  be  sure  you  don’t  miss  out  on  the  pro- 
gram of  your  choice  by  using  the  form  beiow  to 
register  in  advance.  Because  of  the  space  limita- 
tion, please  include  a $10  registration  fee  for  each 
postgraduate  course  you  select. 


OBSTETRICS  AND  GYNECOLOGY 

Monday  thru  Wednesday,  Nov.  28-30,  9 a.m.-12  noon 
Course  Director  and  Moderator: 

Daniel  G.  Morton,  M.D. 

Professor  and  Chairman,  Dept.  OB-GYN 
UCLA 

Including  30-minute  presentations  on: 

Management  of  Septic-Abortion 

Intrauterine  Transfusion  for  Erythroblastosis  Fetalis 

Hypertensive  Disorders  in  Pregnancies 

Human  Sterilization:  Indications,  Legal  Implications, 

Methods 

Each  presentation  will  be  followed  by  a 10-min. 
discussion  period. 

CARDIOVASCULAR  DISEASE 

Monday  thru  Wednesday,  Nov.  28-30,  2-5  p.m. 

Course  Director: 

George  C.  Griffith,  M.D. 

Emeritus  Professor  of  Medicine 
University  of  Southern  California,  Los  Angeles 
Recent  Advances  in  Operable  Cardiovascular  Disease 
Pulmonary  Embolism:  Prevention,  Recognition, 
Treatment 

Regional  Arteriosclerosis 

Each  half-day  session  will  be  followed  by  a 30-minute 
panel  discussion  by  all  participants. 

FLUID  AND  ELECTROLYTE  BALANCE 

Monday  thru  Wednesday,  Nov.  28-30,  9 a.m.-12  noon 
Course  Director: 

Telfer  B.  Reynolds,  M.D. 

Professor  of  Medicine 

University  of  Southern  California  School  of  Medicine 
30-minute  presentations  on: 

Basic  Concepts  in  Fluid  and  Electrolyte  Balance 

Dehydration  and  Uremia 

Hyponatremia 

Hypokalemia  and  Hyparkalemia 
Normal  Acid-Base  Balance 
Acidosis  and  Alkalosis 

Each  morning's  program  will  feature  a 90-minute 
panel  discussion. 

FOUR  EXCEPTIONAL  BREAKFAST 
ROUND  TABLE  DISCUSSIONS 

Tuesday,  Nov.  29,  7-8:30  a.m. 

1.  "The  Management  of  Metabolic  Bone  Diseases" 

2.  "Indication  for  Cardioversion" 

Wednesday,  Nov.  30,  7-8:30  a.m. 

3.  "The  Problems  and  Potential  of  L.S.D." 

4.  "An  Agonizing  Reappraisal  of  Cancer 
Chemotherapy" 

The  price  of  each  breakfast  will  be  $3.00.  Indicate  your  choice 
on  the  coupon  below  and  include  payment. 


FOR  ADVANCE  REGISTRATION  OF  PHYSICIANS 

(PLEASE  PRINT) 

Name 

(Each  Physician  Must  Register  in  His  Own  Name) 


Street 


City  State  Zip  Code 

I am  a Member  of  the  AMA  thru  the State 

Medical  Association  or  in  the  following  government  service 


ADVANCE  REGISTRATION  INFORMATION 

□ General  Registration  Only  (No  Fee) 

Just  fill  in  the  coupon  above. 

(This  coupon  must  be  returned  before  Nov.  14,  1966, 
to  receive  your  Advance  Registration  Identification 
Card  for  Las  Vegas.  Your  card  will  be  sent  to  you  on 
Nov.  17  unless  you  request  an  earlier  mailing  date.) 


PI  GENERAL  REGISTRATION  PLUS  POSTGRADUATE 
COURSE  REGISTRATION 

Fill  in  the  coupon  at  the  left  and  indicate  your  choice 
of  course(s)  below  and  return  entire  card. 

(Cost  of  each  course  is  $10.00,  payable  in  advance.) 

□ Obstetrics  and  Gynecology 

□ Fluid  and  Electrolyte  Balance 

□ Cardiovascular  Disease 

□ BREAKFAST  ROUNDTABLE  RESERVATIONS 

(Cost  is  $3.00  per  plate,  payable  in  advance.) 

□ "The  Management  of  Metabolic  Bone  Diseases" 

□ "Indication  for  Cardioversion" 

□ "The  Problems  and  Potential  of  L.S.D." 

□ "The  Agonizing  Reappraisal  of 
Cancer  Chemotherapy" 

My  remittance  of  $ is  enclosed. 

PLEASE  RETURN  TO: 

Circulation  and  Records  Dept.  535  North  Dearborn  Street 
American  Medical  Association  Chicago,  Illinois  60610 
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Artist's  rendering  of  the  urinary  bladder  illustrating  the  trigone,  circular, 
and  longitudinal  layers  of  smooth  muscle.  Note  the  spray  of  fibers  which 
passes  from  the  trigone  to  the  wall  of  the  urethra. 


Philips  Roxane  Laboratories 
Medical  Illustration  Series 

Number  Five  — SPACOLIN 

Additional  copies  available  on  request. 


GENITOURINARY  TRACT  SPASM 


Spastic  conditions  of  the  genitourinary  tract  as  a 
result  of  inflammation  or  calculi  are  often  difficult 
to  treat  due  to  the  combination  of  voluntary  and 
involuntary  neural  control  of  the  system.  Urine  enters 
the  bladder  in  periodic  spurts  brought  about  by  suc- 
cessive peristaltic  waves  that  begin  in  the  smooth 
muscle  of  the  renal  pelvis  and  pass  downward.  The 
normal  anatomical  constrictions  of  the  ureters  are 
of  clinical  importance  because  they  frequently  inhibit 
the  passage  of  small  calculi. 

Abnormal  distention  of  the  bladder  as  a result  of  an 
obstructed  outlet  due  to  stricture  of  the  urethra  or 
an  adenomatous  prostate  often  requires  consideration 
of  the  smooth  muscle  involved.  Because  prostatic 
tubules  invade  the  internal  smooth  muscle  layer  of 
the  urethra,  unusual  enlargement  of  the  prostate 
impedes  the  sphincter-like  action  of  this  muscle. 
Micturition,  with  inflammation  of  the  bladder  and 
attending  atonicity,  is  more  frequent  and  in  cases 
of  long  duration  (e.g.  tuberculosis)  contracture  of 
the  bladder  approaches  a permanent  state.  The  clin- 
ical importance  of  the  smooth  musculature  in  the 
urinary  tract  cannot  be  overemphasized. 


SMOOTH  MUSCULATURE 
OF  THE  URINARY  TRACT 


The  ureters  are  composed  of  three  layers  of  smooth  muscle,  an 
inner  longitudinal  layer,  a middle  circular  layer,  and  an  outer 
longitudinal  layer  which  course  the  entire  length  from  the  renal 
pelvis  to  the  wall  of  the  bladder  where  the  ureters  open  as 
slit-like  apertures  for  the  most  part  retaining  their  own  mus- 
culature. They  are  fairly  uniform  in  size  except  for  three 
slightly  constricted  portions,  one  at  the  ureteropelvic  junction, 
the  second  at  the  pelvic  brim,  and  the  third  at  the  extreme 
lower  end  of  the  ureter  as  it  passes  through  the  bladder  wall. 

The  smooth  musculature  of  the  bladder  is  constituted  in  three 
general  layers  with  poorly  defined  boundaries.  The  outer  layer 
is  composed  mainly  of  longitudinal  fibers  which  extend  to  the 
neck  of  the  bladder  where  certain  bundles  unite  to  form  a 
loop  around  the  anterior  surface  of  the  vesical  orifice.  Within 
this  loop,  the  circular  layer  forms  a wedge  below  the  outlet 
and  flows  down  the  urethra  in  an  oblique  direction  surround- 
ing the  canal  as  a thin  layer  which,  when  stimulated,  provides 
an  upward  pull  on  the  urethral  canal.  The  upward  pull  of  this 
loop  combined  with  the  downward  pull  of  the  longitudinal 


layer  gives  a sphincter-like  action  to  the  musculature  at  the 
bladder  neck  although  no  true  sphincter  is  present.  The  mus- 
culature of  the  trigone  arises  from  the  longitudinal  muscle 
fibers  of  each  ureter  and  spreads  over  the  muscles  of  the 
bladder  wall. 

The  male  urethra  is  for  the  most  part  mucous  membrane  which 
contains  loosely  arranged  longitudinal  and  circular  smooth 
muscle  layers.  In  the  prostatic  part  at  the  neck  of  the  bladder, 
the  circular  layer  is  highly  developed  and  acts  in  harmony  with 
the  descending  array  of  circular  fibers  of  the  bladder  con- 
tributing to  the  sphincter-like  control  of  the  neck. 

Spacolin  (Alverine  citrate)  is  a musculotropic  antispasmodic 
which  acts  directly  on  the  smooth  muscle  of  the  genitourinary 
tract  with  rapid  onset  and  long  duration.  Because  the  para- 
sympathetic nervous  system  is  avoided,  anticholinergic  side 
effects  do  not  occur.  Moreover,  Spacolin,  (Alverine  citrate)  is 
ideally  suited  for  relief  of  smooth  muscle  spasm  in  the  presence 
of  prostatic  hypertrophy. 


PHARMACODYNAMICS  OF  SPACOLIN' 

(Alverine  citrate) 


A potent  musculotropic  counter-spasmodic. 


Little  or  no  effect  on  normal  muscle  tonicity  and 
motility. 


Spasmolytic  effect  is  2 lh  to  3 times  stronger  than 
papaverine. 


Unrelated  to  atropine  or  atropine-like  drugs. 


Therefore  no  atropine-like  side  effects  such  as  dry 
mouth,  blurred  vision,  constipation  and  urinary 
retention. 


Not  contraindicated  in  glaucoma  or  prostatic 
hypertrophy. 


PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.  Columbus.  Ohio 


FAST  RELIEF  OF  SMOOTH 
MUSCLE  SPASM 


SPACOLI 


® 

e) 


(Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 


INDICATIONS:  Smooth  muscle  spasmolytic  for 
use  in  spastic  colon,  spastic  conditions  of  the  gas- 
trointestinal tract,  biliary  dyskinesia,  cholecystitis, 
spasm  associated  with  peptic  ulcer,'  achalasia, 
pylorospasm,  spasm  attendant  to  diarrhea,  spastic 
conditions  of  the  genitourinary  tract  attributable  to 
inflammation  and  calculi,  certain  primary  dys- 
menorrheas and  as  an  aid  in  cystoscopic,  esophag- 
oscopic  and  gastroscopic  examinations. 

PRECAUTION:  Caution  is  recommended  when 
using  in  hypotensive  patients. 

SIDE  EFFECTS:  In  common  with  other  smooth 
muscle  depressants,  Spacolin  temporarily  lowers 
blood  pressure. 

DOSAGE:  One  tablet  after  meals  1 to  3 times  daily 
at  discretion  of  physician.  When  treating  spasm 
associated  with  peptic  ulcer,  achalasia  or  pyloro- 
spasm, administer  tablets  V2  hour  before  meals.  In 
dysmenorrhea,  one  tablet  3 times  daily  starting  at 
onset  of  discomfort. 

SUPPLIED:  Bottles  of  100  and  500- 120  mg.  tablets. 

•Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer 
treatment  and  should  not  he  neglected. 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration  of 
normal  bowel  function  . . . Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic 
side-effects . . . Urinary  retention, 
noted  in  two  cases  was  eliminated  jri 
one  by  reducing  dosage."' 


One  or  two  tablets  three  times  a day  and 
one  or  two  at  bedtime  usually  provide 
prompt  relief.  Cantil  with  Phenobarbital 
may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision 
may  occur  but  it  is  usually  mild  and 
transitory.  Urinary  retention  is  rare. 
Caution  should  be  observed  in  prostatic 
hypertrophy— withhold  in  glaucoma.  Cantil 
with  Phenobarbital  is  contraindicated  in 
patients  sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide) 
—25  mg.  per  scored  tablet.  Bottles  of  100 
and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg, 
phenobarbital  (warning:  may  be  habit 
forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.A.:  Amer,  J.  Gastroent.  28:541  (Nov.)  1957 


LAKESIDE  LABORATORIES, INC., Milwaukee.  Wisconsin  53201 


CHARMS  THE 

HYPERACTIVE 

COLON 


CANTIL® 


(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


IN  BRIEF: 


LAKESIDE  EVERY  DAY 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
to  tine. 


Tuberculin, 
Tine 


(Rosenthal) 


Lederle 

Available  in  5's  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

■41<I-G-40‘H,R 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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SQUIBB  NOTES  ON  THERAPY 


I 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity ? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.6  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1 /10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.8  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9’10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
drofiumethiazide,  has  made  advances 
on  both  these  points.  "By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which 
a 200  to  1 ratio  as  compared  to  chlor< 
thiazide...”13 

Moreover,  due  probably  to  its  virtu 
lack  of  carbonic  anhydrase  inhibitio 
Naturetin  (bendroflumethiazide)  h 
been  shown  to  cause  less  potassium  ai 
bicarbonate  loss  and  less  alteration 
urinary  pH  than  either  chlorothiazii 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effecti 
not  only  in  establishing,  but  also 
maintaining,  excretion  of  retained  flu 
in  edematous  patients.  And  its  duratii 
of  action  is  sufficiently  prolonged 
allow  a single  daily  administration 
most  patients.  Naturetin  is  also  an  ( 
fective  antihypertensive  agent. 

Contraindications:  Severe  renal  impairme 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  h; 
occurred  with  potassium-containing  thiaz 
preparations  or  with  enteric-coated  potassi 
salts  supplementally.  Stop  medication  if 
dominal  pain,  distension,  nausea,  vomiting, 
G.l.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  bio 
ing  agents,  veratrum,  or  hydralazine  wl 
used  concomitantly  must  be  reduced  by 
least  50%  to  avoid  orthostatic  hypotensi 
Electrolyte  disturbances  are  possible  in 
rhotic  or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  ca 
increases  in  serum  uric  acid,  unmask  diabe 
increase  glycemia  and  glycosuria  in  diab 
patients  and  may  cause  hypochloremic  al 
losis,  hypokalemia;  cramps,  pruritus,  pares 
sias,  and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumet 
zide)  5 mg.  and  2.5  mg.  tablets.  Also  avail: 
Naturetin  c K [Squibb  Bendroflumethia: 
(5  or  2.5  mg.)  with  Potassium  Chloride  ( 
mg.)).  For  full  information,  see  Product  B 
References:  1.  Southworth,  H.:  Proc.  1 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann 
and  Keilin,  D.:  Nature  146: 164,  1940.  3.  P 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Phy 
144: 239,  1945.  4.  Schwartz,  W.  B.:  New  I 
land  J.  Med.  240:173,  1949.  5.  Friedb 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Ed 
Mechanisms  and  Management,  Philadelp 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  C 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p. 

7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs, 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Me 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Ma 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol 
Exper.  Therap.  743:230,  1964.  10.  Ea 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  15: 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p. 

12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fu 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M., 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin* 

SQUIBB  BEN DROFLUM ETHIAZ 

to  reduce  excess  fluid 

or  high  blood  press' 


Squibb 


'The  Priceless  Ingredient’  of  every  pr 
is  the  honor  and  integrity  of  its  make 


I 


For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications;  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES, INC.,  Milwaukee, Wisconsin  53201 
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SYMPOSIUM  ON  ADOLESCENCE 

NEW  ORLEANS,  LOUISIANA  DECEMBER  1-3,  1966 

Approved  for  15  hours  credit  by  the  American  Academy  of  General  Practice 

Sponsored  by  the 

DIVISION  OF  PSYCHIATRY  AND  COMMUNITY  MENTAL  HEALTH 
CENTER  OF  TOURO  INFIRMARY 

supported  by  a National  Institute  of  Mental  Health  Grant 


GUEST  LECTURERS  INCLUDE: 

Dana  Farnsworth,  M.  D.,  Director  of  Stu- 
dent Health  Services  at  Harvard  Uni- 
versity, Cambridge,  Mass. 

Irwin  Kraft,  M.  D.,  Professor  of  Child 
Psychiatry  at  Baylor  Medical  School, 
Houston,  Tex. 

John  Schimel,  M.  D.,  Associate  Director 
of  William  Alanson  White  Institute  of 
Psychiatry,  Psychoanalysis  and  Psy- 
chology, New  York,  N.  Y. 

George  Tarjan,  M.  D.,  Professor  of  Psy- 
chiatry and  Program  Director  of 
Mental  Retardation  Project  at  Univer- 
sity of  California  in  Los  Angeles, 
Calif. 

Carroll  Witten,  M.  D.,  President-Elect  of 
American  Academy  of  General  Prac- 
tice, Louisville,  Ky. 


Symposium  will  be  held  at  the  Fontaine- 
bleau Motor  Hotel.  4040  Tulane  Avenue. 
Early  hotel  reservations  are  recom- 
mended. 


AMONG  TOPICS  TO  BE  DISCUSSED: 
“The  Physician’s  Role  in  Mental  Retarda- 
tion” 

“Parents  of  Problem  Children” 

“Handling  of  Adolescents  by  General 
Practitioners” 

“Sexual  Morality  — A College  Dilemma” 
“Drugs  in  the  Treatment  of  Children  and 
Adolescents” 

“Learning  Problems  of  the  Adolescent” 
“Adolescence  and  Social  Mores” 

“Talking  About  Sex  with  Adolescents” 
“Religious  Conflicts” 

Gene  L.  Usdin,  M.  D. 

Director  of  Psychiatric  Services 
Touro  Infirmary 
1400  Foucher  Street 
New  Orleans,  Louisiana  70115 
Enclosed  is  my  registration  fee  of  S20 
for  the  SYMPOSIUM  ON  ADOLES- 
CENCE to  be  given  December  1-3,  1966 
at  the  Fontainebleau  Motor  Hotel. 
(Checks  should  be  made  payable  to  Touro 
Infirmary.) 

N a me 

Address 


YOUR  OWN  ORGANIZATION  SPONSORED 


INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 


$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 
MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 


S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 
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In  fact,  there's  as  much  iron. ..250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dexfran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical. ..or  if 
the  patient  cannot  be  relied  upon  to  take  ora! 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron ; infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  ob.ainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  'Dexamyl'  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  'Dexamyl'  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sultate)  and  1 Vz  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 

SMITH  KLINE  & FRENCH  LABORATORIES 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  “brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


METAHYDRIN 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 

The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2 % benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone*  OB 

Squibb  Testosterone  Enanthate  (180  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


‘The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


METATENSIN9 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 
Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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Frankly,  most  antihyper- 
tensives are  pretty  good  if 
you  give  an  adequate  dose. 
I’m  looking  for  one  with  a 
simple  regimen  so  that  mix 
ups  in  doses  and  therefore 
the  chance  of  side  effects 
are  minimized. 


Regrotorf 

chlorthalidone  50  mg.  reserpine  0.25  mg. 

1 tablet  daily 
brings  pressure  down 

Advantage:  Both  components  of  Regroton 
are  long-acting. 

Average  dosage:  One  tablet  daily  with 
breakfast. 

Contraindications:  History  of  mental 
depression,  hypersensitivity,  and  most 
cases  of  severe  renal  or  hepatic  diseases. 
Warning:  Discontinue  2 weeks  before 
general  anesthesia,  1 week' before  electro- 
shock therapy,  and  if  depression  or 
peptic  ulcer  occurs.  With  administration 
of  enteric-coated  potassium  supplements, 
the  possibility  of  small  bowel  lesions 
should  be  kept  in  cnind. 

Precautions:  Reduce  dosage  of  con- 
comitant antihypertensive  agents  by  one- 
half.  Discontinue  if  the  BUN  rises  or 
liver  dysfunction  is  aggravated.  Electro- 
lyte imbalance  and  potassium  depletion 
may  occur;  take  particular  care  in 
cirrhosis  or  severe  ischemic  heart  disease, 
and  in  patients  receiving\corticosteroids, 
ACTH,  or  digitaMs.  Salt  restriction  is  not 
recommended.  Use  with  caution  in 
patients  with  ulcerative  colitis,  gall- 
stones, or  bronchial  asthma. 

Side  effects:  Nausea,  vomiting,  diarrhea, 
muscle  cramps,  headaches  and  dizziness. 
Potential  side  effects  include  angina  pecto- 
ris, anxiety,  depression,  drowsiness, 
hyperglycemia,  hyperuricemia,  lassitude, 
leukopenia,  nasal  stuffiness,  nightmare, 
purpura,  urticaria,  and  weakness. 

For  full  details,  see  the  complete  prescrib- 
ing information. 

Availability:  Bottles  of  100  and  1000  tablets. 

Geigy 


When  depressed  patients  say: 

<on 

“1  can’t  sleep  at  night” 

“I’m  tired  all  day  long” 

NORPRAMIN’ 

(desipramine  hydrochloride) 


non-sedating  - rapid-acting 
ANTIDEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guiit,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau 
coma,  urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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What  does  he  drive  home  from  work? 


He  drives  the  same  kind  of  car  he’s  been  driving 
all  day  at  the  track  — Porsche.  A car  driven  by 
people,  not  push  buttons. 

He  knows  Porsche  is  a car  he  can  control. 
The  aircooled  engine,  of  lightweight  aluminium 
alloy,  is  in  the  rear  for  greater  traction.  It  may 
be  a midget  by  Detroit  standards.  But  it  powers 
the  car,  not  gadgets. 

Power  is  put  into  action  by 
an  improved  4-speed  gear 
box  (5-speed  if  you 
want  it).  Its  smooth, 
even  shifting  action 


makes  it  as  automatic  as  he  wants  it  to  be.  His 
profession  demandsacarthatwill  hold  the  road. 
Porsche’s  safe,  precise  steering  and  torsion  bar 
suspension  keep  him  in  command  — at  any 
speed,  on  any  surface. 

Even  Porsche  drivers  have  to  stop  sometime. 
So  we  use  hydraulic  disc  brakes  on  all  four 
wheels.  Disc  brakes  resist  overheating. They're 
virtually  fade-free.  And  they  outlast  ordinary 
drum  brakes  by  thousands  of  miles. 

The  new  Porsche.  It’s  an  exciting  car  to 
drive.  On  the  track.  ■ 

Or  on  the  way  home,  r Ul  9vflv 

Porsche  911.6  cylinder  engine,  148  horsepower,  5-speed  synchromesh,  (5-speed  optional),  top  speed  130  mph. 
Porsche  912.4  cylinder  engine,  102  horsepower,  4-speed  synchromesh,  (5-speed  optional),  top  speed  115  mph. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


QUIETS  PHONES 
QUIETS  PARENTS 
QUIETS  COLIC 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant’s  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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11:47  pm  11:53  pm  12:06  am 


The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRAOE-MARK® 


things  go 

better,! 

^with 

Coke 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 


ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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why 
wonder 
about  a 
drug  for 
your 
forgetful 
patient 


lerapy  m Removal  of  vaginal 
sEPTINE  enhances  the  effec- 
:herapy . . . ensures  maximum 
dication  with  vaginal  mucosa. 

icceptance  ■ Anti-pruritic 
jleasantly  scented ...  patients 
n.” 
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Ofk,  Doctor , what  he  needs  is  a shot  of  penicillin. 


« Maybe  not.  In  any  case,  he  needs  something  to  control  his  cough. 

:llie  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
m you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
iljcontrols  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
d [ e fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike, 
ll /our  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
alorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
! Hugh,  but  also  encourages  expectoration,  thus  easing  bronchial  obstruction, 
ewth  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
Jtary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 
■Lous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
nliuse  addiction. 

ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
g chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
a >tine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 

•i8|)late,  100  mg. 


riti 
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NOVAHISTINE  EXPECTORANT 
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ACHROCIDIN 

Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Cafteine  30  mg 

ACHROMYCIN®  Tetracycline  HCI 125  mg  Salicy lamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning— If  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia. and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


600-6-3393 
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some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl® 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oost« 


PARKE-DAVIS 


PARKt.  DAVIS  * COMPANY,  Otlml.  A4,ch,g,n  11132 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms— also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


ous procedures  until  correct  maintenance  dosage  is  establishes 
driving  during  therapy  not  recommended.  In  general,  concurn 
use  with  other  psychotropic  agents  is  not  recommended.  Wai| 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  i 
pregnancy  not  established.  Observe  usual  precautions  in  impairi 
renal  or  hepatic  function  and  in  patients  who  may  be  suicida 
periodic  blood  counts  and  liver  function  tests  advisable  in  lon|| 
term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigu| 
drowsiness  and  at&yia.  Also  reported:  mild  nausea,  dizzina 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  spea 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  dl 
pression,  stimulation,  sleep  disturbances  and  hallucinations)  arl 
changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged  ove) 
dosage  may  produce  withdrawal  symptoms  similar  to  those  sei| 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions, 
to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic  reactions,  5 to 
mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  241 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebi| 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patient| 

1 or  2 mg/day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50  forced 
venience  and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc.. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 

• 2-mg,  5-mg,  10-mg  tablets 


(diazepam) 


ECONOMICAL! 
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Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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cream  and  ointment 


■ 

Diagnosis: 

cystitis? 

pyelonephritis? 

pyelitis? 

urethritis? 

prostatitis? 

in  any  case, 
usually  gram-negative’ 


Therapy: 

two  500  mg.  Caplets®  q.i. 

(initial  adult  dose) 


Indications:  Urinary  tract  infections  caused  by  gram-negative  and  some  gram- 
positive organisms. 

Side  effects:  Mainly  mild,  transient  gastrointestinal  disturbances;  in 
occasional  instances,  drowsiness,  fatigue,  pruritus,  rash,  urticaria,  mild 
eosinophilia,  reversible  subjective  visual  disturbances  (overbrightness  of 
lights,  change  in  visual  color  perception,  difficulty  in  focusing,  decrease  in 
visual  acuity  and  double  vision),  and  reversible  photosensitivity  reactions. 
Marked  overdosage,  coupled  with  certain  predisposing  factors,  has  produced 
brief  convulsions  in  a few  patients. 

Precautions:  As  with  all  new  drugs,  blood  and  liver  function  tests  are  advis- 
able during  prolonged  treatment.  Pending  further  experience,  like  most 
chemotherapeutic  agents,  this  drug  should  not  be  given  in  the  first  trimester 
of  pregnancy.  It  must  be  used  cautiously  in  patients  with  liver  disease  or 
severe  Impairment  of  kidney  function.  Because  photosensitivity  reactions  have 
occurred  in  a small  number  of  cases,  patients  should  be  cautioned  to  avoid 
unnecessary  exposure  to  direct  sunlight  while  receiving  NegGram,  and  if  a 
reaction  occurs,  therapy  should  be  discontinued.  The  dosage  recommended 
for  adults  and  children  should  not  arbitrarily  be  doubled  unless  under  the 
careful  supervision  of  a physician.  Bacterial  resistance  may  develop. 

When  testing  the  urine  for  glucose  in  patients  receiving  NegGram,  Clinistix® 
Reagent  Strips  or  Tes-Tape®  should  be  used  since  other  reagents  give  a 
false-positive  reaction. 

Dosage:  Adults:  Four  Gm.  dally  by  mouth  (2  Caplets®  of  500  mg.  four  times 
daily)  for  one  to  two  weeks.  Thereafter,  If  prolonged  treatment  Is  Indicated, 
the  dosage  may  be  reduced  to  two  Gm.  dally.  Children  may  be  given 
approximately  25  mg.  per  pound  of  body  weight  per  day,  administered  In 
divided  doses.  The  dosage  recommended  above  for  adults  and  children 
should  not  arbitrarily  be  doubled  unless  under  the  careful  supervision  of  a 
physician.  Until  further  experience  Is  gained,  Infants  under  1 month 
should  not  be  treated  with  the  drug. 

How  supplied:  Buff-colored,  scored  Caplets®  of  500  mg.  tor  adults,  conve- 
niently available  in  bottles  of  56  (sufficient  for  one  full  week  of  therapy)  and  In 
bottles  of  1000.  250  mg.  for  children,  available  in  bottles  of  56  and  1000. 

References:  (1)  Based  on  23  clinical  papers,  1512  cases.  Bibliography  on 
request.  (2)  Bush,  I.  M.,  Orkin,  L.  A.,  and  Winter,  J.  W.,  in  Sylvester,  J.  C.: 
Antimicrobial  Agents  and  Chemotherapy  — 1964,  Ann  Arbor,  American 
Society  for  Microbiology,  1965,  p.  722. 


NegGran 

Brand  of 

nalidixic  acii 

a specific  anti-gram-negative 

eradicates  most  urinary 
tract  infections... 

• Low  incidence  of  untoward  effects;  no  fungal 
overgrowth,  crystalluria,  ototoxic  or  nephrotoxic 
effects  have  been  observed. 

• “Excellent”  or  “good"  response  reported  in 
more  than  2 out  of  3 patients  with  either  chronic 
or  acute  gram-negative  infections.1 


M//nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y.  10016 


*As  many  as  9 out  of  10  urinary  tract  infections  are  now  caused 
by  gram-negative  organisms:  E.  coli,  Klebsiella,  Aerobacter, 
Proteus,  Paracolon  or  Pseudomonas2. . . However,  infections  of  the 
urethra  and  prostate  caused  by  non-gonococcal  gram-negative 
organisms  are  believed  to  be  less  prevalent. 


I 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group,  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 


IN  PLANT  SITE  SELECTION 


facts  count,  too,  in  selecting  health  care  coverage 


Companies  selecting  South  Carolina  sites  for  new  plants 
invested  over  half  a billion  dollars  on  new  manufactur- 
ing facilities  in  1965,  more  than  double  the  previous 
year's  record.  This  brings  the  new  industrial  investment 
figure  for  the  past  six  years  to  a high  of  nearly  two  bil- 
lion dollars.  During  this  period,  well  over  100,000  new 
job  opportunities  were  created  in  South  Carolina. 

Many  facts  count  for  companies  in  selecting  plant  sites. 
A ready  labor  market,  low  utility  costs,  favorable  tax 
rates,  and  the  total  cultural  environment  of  the  area 
are  some  of  the  facts  that  count  for  companies  coming 
to  the  Palmetto  State. 


Facts  about  health  care  coverage  count  for  companies 
when  they  review  employee  benefits.  Some  2,500  South 
Carolina  companies  have  already  made  the  facts  count. 
They  have  chosen  Blue  Cross  and  Blue  Shield.  It's  the 
realistic  health  care  program  because  coverage  is  based 
on  the  actual  care  required  for  recovery.  Another  fact 
that  counts  for  new  as  well  as  long-time  South  Carolina 
industries  . . . dues  are  determined  by  the  health  care 
needs  of  South  Carolinians. 

Call  your  experienced  Blue  Cross  and  Blue  Shield  rep- 
resentative soon.  When  he  has  given  you  all  the  facts 
about  health  care  coverage,  you'll  choose  Blue  Cross 
and  Blue  Shield. 


Blue  Cross -Blue  Shield. \ 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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SQUIBB  NOTES  ON  THERAPY 


It  fc 


Tranquilizer’  is  not  a good  word” 


// 


THIS  classification  is  psychologi- 
< 


cal ly  too  seductive,  pharmaco- 
logically too  unspecific,  and  in 
terms  of  results  not  infrequently 
untrue."2 

What  is  a tranquilizer?  According 
to  the  24th  Edition  of  Dorland's 
Medical  Dictionary3  a tranquilizer 
is  "an  agent  which  acts  on  the 
emotional  state,  quieting  or  calm- 
ing the  patient  without  affecting 
clarity  of  consciousness." 

Defining  a drug  by  its  effects,  how- 
ever, can  be  misleading.  The  same 
effects  by  which  the  dictionary 
defines  a tranquilizer  have  some- 
times been  seen  after  administra- 
tion of  a sedative  — or,  for  that 
matter,  a placebo. 

Ambiguous  though  the  term  may 
be,  it  appears  to  be  here  to  stay. 
The  1966  edition  of  the  Physicians' 
Desk  Reference4  lists  42  tranquil- 
izers indicated  for  treatment  of 
anxiety  and  apprehensive  states. 


'Tranquilizers'  have  differences  in 
action,  differences  in  effect 

Although  all  tranquilizers  are  in- 
tended to  calm  anxious  patients 
there  are  differences  in  their 
actions  — and  in  their  effects.  They 
have  been  divided  into  three  cate- 
gories — the  rauwolfia  group,  the 
'minor'  tranquilizers,  and  the  phe- 
nothiazines.5 


Although  the  tranquilizing  effect 
of  rauwolfia  has  been  known  for 
centuries,  its  use  as  an  antipsy- 
chotic agent  in  current  practice 
has  diminished.5 


A 'minor'  tranquilizer  is  often  pre- 
scribed to  achieve  more  than  one 
effect.  Thus,  besides  being  tran- 
quilizers some  of  these  com- 
pounds may  be  muscle  relaxants, 
antihistaminics  with  some  calming 
action,  anticholinergic  sedatives, 
or  antispasmodics.5 
The  phenothiazines  are  considered 
'major'  tranquilizers  because  they 
alter  psychotic  behavior.1  This  clas- 
sification may  have  done  them 
more  harm  than  good  because  it 
implies  that  the  phenothiazines 
should  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 


The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  forfluphenazine."6 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.7  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


phenazine,  one  of  the  least  seda| 
tive,  on  the  other  hand,  was  fount 
to  be  most  effective  in  rel ievi nj 
anxiety.7 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 


BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARL 
INDEX  INDEX  DOSE  OF  I1 


Chlorpromazine  100 

Triflupromazine  100 
Thioridazine  90 

Perphenazine  15 

Carphenazine  25 

Trifluoperazine  3. 

Fluphenazine  3.: 


1 

uTT 


'adapted  from  Sainz7 


Prolixin  is  therapeutically  effecti 
without  excessive  sedation 

When  used  as  a 'tranquilizer' 
general  medical  practice,  in  man 
patients  Prolixin  (Squibb  Fluph 
nazine  Hydrochloride)  suppress* 
anxiety,  but  not  normal  activit 
These  two  features  are  of  partici 
lar  importance  to  patients  wh 
must  be  able  to  live  and  work  wit 
out  their  normal  daily  activiti 
being  restricted. 

Because  of  its  longer  duration 
action,  Prolixin,  in  doses  of  as  lit 
as  one  to  three  milligrams  in  adul 
generally  taken  once  a day,  is  e 
fective  in  maintaining  many  p 
tients  free  of  their  symptoms 
anxiety  and  tension. 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


mouth,  abnormal  lactation,  polyuria,  hypotensil 
and  jaundice  and  biliary  stasis  may  occur.  Routf 
blood  counts  are  recommended  to  determine  [ 
sible  blood  dyscrasias;  if  symptoms  of  upper 
piratory  infection  occur,  discontinue  drug 
institute  appropriate  therapy. 
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be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
is  impaired  by  the  concomitant  administration  of  high  calcium 
content  drugs,  foods  and  some  dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg,  and  75 
mg  of  demethylchlortetracycline  HCI. 

M JM*,  LEDERLE  LABORATORIES 

^S(P(P  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 


A Key  Site  of  Action  of  the 
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carotid  sinus  is  regulation  of 
the  blood  pressure — Ml 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 

. a reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 
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Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 
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In  mild 

to  moderate  hypertension: 

Salutensin  enhances  the  body’s  own 
mechanisms  for  lowering  blood 
pressure.  The  veratrum  component 
of  Salutensin  acts  on  the  carotid 
sinus  and  myocardial  receptors, 
initiating  “...a  reflex  fall  in  blood 
pressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
of  hypertension,  Salutensin 
utilizes  protoveratrine  A. 

In  addition,  to  facilitate  and 
maintain  blood  pressure  reduction, 
Salutensin  incorporates  reserpine 
and  a highly  effective  thiazide. 

In  general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage— low-cost 
therapy:  Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 
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annoying  dulling  effects.  On  ‘Stelazine’ 
patients  react  more  normally  to  stresses 
and  at  the  same  time  remain  alert  enough 
to  carry  on  their  normal  activities. 
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this  issue:  the  common  cold  and  the  aging  patient 


the  common  cold  and  the  aging  patient 


Louis  J.  Vorhaus,  II,  M.D.,  F.A.C.P. 


Effects  of  aging  on  the  anatomic  and  physiologic  aspects  of  the  respiratory  apparatus. 

The  chest  becomes  more  fixed,  less  mobile  and  less  elastic  as  the  bronchial  ivalls  and  thoracic  ligaments  lose  elasticity. 
The  diaphragm  and  intercostal  muscles  atrophy  and  weaken.  The  lungs  become  smaller,  flabbier  and  weigh  less, 
decreasing  vital  and  total  lung  capacity,  increasing  residual  volume  and  the  alveolar  dead  space. 


Sir  William  Osier  described  pneumonia  as  the  wel- 
come friend  of  the  aged  patient,  because  the  patient 
with  pneumonia  usually  died  quietly.  But  today,  the 
well-informed  physician  is  an  even  better  friend  of 
the  aging  patient,  since  it  is  better  to  live  than  to  die, 
no  matter  how  quietly. 


In  addition,  the  efficiency  of  a cough  is  below  par  in 
older  persons  even  though  they  are  in  good  health. 
This  is  partly  due  to  the  decreased  respiratory  excur- 
sions and  distensibility  of  the  chest  wall,  and  partly 
from  loss  of  elasticity  of  bronchial  walls  which  tend 
to  make  them  collapse  in  a cough. 


One  of  the  first  avenues  of  approach  in  the  control 
of  the  hazards  of  respiratory  disease  in  the  aging 
patient  is  prompt  and  proper  attention  to  the  com- 
mon cold  or  upper  respiratory  infection.  The  com- 
mon cold  may  be  the  first  step  in  the  relatively  short 
path  to  lower  respiratory  infection,  broncho-pneu- 
monia and  death.  This  train  of  events  occurs  fre- 
quently among  older  persons.  Indeed,  pneumonia  is 
one  of  the  most  common  causes  of  their  admission 
to  hospitals  and  ranks  high  on  the  list  of  geriatric 
killers.  Colds  are  more  debilitating  in  elderly  people 
and  the  aged  are  more  likely  candidates  for  second- 
ary infections  such  as  sinusitis  and  bronchitis.  These 
infections,  in  turn,  are  more  prone  to  lead  to  broncho- 
pneumonia, because  of  lowered  resistance  and  ana- 
tomic and  physiologic  changes  in  the  lungs  of  the 
elderly. 

What  is  different  about  the  respiratory  tree  of  an 
aged  person  and  that  of  an  otherwise  healthy 
younger  adult?  Aging  certainly  takes  its  toll  on  all 
parts  of  the  body,  affecting  both  anatomic  and  phy- 
siologic aspects  of  the  respiratory  apparatus.  These 
changes  are  in  part  due  to  the  wear  and  tear  that 
occurs  over  the  years;  the  repeated  bouts  of  respira- 
tory infection,  long  exposure  to  atmospheric  pol- 
lutants, to  occupational  inhalants,  smoking,  malnu- 
trition, obesity,  inactivity  and  the  development  of 
other  diseases  which  may  affect  the  lungs. 

With  the  passage  of  years,  the  lungs  change.  They 
become  scarred  and  emphysematous  and  lose  their 
compliance.  The  whole  chest  becomes  more  fixed, 
less  mobile  and  less  elastic. 

Ihe  anatomic  changes  that  occur  in  aging  render  the 
lungs  less  efficient.  Tests  of  pulmonary  function  in 
; senescence  show  a deterioration  characterized  by  a 
decrease  in  vital  capacity  and  total  lung  capacity,  an 
< increase  in  residual  volume  and  alveolar  dead  space. 
Maximum  breathing  capacity  is  reduced  and  uni- 
formity of  ventilation  deteriorates.  These  problems 
are  often  aggravated  by  the  obstructed  breathing, 
■ fever  and  secondary  infection  associated  with  the 
| common  cold,  placing  an  additional  stress  on  the 
entire  cardiopulmonary  reserve. 


The  elderly  patient’s  resistance  to  infection  is  often 
reduced.  Nutritional  deficiencies  are  more  common 
in  aged  people.  There  is  some  evidence  to  indicate 
that  their  capacity  to  respond  to  stress  is  less  efficient. 
Finally,  there  is  often  relatively  meager  symptomatic 
response  to  acute  disease.  The  absence  of  obvious  or 
dramatic  clinical  signs  and  symptoms  of  severe  ill- 
ness is  particularly  dangerous  because,  coming  as  it 
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For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 

keeps  patients  comfortable  ’round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 

diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 
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does  in  a person  whose  defenses  are  weakened  both 
locally  and  systemically,  pulmonary  disease  may  pro- 
gress rapidly  to  irreversible  stages  before  medical 
attention  is  sought.  Respiratory  infection  is  espe- 
cially hazardous  because  the  aged  patient  responds 
badly  to  hypoxia.  Not  only  is  his  response  to  oxygen 
lack  impaired,  but  the  work  of  breathing,  due  to  de- 
creased compliance  of  the  lung  and  increased  stiff- 
ness of  the  thorax,  is  markedly  augmented. 

Many  patients  late  in  life  are  in  a precarious  and 
delicate  cardiopulmonary  balance  which  is  easily 
decompensated  from  relatively  minor  insults  such  as 
colds  and  upper  respiratory  infections. 

For  all  of  these  reasons,  geriatricians  long  have 
stressed  the  importance  of  preventing  respiratory 
insults.  Today  we  have  better  ways  of  treating  respi- 
ratory infection,  improved  techniques  for  clearing 
the  lungs  and  bronchial  tubes  of  secretions  and  better 
understanding  of  ways  of  improving  ventilation.  We 
possess  a broader  spectrum  of  antimicrobial  agents 
including  newer  ones  to  deal  with  previously  re- 
sistant organisms.  Even  so,  the  death  rate  from  pneu- 
monia is  high  in  older  people,  and  it  is  preferable 
to  avoid  the  disease  than  to  treat  it.  To  do  so,  atten- 
tion must  be  paid  to  the  general  maintenance  of 
good  health  and  all  that  implies,  as  well  as  to  the 
prevention,  elimination  and  treatment  of  associated 
conditions  that  predispose  to  or  cause  pneumonia 
such  as  chronic  upper  or  lower  respiratory  infection, 
respiratory  allergy,  chronic  sinusitis  and  exposure 
to  inspired  irritants. 

Golds  and  other  minor  respiratory  infections,  which 
favor  the  development  of  broncho-pneumonia, 
should  be  treated  vigorously  and  promptly,  particu- 
larly those  patients  whose  aging  process  has  been 
accompanied  by  the  development  of  chronic  pul- 
monary disease.  Upper  respiratory  passages  should 
be  cleared  with  decongestants.  Sinuses  should  be 
drained  adequately.  And,  when  indicated,  appro- 
priate antimicrobial  therapy  should  be  instituted 
before  serious  infection  of  the  lower  respiratory  tree 
supervenes. 

In  decades  past  it  was  understandable  that  physi- 
cians welcomed  pneumonia  for  the  aged  patients  be- 
cause it  offered  them  a quiet  and  peaceful  demise. 
Today  we  recognize  that  in  many  cases,  peaceful  as 
it  may  have  been,  such  deaths  were  often  avoidable. 
With  the  current  knowledge  and  understanding  of 
the  problems  that  respiratory  infections  impose  on 
aging  people,  vigilant  medical  attention  can  often 


restore  them  to  a vigorous,  rewarding  and  produc- 
tive life  so  that  the  many  opportunities  that  exist 
today  for  people  to  enjoy  their  golden  years  are 
realized  and  not  stolen  by  untimely  death. 
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RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic 


provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 
Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 

mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
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Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 
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Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
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cept under  professional  care,  do  not  give  to  pa- 
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( Advertisement J 


REGIONAL  WEATHER  FORECAST 

Record  Low  Temperatures  and  Heavy  Rain  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus113  and  an  acceleration 
of  endometrial  changes. 1’3>7-16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications:  Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  t.  Council  on  Drugs,  JAMA  187:664  {Feb, 
29)  1964,  2.  Bryans,  F,  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965,  3.  Goldzieher,  J.  W.:  Med  Clm  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0 : Ibid.  6.  Rice-Wray.  E., 
Goldzieher,  J.  W.,  and  Aranda • Rosell,  A : Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  w„  Moses, 
L E..  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964  9.  Tyler,  E.  T. 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,  J.,  and  Maqueo-Topete,  M : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  II.  Flowers.  C.  E.,  Jr  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W : Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E-,  Jr.:  JAMA 
188: 1 115  (June  29)  1964.  15.  Merrilt,  R.  I.  Appl  Ther 
6:427  (May)  1964  16.  Newland,  D.  0 : Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
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How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


Does  she  really  care? 

[s  she  alert,  encouraged, 
positive  and  optimistic 
ibout  getting  completely 
veil  soon? 

Or  has  she  given  in  to 
he  demoralizing  impact 
if  confinement,  disability 
md  dependency? 

When  functional  fatigue 
omplicates  convalescence, 
ilertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals... tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15% ; pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B«),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 
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vignettes  of  angina  pectoris  — 
no.  1 in  a series: 

angina  and  the  surgeon 

John  Hunter— 

British  surgeon  (1728-1793) 

angina 
of  anger 

“My  life  is  in  the  hands  of  any 
rascal  who  chooses  to  annoy  and 
tease  me.”1  So  said  the  great 
British  surgeon  and  anatomist, 

John  Hunter,  realizing  that  he 
could  not  control  the  anger  which 
precipitated  frequent  and  severe 
attacks  of  angina  pectoris.  Accord- 
ing to  Mettler:  ‘‘His  statement  was 
no  exaggeration.  On  October  16, 
1793,  he  attended  a meeting  of  the 
St.  George’s  hospital  staff,  and, 
while  defending  the  interests  of 
several  students,  he  was  contra- 
dicted and  thoroughly  antagonized. 
The  pains  of  angina  commenced, 
he  started  toward  another  room, 
gained  it,  and  fell  dying  into  the 
arms  of  a physician.”2 


Why  Edward  Jenner  withheld 
his  paper  on  angina  In  1777,  at  an 
earlier  stage  of  the  condition, 
Hunter’s  angina  alarmed  a favorite 
pupil,  Edward  Jenner,  who  wrote 
| to  Dr.  Heberden  that  he  feared  his 
teacher  was  “affected  with  symp- 
toms of  the  Angina  Pectoris.”3 
So  concerned  was  Jenner  about  his 
former  teacher’s  emotion-related 
condition  that  he  deliberately  can- 
celled publication  of  a paper  on 
angina  pectoris,  fearing  that 


Hunter  would  read  it,  and  have  ' 
“his  fears  excited  by  its  truly 
formidable  nature.”4 

Severity  of  angina  described 
Hunter’s  brother-in-law,  Dr. 
Everard  Home,  who  witnessed  hi 
death  and  performed  an  autopsy, 
gave  this  account  of  the  later  stag 
of  the  condition: 

. . the  pain  became  excruciating 
at  the  apex  of  the  heart;  the  thro 
was  so  sore  as  not  to  allow  of  an 
attempt  to  swallow  anything  and 
the  left  arm  could  not  bear  to 
be  touched... . 


“The  affections  above  described 
were,  in  the  beginning,  readily 
brought  on  by  exercise . . . but  th< 
at  last  seized  him  when  lying  in 
bed,  and  in  his  sleep. . . .”5 


■ 

I 


* 


18th  century  ancestor  of 
the  modern  coronary  candidate 

Surgeon,  anatomist,  pathologist 
physiologist,  geologist,  and  teacl i 
Hunter  had  a passion  for  researt 
which  led  him  to  disregard  his 
practice,  his  health  and  even  the 


. When  the  Irish  giant  O’Brien 
ned  that  Hunter  desired  his 
Jeton  for  a museum,  he  willed 

i his  body  be  sunk  at  sea  in  a 
coffin.  But  Hunter  was  not  to 

e enied.  According  to  Major,  he 
'bribed  the  watchers  and  finally 
b ined  the  body  at  a cost  of  500 
dads  although  he  had  to  borrow 
u noney  to  pay  the  men.”3 
l767,  he  experimentally  inocu- 
1 1 himself  with  gonorrhea  and 
1 ilis,  treated  himself  with 
e ury  for  three  years,  and  was 
>]  rently  cured.5  Hunter  had 
e lgs  of  inadequacy  about  his 
h ation  and  speaking  ability, 
ill  his  did  not  prevent  him  from 

ii  j hard  driving  and  abrupt 
itihis  colleagues.  His  competi- 
v(  ess  with  his  physician  older 
o ter  was  also  well  known,  and 

1 in  complete  estrangement 
?en  the  two  men.2-3  Today,  the 
nality  traits  seen  in  John 
er  are  recognized  to  be  impor- 
iredisposing  factors  in  the  devel- 
nt  of  coronary  artery  disease  — 
Hmanifested  as  angina  pectoris. 
Mding  to  Friedman  and  Rosen- 
Jina  group  of  men  whose  be- 
[■'  was  characterized  by  intense 
hflion  and  competitive  drive, 
w.cr  than  average  incidence 
IJina  pectoris  was  among  those 
|ifl  nal  conditions  noted. 


■ ici-s:  1.  Paget,  S.,  cited  by  Mettlcr, 
fllistory  of  Medicine,  Philadelphia, 
ikiston  Company,  1947,  p.  85. 
ler,  C.  A.:  Op.  cit.,  pp.  84-85. 

'■|lr,  R.  H.:  A History  of  Medicine, 
eld,  111.,  Charles  C Thomas,  1954, 
ll  p.  601-607.  4.  Baron,  J.,  cited  by 
lO  H.  H.:  Op.  cit.,  p.  607.  5.  Major,  R. 
C sic  Descriptions  of  Disease,  cd.  3, 
d^jcld,  111.,  Charles  C Thomas,  1955, 

. Friedman,  M.,  and  Rosenman, 
HJ.A.M.A.  769:1286, 1959. 


in  the  modern 
management  of 
angina  pectoris 

PeritrateSA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg. 

Each  double-layer,  biconvex,  dark  green / 
light  green  tablet  of  Peritrate  SA  Sus- 
tained Action  contains: 

pentaerythritol  tetranitrate 80 nig. 

(20  mg.  in  immediate  release  layer  and 
60  mg.  in  sustained  release  base) 

Peritrate  (pentaerythritol  tetranitrate)  is 
a nitric  acid  ester  of  a tetrahydric  alcohol 
(pentaerythritol). 

Actions:  The  exact  cause  of  angina  pectoris 
(that  is,  the  pain  associated  with  coronary 
artery  disease)  remains  obscure,  despite  the 
numerous  and  often  conflicting  hypotheses 
concerning  its  pathophysiology.  Therapy 
at  the  present  time,  therefore,  remains 
essentially  empiric.  Customarily,  clinical 
improvement  has  been  measured  by:  re- 
duction in  (1)  number,  intensity  and  dura- 
tion of  angina  pectoris  attacks  and  (2) 
necessity  for  glyceryl  trinitrate  intake  for 
prevention  or  relief  of  anginal  attacks. 

Peritrate  SA  Sustained  Action  (pentaeryth- 
ritol tetranitrate)  80  mg.  has  been  reported 
in  clinical  usage  to  reduce  in  number  and 
severity  the  incidence  of  angina  pectoris 
attacks,  with  concomitant  reduction  in 
glyceryl  trinitrate  intake. 

In  the  evaluation  of  Peritrate  (pentaeryth- 
ritol tetranitrate)  and  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate) 

80  mg.  in  angina  pectoris,  clinical  im- 
provement has  been  customarily  meas- 
ured subjectively  by  reduction  in  number 
and  severity  of  attacks  and  necessity  for 
glyceryl  trinitrate  intake  for  prevention  or 
abortion  of  anginal  attacks.  Individual 
patterns  of  angina  pectoris  difler  widely 
as  does  the  symptomatic  response  to  anti- 
anginal  agents  such  as  pentaerythritol 
tetranitrate.  The  published  literature  con- 
tains both  favorable  and  unfavorable 
clinical  reports.  In  conjunction  with  total 
management  of  the  patient  with  angina 
pectoris,  Peritrate  (pentaerythritol  tetra- 
nitrate) and  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  have 
been  accepted  as  safe  for  prolonged  admin- 
istration and  widely  regarded  as  useful. 


Animal  pharmacology:  In  a series  of  care- 
fully designed  studies  in  pigs,  Peritrate 
(pentaerythritol  tetranitrate)  was  admin- 
istered for  48  hours  before  an  artificially 
induced  occlusion  of  a major  artery  and 
for  seven  days  thereafter.  The  pigs  were 
sacrificed  at  various  intervals  for  periods 
up  to  six  weeks.  The  result  showed  a sig- 
nificantly larger  number  of  survivors  in 
the  drug-treated  group.  Damage  to  myo- 
cardial tissue  in  the  drug-treated  survivors 
was  less  extensive  than  in  the  untreated 
group.  Pigs  rather  than  dogs  were  used 
because  their  coronary  artery  distribution 
more  closely  resembles  that  of  human 
beings.  Studies  in  dogs  subject  to  oligemic 
shock  through  progressive  bleeding  have 
demonstrated  that  Peritrate  (pentaeryth- 
ritol tetranitrate)  is  vasoactive  at  the  post- 
arteriolar  level,  producing  increased  blood 
How  and  better  tissue  perfusion.  These 
animal  experiments  cannot  be  translated 
to  human  behavior 

Indications:  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg.  is  in- 
dicated for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  dis- 
ease). It  is  not  intended  to  abort  the  acute 
anginal  episode  but  is  widely  regarded  as 
useful  in  the  prophylactic  treatment  of 
angina  pectoris. 

Contraindications:  Peritrate  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80mg. 
is  contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase 
of  myocardial  infarction  (the  period  dur- 
ing which  clinical  and  laboratory  findings 
are  unstable)  are  insufficient  to  establish 
safety. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma. 

Adverse  reactions:  Side  effects  reported  to 
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ation of  medication)  and  gastrointestinal 
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continuation  of  medication. 

Dosage:  Peritrate  SA  Sustained  Action 
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PREPERITONEAL  REPAIR  OF  GROIN  HERNIAS 

H.  B.  GREGORIE,  JR.,  M.  D.“ 
Charleston,  S.  C. 


ntroduction:  It  is  the  purpose  of  this 
article  to  present  the  features  of  pre- 
peritoneal  approach  in  the  repair  of 
groin  hernias.  One  hundred  cases  have  been 
reviewed  in  which  this  approach  was  used 
between  1961  and  1965. 

History:  In  1876  Thomas  Annandale  of 
Edinburgh  presented  the  concept  of  pre- 
peritoneal  approach  but  did  not  perform  a 
fascial  repair.  The  concept  was  funda- 
mentally advanced  by  Bates  of  Seattle  in  1913 
who  described  using  transversalis  fascia  in 
the  repair.  Cheatle’s  descriptions  renewed 
interest  in  the  preperitoneal  approach  in 
1920.  In  1955  Nyhus  and  Harkins  began 
clinical  investigation  in  an  attempt  to  deter- 
mine the  potential  of  the  approach  for  direct, 
indirect  and  femoral  hernias.  They  emphasized 
the  use  of  the  iliopubic  tract  described  by 
Alexandre  Thomson  in  1836  and  have  ac- 
cumulated a substantial  series  of  cases.  They 
have  carefully  studied  the  relevant  anatomy, 
and  have  emerged  as  the  authoritative  pro- 
ponents of  this  method  of  hernia  repair." 

Basis  of  Repair  of  Groin  Hernias:  A groin 

Medical  College  Hospital  and  Roper  Hospital. 
"Assistant  Clinical  Professor  Surgery. 


hernia  results  from  disruption  or  relaxation  of 
the  transversalis  fascia  or  aponeurosis.  If  sur- 
gical cure  is  to  be  obtained,  the  anatomic 
integrity  of  this  fascia  must  be  restored.  The 
structures  utilized  for  repair  lie  within  the 
transversalis  lamina  of  the  inguinal  region  in 
the  posterior  inguinal  wall. 

The  iliopubic  tract  is  a strong  fascial  band 
which  begins  laterally  along  the  crest  of  the 
ilium  and  at  the  anterior  superior  iliac  spine. 
It  arches  over  the  psoas  muscle  and  anteriorly 
to  the  femoral  vessels  and  forms  an  essential 
part  of  the  anterior  femoral  sheath.  It  lies 
immediately  subjacent  to  the  inguinal  liga- 
ment in  its  midportion.  Its  relationship  to  the 
inguinal  ligament  is  one  of  proximity  only  as 
it  is  completely  separated  from  the  inguinal 
ligament.  The  iliopubic  tract  continues  medi- 
ally and  inserts  fanwise  into  the  superior 
ramus  of  the  pubis  and  Cooper’s  ligament.  The 
iliopubic  tract  forms  one  of  the  margins  of  the 
hernial  defect  in  each  of  the  groin  hernias.  It 
makes  up  the  posterior  or  inferior  aspect  of 
the  direct  and  indirect  inguinal  hernias  and 
the  medial  and  anterior  aspect  of  femoral 
hernias. 

Technique  of  Repair  of  Groin  Hernias:  The 
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Figure  1:  Insert  shows  usual  incision.  The  essential 
anatomy  is  diagrammed  as  it  appears  in  indirect  in- 
guinal hernia. 


preperitoneal  approach  is  gained  through  a 
transverse  lower  abdominal  incision  3 cm 
above  the  inguinal  ligament  about  2 fingers 
breadth  above  the  symphysis  pubis  as  noted 
in  the  insert  of  figure  1.  The  transverse 
incision  is  carried  through  the  skin,  sub- 
cutaneous tissue  and  anterior  rectus  sheath 
above  the  internal  inguinal  ring.  The  rectus 
muscle  is  retracted  medially  to  tense  the  ab- 
dominal wall  muscles  and  fascia  laterally.  The 
incision  is  then  extended  laterally  through  the 
full  thickness  of  museulo-aponeurotic  layers 
formed  by  the  external  oblique  fascia,  internal 
oblique,  and  transversus  abdominis  muscle 
and  fascia.  The  external  oblique  fascia  may  be 
opened  paralleling  its  fibers  down  through  the 
external  inguinal  ring.  The  peritoneum  below 
is  then  separated  by  blunt  dissection  from  the 
overlying  abdominal  wall  and  internal  in- 
guinal ring  and  spermatic  cord.  The  hernial 
sac  is  reduced  by  gentle  traction  and  dis- 
section. Small  sacs  need  not  be  excised  unless 
a small  neck  to  serve  as  an  incarcerating  ring 
exists.  Larger  sacs  are  excised.  The  peritoneal 
cavity  is  thus  open  and  may  be  explored 
manually.  The  appendix  may  be  removed  if  it 
can  be  safely  delivered  and  the  hernia  is  on 
the  right  side.  The  distal  ileum  can  also  be 
examined  for  Meckel’s  diverticulum  and  this 
can  be  removed  if  present.  The  peritoneal 
opening  is  then  closed  with  fine  dacron 
sutures.  The  preperitoneal  approach  permits 


high  ligation  of  the  neck  of  the  hernial  sac  as 
the  approach  is  above  the  internal  ring. 

For  the  smaller  indirect  inguinal  hernias  the 
defect  is  closed  by  approximating  the  anterior 
crus  of  the  internal  ring  to  the  posterior  crus 
and  iliopubic  tract.  For  larger  indirect  hernias 
the  cord  is  retracted  laterally  and  sutures  are 
placed  between  the  anterior  crus  of  the  trans- 
versalis  fascia  and  the  iliopubic  tract  medial 
to  the  cord  as  shown  in  figure  2.  The  cord  is 
shifted  laterally  to  give  protective  obliquity  to 
its  exit  through  the  repaired  internal  ring, 
gaining  support  from  the  stronger  structures 
of  the  anterior  inguinal  canal  which  are  pres- 
ent more  laterally  near  the  anterior  superior 
iliac  spine. 

For  the  direct  inguinal  hernias  the  defect  is 
repaired  by  interrupted  sutures  which  ap- 
proximate the  defect’s  upper  border  of 
thickened  transversalis  aponeurosis  to  the 
lower  border  of  the  iliopubic  tract.  Medially 
this  includes  Cooper’s  ligaments  on  the  lower 
border.  If  the  iliopubic  tract  has  been  attenu- 
ated by  pressure  of  a large  direct  hernia  at  the 
lower  border,  then  the  transversalis  aponeuro- 
sis is  made  fast  to  Cooper’s  ligament.  The 
nature  of  the  defect  and  the  repair  of  the 
direct  hernia  are  shown  in  Figures  3 and  4. 


Figure  2:  Indirect  inguinal  hernia  repaired  by 

sutures  placed  between  anterior  crus  of  transversalis 
fascia  at  enlarged  internal  ring  and  the  iliopubic  tract 
medial  to  the  cord. 
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Figure  3:  Preperitoneal  exposure  of  direct  inguinal 
hernia. 


Figure  4:  Preperitoneal  repair  of  direct  inguinal 
hernia  by  approximation  of  upper  border  of  thickened 
transversalis  aponeurosis  of  defect  to  lower  border  of 
iliopubic  tract  and  medially  to  Cooper’s  ligament. 


Relaxing  incisions  in  the  anterior  rectus 
sheath  are  made  vertically  over  the  rectus 
muscle  for  a distance  of  4 to  8 cm  to  permit 
tensionless  approximation  of  the  hernial  defect 
in  the  larger  indirect  and  direct  hernias.  The 
incision  is  placed  in  the  rectus  sheath  beneath 
the  external  oblique  aponeurosis  and  medial  to 
the  fusion  point  of  the  latter  to  the  rectus 
sheath. 

For  the  femoral  hernia  the  sac  is  reduced 


by  tension  and  dissection.  If  incarcerated,  it  is 
released  by  carefully  incising  the  iliopubic 
tract  medially  where  it  inserts  into  Cooper’s 
ligament.  The  contents  of  the  sac  are  then 
inspected  and  dealt  with  and  the  neck  of  the 
sac  closed.  The  anterior  margin  of  the  defect 
is  formed  by  the  iliopubic  tract  and  femoral 
fascia  and  the  posterior  margin  by  Cooper’s 
ligaments.  These  structures  are  sutured  to- 
gether to  obliterate  the  defect  medial  to  the 
femoral  vein.  While  not  illustrated  as  such 
one  can  observe  in  Figure  1 the  directness  of 
this  approach  to  the  femoral  defect. 

When  the  transversalis  fascia  is  destroyed 
or  too  weak  to  allow  lasting  repair,  it  may  be 
supplemented  by  placing  Marlex  mesh  be- 
tween the  peritoneum  and  transversalis  layer. 
The  preperitoneal  approach  gives  ideal  ex- 
posure for  anchoring  the  mesh  securely  to  the 
linea  alba  medially,  to  Cooper’s  ligament 
inferiorily,  iliacus  fascia  laterally  and  trans- 
versalis fascia  superior  to  the  transverse  ab- 
dominal wall  incision.  This  has  been  done 
successfully  in  two  repairs. 

For  all  groin  hernias  the  suture  material 
has  been  non-absorbable  silk,  Dacron,  or 
Merselene,  using  0 or  00  for  the  defect  closure 
and  smaller  sizes  for  the  incision  closure  and 
interrupted  placement  in  each  musculoapo- 
neurotic  layer. 

Review  of  Cases:  A consecutive  series  of  100 
patients  in  which  this  method  of  hernior- 
rhaphy was  utilized  has  been  evaluated.  Fol- 
low-up data  are  based  upon  examination  of 
hospital,  clinic  and  office  records,  and  per- 
sonal examination  of  the  patients.  Unfortu- 
nately, dependable  data  concerned  with  pos- 
sible recurrence  could  be  obtained  in  only 
about  80%  of  the  patients.  The  types  of  hernia 
are  listed  in  Chart  1.  In  three  patients  asso- 

CHART  1 

PREPERITONEAL  HERNIORRHAPHY 
100  PATIENTS 
Type  Hernia  ( Inguinal ) 

Indirect  83 

Direct  27 

Right  02 

I, eft  ....48 

Bilateral ...  ...10 

Incarcerated  4 

Sliding  ...  ..  4 

Recurrent  6 
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ciated  femoral  hernias  were  also  found  and 
successfully  repaired. 

The  race,  sex  and  age  of  the  patients  is 
shown  in  Chart  2.  This  hernia  approach  is  not 
advised  for  infants  but  was  utilized  in  two 
young  patients  having  recurrent  and  com- 
plicated hernias. 

CHART  2 

PREPERITONEAL  HERNIORRHAPHY 
100  PATIENTS 
Race 
50  White 
50  Negro 
Sex 

7 Female 
93  Male 
Age  (Years) 


0-10 

11-20  .... 

— 

...  2% 

11% 

21-30 

7% 

31-40 

11% 

41-50  ... 

51-60  _ 

61-70 

19% 

19% 

19% 

71-80  ... 

81-90 

11% 

. ...  ...  1% 

Range  1.5-83  Years 


Chart  3 lists  associated  procedures  per- 
formed in  addition  to  the  inguinal  hernior- 
rhaphy. No  complications  have  arisen  in 
consequence  of  these  additional  procedures 
and  it  is  felt  that  the  patients  have  been  bene- 
fited by  correction  of  associated  defects  or 
incidentally  performed  procedures. 


CHART  3 

PREPERITONEAL  HERNIORRHAPHY 
100  PATIENTS 
Associated  Surgical  Procedures 


Appendectomy  31 

(50%  of  Rights) 

Meckel’s  Diverticulectomy 1 

Umbilical  Herniorrhaphy 2 

Ventral  Herniorrhaphy 2 

Femoral  Herniorrhaphy  3 

Excision  Skin  Lesion  ...  ....  6 

Circumcision  1 

Hydrocelectomy  3 

Hemorrhoidectomy  ....  _ 1 

Vasectomy 1 


The  recurrence  rate  is  outlined  in  Chart  4, 
which  also  shows  the  age  of  the  patient  and 
time  interval  between  repair  and  recurrence. 
It  is  noteworthy  that  4 of  5 recurrences  de- 
veloped in  those  having  direct  hernias  at  a 
time  when  use  of  the  relaxing  incision  to  offset 
defect  closure  tension  and  this  development 
was  not  being  used.  Moreover,  two  of  the  pa- 
tients were  operated  upon  for  recurrent  hernia 
and  had  poor  structures  for  use  in  the  repair. 


CHART  4 

PREPERITONEAL  HERNIORRHAPHY 
100  PATIENTS 

Recurrence  Rate 


Patients 

5.0% 

Age 

Hernia 

Time 

Hernias 

4.5% 

( Years ) 

( Months) 

Directs 

14.8% 

35 

Direct® 

34 

Indirects 

1.2% 

38 

Indirect 

18 

65 

Direct 

16 

65 

Direct 

16 

83 

Direct® 

18 

'Previously  Recurrent 

The  time  required  for  operation  is  shown  in 
Chart  5.  It  is  of  interest  that  performance  of 
the  associated  procedures  required  less  than 
10  additional  minutes  on  the  average.  Time 
of  operation  has  been  lessened  as  experience 
has  grown  and  a considerable  number  of  the 
cases  were  done  by  the  resident  house  staff 
with  the  author  serving  as  assistant. 


CHART  5 

PREPERITONEAL  HERNIORRHAPHY 
100  PATIENTS 


Operating  Time 

Average 

Range 

Minutes 

Minutes 

Hernia  Alone 

77 

35-180 

Hernia  -f-  Associated  Procedure 

85 

55-180 

Bilateral  Hernia 

117 

50-160 

The  complications  shown  in  Chart  6 have 
led  to  no  deaths  and  have  been  transient  and 
of  little  consequence,  with  the  exception  of 
one  wound  infection  which  occurred  on  one 
side  of  a bilateral  herniorrhaphy  in  a diabetic 
patient  and  resulted  in  an  incisional  hernia 
which  was  later  successfully  repaired. 

CHART  6 

PREPERITONEAL  HERNIORRHAPHY 


100  PATIENTS 

Complications 

Wound  Infection  2 

G U Infection  2 

Pneumonitis  ...  1 

Atelectasis  1 

Myocardial  Infarction! ?)  1 


In  Chart  7 the  time  in  hospital  following 
operation  is  depicted.  While  there  is  no  ab- 
solute basis  for  comparison  with  other  meth- 
ods of  herniorrhaphy,  it  is  felt  that  this  method 
permits  safe  and  early  discharge  from  the 
hospital.  Most  of  the  patients  having  longer 
post-operative  hospital  stays  were  kept  for 
reasons  unrelated  to  the  herniorrhaphy  per  se. 
The  average  time  of  6.1  days,  while  accept- 
able, is  biased  by  the  longer  in-hospital  time 
of  those  having  unrelated  delays.  Over  70% 
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CHART  7 
100  PATIENTS 

PREPERITONEAL  HERNIORRHAPHY 


Hospital  Time  Following  Operation 
Days 

% of 
Patients 

3 

....  5 

4 

...  20 

5 ....... 

25 

6 

23 

7 ... ... 

14 

8 ..  .... 

4 

9 ....... 

3 

10 

1 

11 

2 

13  ....... 

1 

20 

1 

31  

Average  = 6.1  Days 

1 

of  patients  were  discharged  in  good  order  in 
slightly  less  than  the  average  time  of  6.1  days. 

Discussion:  This  presentation  is  offered  as 
a preliminary  observation  of  aspects  of  the 
retroperitoneal  approach  to  groin  hernia 
utilizing  the  iliopubic  tract  and  transversus 
abdominis  or  transversalis  fascia  in  the  repair. 
Obviously  the  cases  are  too  few  and  the  fol- 
low up  too  inadequate  (only  80%)  and  brief 
to  permit  firm  conclusions.  Observations 
gained  during  the  performance  of  these  cases 
may  aid  others  in  the  evaluation  and  utiliza- 
tion of  this  method. 

In  1956  Dr.  Amos  Koontz5  stated  that  in- 
stead of  there  being  a final  standardization  of 
technique  of  groin  hernia  repair  that  there  was 
more  difference  of  opinion  about  the  proper 
way  to  do  herniorrhaphy  than  there  was  about 
the  treatment  of  any  other  surgical  condition. 
Edwards'  has  pointed  out  that  published 
recurrence  rates  for  all  approaches  in  inguinal 
herniorrhaphy  vary  from  0%  to  20%.  Nyhus9 
has  described  an  overall  recurrence  rate  of 
3%  in  777  preperitoneal  hernioplasties  with  a 
5%  rate  in  222  direct  hernias,  a 2.7%  rate  in 
442  indirect  hernias,  and  a 0.8%  rate  in  113 
femoral  hernias.  The  recurrence  rate  of  5% 
as  described  in  the  present  series  is  probably 
acceptable  and  compares  favorably  with  other 
methods  of  repair. 

Recently  Dyson  and  Pierce1  have  described 
a 35%  recurrence  rate  in  direct  hernias  re- 
paired by  modification  of  the  preperitoneal 
method  of  Nyhus.  They  advocated  a revision 
in  technique  consisting  of  combined  anterior 


and  preperitoneal  repair.  They  advised  sutur- 
ing the  superior  flap  of  external  oblique  fascia 
to  the  shelving  edge  of  Poupart’s  ligament  and 
imbricating  the  inferior  flap  over  this  with  the 
intention  of  reinforcing  Hesselbach’s  area. 
This  modification  was  done  to  improve  re- 
sults in  the  direct  hernias. 

Two  of  the  recurrences  reported  in  this 
series  were  in  patients  having  recurrent 
defects  at  the  time  of  the  preperitoneal  ap- 
proach. Four  of  the  five  recurrences  were 
direct  type  defects.  The  only  indirect  defect 
recurrence  involved  poor  fascia  and  muscle  in 
a patient  with  chronic  pancreatitis,  muscular 
inactivity,  and  bilateral  premature  malum 
coxae  senilis. 

It  is  important  that  simple  approximation 
of  the  direct  hernia  defect  by  any  approach 
does  nothing  to  overcome  that  which  gener- 
ated the  original  weakness.  McVay,7  Hal- 
stead,4 Fallis,3  Reinhoff,10  Tanner11  and  Matt- 
son" have  long  advocated  the  use  of  relaxing 
incisions  in  closing  large  groin  defects  and 
especially  in  direct  hernias.  The  principles  in 
the  use  of  relaxing  incision  would  apply  to  the 
preperitoneal— iliopubic  tract  repair.  It  is  the 
opinion  of  the  author  that  the  relaxing  in- 
cision placed  as  advocated  by  McVay7  is  of 
the  utmost  importance  in  preventing  recur- 
rence in  the  large  indirect  hernias  and  par- 
ticularly in  the  large  direct  hernias.  This  is 
placed  beneath  the  external  oblique  aponeuro- 
sis in  the  anterior  rectus  sheath  lateral  to  the 
fusion  point  of  the  former  and  roughly  par- 
alleling the  linea  alba  for  a distance  varying 
directly  with  the  size  of  the  hernia  defect. 
This  type  of  relaxing  incision  has  been  re- 
cently added  to  the  technique  of  Nyhus  in  our 
series  with  seemingly  helpful  adjustment  in 
the  relief  of  tension  at  the  defect  closure.  As 
yet  the  exterior  repair  described  by  Dyson 
and  Pierce1  has  not  seemed  a necessary  addi- 
tion, but  has  been  tried  in  several  patients  in 
order  to  gain  better  understanding  of  the 
overall  problems  and  nature  of  groin  hernia 
repairs. 

The  advantages  of  preperitoneal  hernia  re- 
pair utilizing  the  iliopubic  tract  may  be: 
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1.  The  use  of  a non-scarred  approach  to  re- 
current hernia  involving  tissues  that  are  better 
utilized  than  would  be  the  case  if  approached 
through  the  previous  hernioplasty  site. 

2.  Absence  of  testicular  swelling  post-opera- 
tively  because  of  adjustment  of  proper  closure 
about  the  cord. 

3.  Straight  forward  access  to  the  femoral  canal 
and  the  ability  to  obtain  a tight  and  secure 
closure  in  femoral  hernia. 

4.  The  management  of  strangulated  bowel 
does  not  require  a separate  incision  but 
merely  the  extension  of  the  original  incision 
to  gain  necessary  access  to  the  peritoneal 
cavity.  The  incarcerated  hernia  is  also  easily 
reduced  by  this  approach. 

5.  Confusion  often  noted  in  anterior  approach 
to  the  sliding  type  hernia  is  not  seen  in  the 
preperitoneal  approach  as  a broader  exposure 
of  related  peritoneum  permits  simplification 
in  the  handling  of  the  sliding  hernia  by  the 
preperitoneal  approach. 

6.  Manual  exploration  of  the  peritoneal  cavity 
can  be  safely  and  easily  conducted. 

7.  The  method  allows  cpiick  and  clear  iden- 
tification of  the  defect  in  all  groin  hernias 
with  ease  of  handling  of  the  sac  and  a total 
repair  of  any  one  of  the  three  types  of  groin 
hernia. 

8.  The  approach  offers  more  assurance  that  a 
hernia  defect  will  not  be  overlooked  as  simul- 
taneous inspection  of  direct,  indirect  and 
femoral  areas  is  possible. 

9.  Direct  inspection  permits  a secure  closure 
of  the  internal  ring  with  little  risk  of  cord 
injury. 

10.  While  not  tried  in  this  series,  this  ap- 
proach would  appear  to  offer  advantages  for 
the  concomitant  approach  to  the  matter  of 


cryptorchidism,  certain  vascular  problems,  and 
prostatic  resection. 

11.  When  the  transversalis  layer  is  too  in- 
secure for  lasting  direct  repair  and  prosthetic 
mesh  is  required,  the  mesh  may  be  ideally 
placed  by  this  approach  as  described  pre- 
viously. 

The  disadvantages  of  preperitoneal  repair 
utilizing  the  iliopubic  tract  would  seem  to  be: 

1.  Requirement  of  good  anesthesia  to  facilitate 
relaxation  and  exposure  of  the  posterior  in- 
guinal wall. 

2.  The  requirement  for  a good  assistant  who 
understands  proper  exposure  for  the  perform- 
ance of  the  hernioplasty. 

3.  Obesity  obscures  the  anatomy  and  makes 
reflection  of  the  anterior  abdominal  wall  flap 
difficult  and  therefore  exposure  poor. 

4.  The  potential  for  later  incisional  hernia 
would  seem  increased  by  the  transverse  divi- 
sion of  the  musculo-aponeurotic  layers  of  the 
abdominal  wall. 

5.  To  facilitate  and  properly  execute  the 
technique  a certain  familiarity  with  the  anat- 
omy gained  through  this  exposure  and  experi- 
ence in  providing  proper  utilization  of  struc- 
tures is  required. 

Summary 

Preperitoneal  approach  in  the  repair  of 
direct  and  indirect  inguinal  and  femoral 
hernias  utilizing  the  iliopubic  tract  is  de- 
scribed and  illustrated.  One  hundred  cases  are 
evaluated  and  discussed.  The  use  of  an  ap- 
propriate relaxing  incision  is  stressed.  Ad- 
vantages and  disadvantages  are  cited.  Pre- 
liminary observations  gained  may  aid  others 
in  the  evaluation  and  utilization  of  this 
method  of  herniorrhaphy. 
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Technique  in  venesection  in  infants.  W.  H.  Prio- 
leau,  (Charleston).  Surg  Gynec  Obstet  122:838-839, 
(Apr.)  1966. 

Venesection  in  infants  is  a precise  technical  pro- 
cedure requiring  the  aid  of  an  assistant  to  assure  a 
smooth  performance.  On  account  of  the  small  size  of 
the  vein  there  is  the  danger  of  completely  severing  it 
in  an  attempt  to  introduce  a cannula.  Wound  com- 
plications resulting  from  excessive  dissection  may  lead 
to  bacterial  thrombophlebitis.  There  should  be  strict 
adherence  to  atraumatic  technic.  The  internal 
saphenous  vein  at  the  ankle  level  has  been  found 
most  suitable  because  of  its  constant  anatomical  posi- 
tion, its  dependable  patency  in  infants  and  its  loca- 
tion being  favorable  from  the  standpoint  of  patient 
care.  Distention  of  the  vein  by  a tourniquet  facilitates, 
and  at  times  is  necessary  for,  its  recognition.  To 
make  the  opening  into  the  vein  an  incision  is  made 
along  a hemostatic  forceps  which  has  in  its  grasp  a 
section  of  full  thickness  vein  wall.  Otherwise  there  is 
the  risk  of  severing  the  adventitia  completely  before 
entering  the  lumen,  as  the  thin  elastic  intima  if  not 
fixed,  gives  in  advance  of  the  scalpel.  The  opening 
into  the  vein  is  established  by  grasping  the  cut  edges 
with  small  forceps.  A further  precaution  against 
wound  infection  is  to  bring  the  end  of  the  tube  to 
the  skin  surface  through  a needle  puncture  hole  at 
some  distance  from  the  operative  wound.  This  per- 
mits primary  closure  of  the  skin  incision  with  a con- 
tinuous subcuticular  suture. 

The  same  technic  is  applicable  in  adults,  however 
the  internal  saphenous  vein  at  the  ankle  is  not  used 
on  account  of  its  dependent  position  and  the  ease 
with  which  it  becomes  thrombosed. 

(Reprints  available— 158  Rutledge  Ave. ) 


Appendicocecostomy  in  advanced  appendicitis.  W. 
II.  Prioleau  (Charleston.)  Surg  Gynec  Obstet  123: 
599,  (Sept.)  1966. 

Leakage  of  bowel  contents  through  the  appendiceal 


stump  remains  the  most  serious  complication  of  ap- 
pendectomy in  cases  of  advanced  appendicitis.  The 
closure  of  the  stump  is  likely  to  be  insecure  in  the 
presence  of  induration  at  the  base  of  the  appendix 
or  abscess  formation.  Gas  in  the  cecum  increases  in 
volume  and  tension  in  postoperative  ileus  and  peri- 
tonitis. It  tends  to  find  its  way  through  any  area  in 
the  closure  weakened  by  necrosis,  suppuration,  or 
cutting  of  a suture.  Antibiotics  and  Penrose  drains 
are  of  value  in  controlling  the  spread  of  peritonitis, 
however  they  cannot  be  depended  upon  to  prevent 
tracking  and  pocketing  of  the  infectious  process 
resulting  from  fecal  contamination  from  the  fistula. 

A vent  to  the  cecum  protects  the  stump  closure 
from  pressure  by  providing  a ready  exit  for  the 
escape  of  gas  and  liquids.  At  the  time  of  operation  a 
Foley  catheter,  size  about  16  F,  is  placed  through 
the  stump  into  the  cecum.  If  there  is  sufficient 
length  of  stump,  the  catheter  is  secured  by  a loosely 
placed  ligature.  Inversion  is  not  necessary;  harm  may 
result  from  attempting  it  in  indurated  tissue.  Mobiliza- 
tion of  the  cecum  is  unnecessary;  it  may  break  defense 
barriers  and  open  avenues  for  the  spread  of  infection. 
The  catheter  is  brought  out  through  the  incision  or 
a stab  wound  and  secured  by  a removable  suture 
placed  in  the  external  aponeurosis.  It  is  attached  to 
straight  drainage  or  mild  suction  and  irrigated  at 
intervals  to  prevent  occlusion  by  mucus  or  solid  mat- 
ter. Protected  from  further  fecal  contamination,  the 
infection  in  the  ileocecal  region  subsides  and  the  vent 
tube  becomes  walled  off.  Once  intestinal  continuity  is 
established,  the  balloon  is  deflated  and  catheter  oc- 
cluded. It  is  removed  safely  after  ten  days  with  little 
or  no  subsequent  external  fecal  drainage.  In  patients 
in  whom  appendico-cecostomy  may  not  have  been 
necessary,  it  has  served  as  a precautionary  measure 
and  prolonged  the  recovery  period  by  only  a few 
days. 

(Reprints  available— 158  Rutledge  Ave.) 
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ERGOTISM  ASSOCIATED  WITH  THE  TREATMENT 
OF  MIGRAINE  HEADACHES* 

REPORT  OF  TWO  CASES 
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Charleston,  S.  C. 


Ergot  derivatives  are  regularly  used  in  the 
present  day  management  of  the  mi- 
graine phenomenon.  This  presentation 
reviews  some  of  the  hazards  of  ergot  intoxica- 
tion and  illustrates  these  dangers  in  two  pa- 
tients. 

While  gangrene  of  the  extremities  has  been 
associated  with  the  ingestion  of  grains  con- 
taining ergot  fungus  since  the  Middle  Ages, 
the  usefulness  of  the  drug  was  not  established 
until  1808  when  Sterns1  introduced  ergot  as 
an  aid  to  childbirth.  Its  general  acceptance  by 
midwives  greatly  increased  the  number  of 
stillbirths,  and  prompted  Hosak,  in  1824,  to 
describe  ergot  as  “pulvis  ad  mortem”  rather 
than  “pulvis  ad  partum”  and  to  recommend 
that  it  be  used  to  control  post-partum  hemor- 
rhage.2 

Ergotoxin  and  ergotamine3  were  isolated 
from  ergot  in  the  early  1900’s  and  in  1926 
ergotamine  was  first  reported  as  a treatment 
for  migraine.4  In  1943,  it  was  demonstrated 
that  by  hydrogenating  the  readily  reducible 
double  bond  of  lysergic  acid,  a new  com- 
pound, dehydroergotamine,  could  be  pro- 

"Supported  in  part  by  The  John  A.  Hartford 
Foundation.  Roper  Hospital,  Charleston,  S.  C. 
°°From  the  Departments  of  Surgery  and  Medicine, 
Medical  College  of  South  Carolina,  Charleston,  S.  C. 


duced.  Following  this  discovery  various  com- 
binations of  ergot  alkaloids  with  caffeine, 
sedatives,  anti-emetics  and  other  substances 
were  introduced  for  symptomatic  relief  of 
migraine.  One  of  these  combinations  intro- 
duced in  1948  contained  ergotamine  tartrate 
and  caffeine  in  tablet  form  (Cafergot)  which 
has  been  widely  used  in  the  treatment  of 
migraine.6  Similar  preparations  are  available 
for  rectal  and  sublingual  administration. 

The  ergot  alkaloids  are  derived  from  the 
lysergic  acid  found  in  fungus-infested  rye.  The 
fungus  grows  on  rye  and  other  grains  in  moist, 
warm  seasons.  Levorotatory  isomers  of  ergot 
alkaloids  are  divided  into  three  groups,  ergota- 
mine, ergotoxin  and  ergonovine. 

Two  patients  with  ergotism  following  treat- 
ment for  migraine  are  reported. 

Case  1.  This  46-year-old  white  female  was  ad- 
mitted to  the  Medical  College  Hospital  on  May  7, 
1965  complaining  of  “weakness  and  drawing”  of  both 
legs.  Her  symptoms  began  approximately  five  months 
prior  to  admission  and  were  manifested  by  muscle 
pain  after  walking  one  to  two  blocks,  and  by  bluish 
discoloration  of  the  skin  of  the  legs.  The  pain  was 
relieved  by  resting.  At  the  time  of  admission  the  pain 
had  increased  in  severity  so  that  she  could  walk  only 
20  to  30  feet.  While  there  was  no  rest  pain,  she 
complained  of  pain  and  heaviness  in  her  chest  with 
radiation  to  the  left  shoulder.  These  symptoms  be- 
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came  worse  on  exertion.  She  also  complained  of  pain 
in  the  lower  back  and  pelvis  of  two  months  duration. 
This  was  attributed  to  endometriosis.  The  severe 
headaches,  which  had  occurred  intermittently  since 
June  1964,  were  controlled  by  Sansert,0  one  tablet 
four  times  daily. 

On  examination  there  were  no  arterial  pulses  pal- 
pable below  the  femoral  level  in  the  lower  ex- 
tremities, but  they  were  normal  in  the  aorta  and  in 
the  brachiocephalic  areas.  There  was  bluish  discolora- 
tion of  the  skin  at  the  level  of  the  ankles.  Her  blood 
pressure  was  120/72  mm  Hg. 

Laboratory  investigation  showed  a normal  blood 
count,  a cholesterol  level  of  208  mg  per  100  ml,  and 
the  total  lipids  732  mg  per  100  ml.  The  blood  urea 
nitrogen  as  well  as  the  total  and  fractional  proteins 
were  normal.  The  prothrombin  time  was  reported  as 
97  per  cent  of  normal.  The  urine  examination  and 
an  x-ray  film  of  the  chest  were  normal.  An  intra- 
venous pyelogram  was  negative.  Oscillometric,  skin 
temperature,  and  digital  plethysmographic  examina- 
tions showed  evidence  of  severe  ischemia  of  the  lower 
extremities  due  to  vasospasm. 

The  Sansert  tablets  were  discontinued  and  the 
patient  was  given  azapetine  phosphate  (Ilidar)  in 
an  effort  to  release  the  vasospasm.  On  the  following 
day,  weak  pulsations  were  palpable  in  the  lower  ex- 
tremities. Two  days  later  skin  temperature,  plethys- 
mographic and  oscillometric  examinations  were  re- 
peated showing  improvement  of  from  50  to  75  percent 
over  the  previous  studies.  She  was  discharged  on 
May  15,  1965  with  instructions  to  return  in  four 
weeks  for  re-evaluation. 

On  June  12,  1965.  the  patient  was  again  admitted 
to  the  hospital  with  minimal  symptoms  of  ischemia 
of  the  legs.  The  pelvic  pain  was  improved.  Examina- 
tion at  that  time  revealed  her  peripheral  arterial 
increase  in  arterial  circulation  of  her  lower  ex- 
tremities to  within  normal  range.  Her  ECG,  after 
Master’s  test,  was  also  normal. 

Case  2.  This  31-year-old  female,  weighing  217 
pounds  was  seen  with  complaints  of  claudication 
after  walking  one  block.  She  dated  the  onset  of  these 
symptoms  to  October  1962,  when  she  felt  her  feet 
become  cold  and  numb.  She  gave  a history  of  mi- 
graine headache  for  many  years.  She  began  taking 
Cafergot00  tablets  for  the  acute  attacks  six  years  ago, 
but  substituted  two  suppositories  for  the  oral 
preparation  one  year  ago. 

On  examination  the  common  femoral  pulses  were 
markedly  diminished  and  no  pulses  could  be  found 
distally  in  the  lower  extremities.  Pulsations  were  nor- 
mal in  the  upper  extremities,  aorta,  and  carotid 

0 Sansert:  ( methysergide  meliate)  1-methyl-D-Ly- 

sergic  acid  butanolamide  maleate. 

° “Cafergot:  Ergotamine  with  caffeine  (0.1  gram 

caffeine  and  1 mg  ergotamine  tartrate) 


arteries.  Her  legs  were  cold  to  the  touch,  but  showed 
no  change  in  color. 

Oscillometric,  plethysmographic,  and  skin  tempera- 
ture examinations  revealed  marked  arterial  in- 
sufficiency which  could  be  temporarily  improved  by 
heating  her  body  with  electric  blankets.  The  clinical 
impression  was  arterial  spasm  due  to  ergotism. 

The  ergotamine  was  discontinued  and  the  patient 
was  given  azapetine  phosphate.  The  peripheral  pulses 
returned  concomitantly  with  the  disappearance  of 
ischemic  symptoms. 

When  examined  recently,  she  no  longer  suffered 
from  claudication  but  complained  of  recurrent  mi- 
graine headaches.  Oscillometric  and  skin  temperature 
studies  were  within  normal  limits. 

Discussion 

The  side  effects  of  the  alkaloids  of  particu- 
lar importance  are  those  occurring  in  the 
cardiovascular  and  central  nervous  systems. 
Barger"  and  Von  Storch7  found  the  symp- 
toms of  toxicity  on  the  central  nervous  system 
to  be  headache,  vertigo,  nausea,  convulsive 
seizures,  thirst,  and  confusion.  Syncope  and 
depression  follow  and  may  be  associated  with 
psychic  disturbances.  Toxic  symptoms  in  the 
vascular  system  include  peripheral  pares- 
thesias, anesthesias,  muscular  pain,  coldness 
and  cyanosis  of  the  extremity  progressing  to 
gangrene.  At  the  same  time  there  may  be 
direct  stimulation  of  the  cardiac  center  pro- 
ducing bradycardia.  Large  doses  may  cause 
vasomotor  depression  and  hypotension. 

The  two  cases  presented  demonstrate  the 
potential  hazard  involved  in  the  administra- 
tion of  ergotamine  or  ergotamine-like  drugs. 
Both  patients  had  classical  arterial  insuffi- 
ciency of  the  femoral  arteries  and  their 
branches  due  to  vasospasm.  The  first  patient 
also  had  associated  coronary  insufficiency. 

There  have  been  several  reports  in  the 
literature  concerning  toxic  symptoms  from 
use  of  ergot  preparation  in  the  treatment  of 
migraine.  In  1948  Cleveland  and  King"  re- 
ported gangrene  of  the  lower  extremities 
occurring  in  a 32-year-old  woman  who  had 
migraine  attacks  and  had  received  approxi- 
mately 14  to  21  mg  of  ergotamine  tartrate  in 
a period  of  two  weeks.  Two  cases  were  re- 
ported in  1950  of  the  toxic  effects  in  the  lower 
extremities  following  administration  of  ergot 
alkaloids  in  migraine  patients."  Peters  and 
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Horton10  reported  13  patients  with  both  ex- 
tremity and  cardiac  ischemia  after  administra- 
tion of  ergot  for  migraine.  Cranley,  et  al  re- 
ported one  patient  with  gangrene  of  four 
extremities  secondary  to  ergotism.11 

As  demonstrated  in  the  first  case  report, 
ergotism  may  cause  coronary  insufficiency 
with  anginal  attacks.  ECG  changes  were  seen 
as  S-T  depressions  when  examined  on  ad- 
mission, but  returned  to  normal  after  cessa- 
tion of  ergot.  A similar  case  was  reported  in 
1929.'1  2 3 4 5 6 7 Acute  myocardial  infarction  following 
ergotamine  tartrate  therapy  was  reported  in 
a patient  who  had  taken  the  ergot  preparation 
for  many  years  without  adverse  effect  or 
contraindication  to  its  continued  use. 

Ergotism,  although  usually  affecting  the 
small  arteries  and  arterioles,  may  also  affect 
the  large  arteries,  and  present  signs  and 
symptoms  of  pain  in  the  back  simulating 
sciatic  neuritis  or  endometriosis.  The  first 
case  report  describes  these  complaints. 

Recently,  suppositories  have  been  popular- 
ized because  they  can  be  administered 
simply,  they  are  easily  absorbed  by  the  rectal 
mucosa,  and  are  less  likely  to  cause  nausea  or 
vomiting.  Ergotism  occurs  more  often  in  pa- 
tients using  this  method  of  administration. 
This  was  shown  in  the  second  patient  who 


had  been  taking  Cafergot  by  mouth  for  six 
years  without  ill  effects,  A similar  case  was 
reported  by  Fairbuim18  of  a 64-year-  old 
female  who  had  migraine  attacks  treated 
with  an  oral  preparation  of  ergot  (Cafergot) 
without  difficulty  for  several  years.  After 
changing  to  suppositories,  she  developed 
ischemic  symptoms. 

While  ergotism  is  rare,  the  resulting  severe 
ischemia  of  the  extremities  and  heart  can  be 
disastrous.  Detailed  instruction  as  to  the  safe 
maximum  dosage  of  the  drug,  and  possibility 
of  complications,  should  be  outlined  to  the 
patient.  Close  observation  for  contraindica- 
tions to  therapy  should  be  maintained  and 
the  drug  should  be  discontinued  in  case  of 
complications. 

Summary 

Two  cases  of  ergotism  manifested  by  severe 
peripheral  ischemia  in  patients  whose  mi- 
graine headaches  were  being  treated  with 
ergot  derivatives  are  presented.  Each  had 
marked  vasospasm  of  the  common  femoral 
arteries  and  the  distal  arterial  branches. 

The  related  literature  is  briefly  reviewed. 

Ergotamine  is  a relatively  safe  and  effective 
drug  in  the  symptomatic  treatment  of  mi- 
graine, but  the  potential  hazards  dictate  that 
the  drug  be  used  judiciously. 
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Urinary  tract  infections  in  children  are 
often  silent;  or,  if  symptomatic,  may 
manifest  themselves  as  a vague  entity 
with  non-specific  complaints.  The  urologist 
often  sees  the  child  only  after  the  urinary 
tract  problem  can  be  ignored  no  longer,  and 
at  this  time  he  often  uncovers  irreversible 
renal  disease  as  well  as  marked  changes  in  the 
urinary  tract  anatomy.  The  initiating  factor  in 
many  cases  lies  in  pathology  of  the  lower 
urinary  tract. 

Earlier  complete  evaluation  of  the  urinary 
tract  could  uncover  these  problems  before  the 
irreversible  changes  had  occurred.  A general 
appreciation  of  the  techniques  available  and 
the  rationale  of  their  use  would  certainly 
contribute  to  this  earlier  complete  evaluation. 
The  word  complete  has  been  used  with  re- 
spect to  evaluation  in  each  instance,  for  this  is 
the  point  which  we  wish  to  emphasize. 

The  urinalysis  and  intravenous  pyelogram 
have  been  regarded  for  many  years  as  a com- 
plete urological  evaluation  of  the  pediatric 
patient.  Recent  advances  in  diagnostic  tech- 
niques, and  increased  understanding  of  the 
role  of  the  lower  urinary  tract  in  the  etiology 
of  infection,  point  out  all  too  clearly  the  in- 
adequacy of  this  evaluation  alone.  Our  efforts 
in  this  paper  will  be  directed  towards  cor- 
relating current  thoughts  on  the  pathogenesis 
of  urinary  tract  infection  with  the  available 
diagnostic  techniques  and  the  rationale  for  the 


correction 


of  various  anatomical 


variations. 


Evidence  accumulates,  both  clinical  and 
experimental,  that  the  key  to  most  upper 
urinary  tract  infection  lies  in  the  lower  urinary 
tract.  The  origin  of  infection  is  of  more  than 
academic  interest  since  therapy  must  be  based 
on  eradicating  the  source  of  infection  as  well 
as  all  predisposing  factors.  The  more  recent 
clinical  approach  to  upper  urinary  tract  in- 
fections, especially  in  children,  has  been  to 
proceed  on  the  assumption  that  infection  of 
the  kidney  occurs  in  a retrograde  fashion  by 
way  of  the  ureteral  urinary  stream.  It  is 
assumed  that  bladder  infections  are  based  on 
predisposing  obstructive  factors  with  retro- 
grade introduction  of  infection  via  the 
urethra.  Since  the  admission  of  pathogenic 
organisms  into  the  urinary  tract  represents  a 
necessary  but  potentially  preventable  step  in 
the  pathogenesis  of  childhood  urinary  tract  in- 
fection, pathways  should  be  considered  by 
which  the  disease  might  arise  and  disseminate. 

The  theory  of  direct  lymphatic  spread  can 
be  partly  excluded  because  of  certain  ana- 
tomical incongruities.1 

The  belief  that  the  kidney  might  be  infected 
by  organisms  borne  to  it  by  the  blood  stream 
has  achieved  a certain  measure  of  popularity, 
but  this  belief  is  open  to  some  serious  criti- 
cism since  the  kidney  is  extremely  resistant  to 
infections  presented  to  it  in  this  manner. 
Experimental  attempts  to  initiate  pyelo- 
nephritis by  such  means  generally  fail  unless 
the  urinary  tract  is  severely  altered.’  The 


N'ovF.MBF.n.  1966 


427 


THE  LOWER  URINARY  TRACT  IN  CHILDREN 


apparent  indifference  of  the  kidney  towards 
circulating  organisms  has  been  attributed  to 
certain  biochemical  factors'’ 4 but  is  more 
probably  the  direct  result  of  the  enormous 
blood  flow  that  this  organ  possesses.6 

There  is  evidence  that  in  most  of  the 
urinary  tract  infections  in  children  the  bladder 
is  inoculated  by  common  eoliform  organisms 
ascending  transurethrally  from  the  perineum, 
and  infection  results  not  from  contaminations 
as  such  but  from  the  fact  that  the  contamina- 
tions are  not  eliminated  as  they  should  be.6 
Although  the  mechanical  or  functional  abnor- 
malities responsible  for  this  impairment  of 
free  urinary  drainage  are  not  always  grossly 
demonstrated,  circumstantial  evidence  points 
to  the  subvesical  outflow  tract  as  an  area  of 
critical  importance.6  Vesicoureteral  reflux  is 
probably  of  greater  significance  in  the  per- 
petuation and  dissemination  of  the  infection 
to  the  upper  urinary  tract  than  in  the  initiation 
of  the  process.  Within  24  hours  after  bladder 
inoculation  of  a refluxing  experimental  animal, 
microscopic  evidence  of  infection  may  be 
seen  within  the  renal  pelvis."  The  infection 
probably  ascends  to  the  kidney  through  the 
lumen  of  the  ureter,  since  ligation  of  the 
ureter  significantly  reduces  the  incidence  of 
pyelonephritis  on  that  side.7  Only  recently, 
however,  has  this  role  of  vesicoureteral  reflux 
in  the  evolution  of  pyelonephritis  been  ap- 
preciated. In  rats,  the  incidence  of  pyeloneph- 
ritis after  bladder  inoculation  closely  parallels 
the  incidence  with  which  reflux  normally 
exists  in  these  animals."’ s By  contrast,  guinea 
pigs,  which  do  not  exhibit  reflux  under  normal 
circumstances,  do  not  acquire  urinary  tract 
infections  when  organisms  are  instilled  into 
their  bladders  unless  vesicoureteral  reflux  has 
been  produced  artificially.0 

Infection  of  the  kidney  is  possibly  a con- 
sequence of  some  basic  abnormality  in  the 
mechanisms  of  the  lower  urinary  tract.  This 
premise  is  strongly  suggested  by  actual  uro- 
logical investigation  of  children  with  urinary 
tract  infections.  Clinical  experience  has 
demonstrated  that  in  the  majority  of  instances 
infected  urine  is  an  indicator  of  a maleficent 
abnormality  of  the  urinary  tract.  Urinary  tract 


infections  should  not  be  regarded  as  a primary 
entity  and  should  not  be  treated  by  numerous 
antibacterial  agents  without  determination  of 
the  status  of  the  kidney,  ureter,  bladder,  and 
urethra.  Adequate  initial  therapy  for  urinary 
tract  infection  is  not  primary  administration 
of  an  antibacterial  agent  but  the  initiation  of 
a complete  urological  examination. 

Childhood  urinary  tract  infection  is  over- 
whelmingly a disease  of  females.10  This  can 
be  explained  by  the  anatomical  differences  of 
the  lower  urinary  tract  in  females  as  compared 
to  that  of  males.  Contamination  of  the  peri- 
neum and  urethral  meatus  is  inevitable;  there- 
fore, the  theory  of  the  dirty  perineum  has  been 
put  forth  as  the  possible  source  of  urinary 
tract  infection  in  the  female,  especially  in  the 
presence  of  a short  female  urethra.  Conclusive 
proof  that  organisms  are  capable  of  traversing 
the  short  distance  of  the  female  urethra  is 
lacking,  but  it  has  been  shown  that  bacteria 
may  inhabit  the  male  urethra  as  far  as  6 cm 
proximal  to  the  meatus.11  It  seems  unlikely 
that  the  same  organisms  could  not  navigate 
the  female  urethra,  which  in  infancy  measures 
only  about  1 cm  in  total  length.12  Although  the 
theory  of  the  dirty  perineum  may  be  valid, 
this  alone  could  not  constitute  the  principal 
cause  of  infection,  for  many  female  children 
never  develop  urinary  tract  infections.  There- 
fore, one  has  to  go  a step  further  and  look  for 
some  fundamental  abnormality  in  the  lower 
urinary  tract. 

As  our  diagnostic  armamentarium  has  im- 
proved, urologists  have  learned  to  appreciate 
that  obstruction  goes  hand  in  hand  with  in- 
fections of  the  urinary  tract.  Obstruction  as  it 
applies  to  the  urinary  tract  is  not  an  absolute 
condition  but  a relative  one,  dependent  not 
only  upon  the  caliber  of  the  channel  but  also 
upon  the  flow  through  that  channel.6  For 
example,  any  part  of  the  urethra,  such  as  the 
meatus,  may  be  relatively  too  small  for  the 
voiding  capacity.  The  mechanics  by  which  an 
obstruction  operates  are  not  altogether  clear, 
being  perhaps  dependent  to  some  extent  upon 
the  magnitude  of  intraluminal  pressure.  High 
intraluminal  pressures  are  known  to  impair  the 
circulation  within  the  urinary  tract,  with  the 
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resultant  increase  in  tissue  pressure  enhancing 
the  susceptibility  of  that  tissue  to  bacterial 
infection.13 

An  obstruction  in  the  urinary  tract  may  be 
compensated  for,  yet  such  a urinary  tract  is 
more  likely  to  become  infected  than  a normal 
one.  The  obstruction  that  occurs  in  childhood 
has  one  interesting  difference  from  most  of 
those  in  adults:  the  obstruction  itself  is  not 
intrinsically  progressive;  it  grows  only  in  pro- 
portion to  the  general  growth,  but  the  damag- 
ing effect  of  the  obstruction  may  be  cumula- 
tive, especially  with  superimposed  infection.14 
In  the  female  child,  the  most  common  causes 
for  obstructive  uropathy  in  the  lower  urinary 
tract  are  distal  urethral  stenosis,  a narrowing 
of  the  female  urethra  about  Vk  cm  t0  1 cm 
proximal  to  the  urethral  meatus,  and  urethral 
meatal  stenosis.16  Lyon  and  Smith  believe 
that  distal  urethral  stenosis  represents  the 
junction  of  the  posterior  or  vesical  urethra 
with  the  anterior  or  vaginal  portion  of  the 
urethra.16  Other  causes  of  obstruction  in  the 
female  are  vesical  neck  contracture  and 
occasional  urethral  valves.17  In  the  male  child, 
obstruction  may  be  caused  by  urethromeatal 
stenosis,  congenital  strictures,  urethral  valves, 
and  bladder  neck  contracture. 

In  considering  the  lower  urinary  tract  as  the 
key  to  the  upper  urinary  tract,  the  protective 
mechanisms  of  the  bladder  are  relevant.  The 
normal  bladder  has  some  inherent  natural  re- 
sistance to  infection,  as  has  been  shown  by 
Cox  and  Hinman.13  This  inherent  resistance  is 
provided  by  at  least  two  defense  mechanisms: 
one,  the  mechanical  factor  of  voiding;  and 
two,  an  antibacterial  factor  or  factors  inherent 
in  the  bladder.  It  has  been  shown  that  when 
these  defense  mechanisms  are  broken  down, 
avenues  of  infection  are  opened  to  the  upper 
urinary  tract.  Since  the  mechanical  emptying 
of  the  bladder  is  one  of  the  defense  mechan- 
isms, the  presence  of  obstruction  produces 
residual  urine  and  stagnation,  with  secondary 
bacterial  infection.  In  addition,  there  is  some 
evidence  to  suggest  that  the  deleterious  effect 
of  obstruction  is  greater  than  can  be  accounted 
for  by  the  presence  of  residual  urine  alone; 
Campbell  has  postulated  that  decreased 


phagocytic  activity  of  the  urinary  epithelium 
develops  when  back  pressure  is  applied.19 

The  protective  mechanism  of  the  lower 
urinary  tract  to  the  upper  is  also  lost  in  the 
case  of  neurogenic  bladder.  Cystitis  is  fre- 
quently observed  in  children  with  transverse 
myelitis,  meningomyelocele,  or  spina  bifida. 
Normal  micturition  does  not  occur  because  of 
a disturbance  of  the  neuro-regulatory  mechan- 
ism. Urinary  tract  infections  are  also  more 
common  in  children  who  appear  to  have  a 
large,  thin-walled  bladder  with  a wide  trigone. 
This  type  bladder  apparently  fails  to  empty 
properly  and  lends  itself  to  a short  intravesical 
ureter  with  reflux.  The  patient  develops  a 
large  hypotonic  bladder  with  dilated,  refluxing 
ureters,  commonly  called  megalocystic  and 
megaloureter  syndrome.20 

Urinary  tract  infections  may  be  limited  to 
the  bladder  until  the  ureterovesical  junction 
becomes  incompetent,  thereby  causing  the 
patient  to  lose  another  of  the  protective  de- 
vices of  the  lower  urinary  tract.  Ureteral  reflux 
has  been  attributed  to  failure  of  the  intra- 
vesical ureter  to  develop  normally  due  to  an 
absence  or  shortening  of  the  longitudinal 
muscles,  to  a defect  in  the  supporting  struc- 
tures of  the  intravesical  ureter,  to  infection, 
or  to  obstruction.21'23  Regardless  of  the 
cause,  vesicoureteral  reflux  has  its  greatest 
significance  in  the  perpetuation  and  dis- 
semination of  infection  from  the  lower  urinary 
tract  to  the  upper  urinary  tract.  At  birth,  the 
intravesical  segment  of  ureter  is  5 mm  in 
length  and  reaches  its  maximum  length  of  13 
mm  at  the  age  of  12  years.24  Since  the  likeli- 
hood of  reflux  varies  inversely  with  the  length 
of  the  intravesical  ureter,  we  may  conclude 
that  the  short  intravesical  ureter  predisposes 
the  child  to  reflux  more  so  than  the  adult. 
Cystitis  in  children  may  produce  vesical 
edema  which  is  capable  of  converting  a mar- 
ginal competent  intravesical  ureter  into  an 
incompetent  one,  thereby  breaking  down  one 
of  the  protective  barriers  of  the  lower  urinary 
tract. 

The  management  of  urinary  tract  infection 
should  be  directed  primarily  towards  deter- 
mining the  underlying  pathology.  The  use  of 
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drug  therapy  in  the  treatment  of  urinary  tract 
infection,  though  well-accepted,  is  not  entirely 
adequate.  Antibacterial  therapy  has  not 
altered  the  course  of  pyelonephritis  unless  the 
underlying  pathology  has  been  corrected.  Chil- 
dren, especially  young  girls,  are  repeatedly 
seen  who  have  had  numerous  bouts  of  urinary 
tract  infections  that  have  been  temporarily 
suppressed  by  drug  therapy  before  complete 
urological  investigation  is  sought.  Any  well- 
documented  case  of  pyelonephritis  with 
pyuria  should  be  treated  by  first  determining 
the  basic  underlying  pathology  even  if  it  is  the 
first  bout  of  infection.  Investigation  should  be 
conducted  primarily  on  the  lower  urinary 
tract;  a history  should  be  directed  toward  the 
voiding  habits  of  the  patient,  hematuria, 
symptoms  of  urgency,  frequency,  and  ab- 
dominal pain—  a frequent  manifestation  of 
urinary  tract  infection  in  children.  Though 
often  overlooked,  the  female  urethral  meatus 
should  be  examined  for  stenosis;  the  male,  for 
phimosis  and  a pinpoint  urethra.  Laboratory 
examination  should  include  renal  function 
tests,  complete  blood  studies,  and  urinalysis.  A 
clean,  voided  urine  specimen  in  a female  is 
acceptable  if  negative,  but  a catheterized 
specimen  should  be  obtained  if  pyuria  exists. 
An  intravenous  pyelogram,  though  an  initial 
test,  will  seldom  give  sufficient  information 
concerning  the  lower  urinary  tract,  but  with 
the  advent  of  cinefluoroscopy  of  the  urinary 
tract  we  have  added  greatly  to  our  diagnostic 
acumen  in  uncovering  pathological  entities 
concerning  renal  physiology  and  abnormal 
anatomical  lesions  of  the  urinary  tract  that 
heretofore  have  been  completely  out  of  reach 
diagnostically  by  conventional  methods.  Cine- 
fluoroscopy of  the  bladder  has  developed  into 
one  of  the  most  important  diagnostic  studies 
in  urinary  tract  infections  in  children.  X-ray 
studies  of  the  lower  urinary  tract  provide 
visual  functional  voiding  studies  which  may 
pick  up  ureteral  reflux  and  may  show  ab- 
normal configurations  of  the  urethra  on  void- 
ing, thus  affording  a clue  to  possible  under- 
lying obstruction.  However,  ureteral  reflux 
may  be  transient,  necessitating  several  studies 
for  confirmation.  To  evaluate  the  urethra  com- 


pletely, cystoscopy  should  be  scheduled, 
especially  in  females,  for  urethral  stenosis  is 
quite  common  in  female  children.  The  size  of 
the  female  urethra  is  often  not  appreciated  by 
physicians.  It  is  difficult  to  state  emphatically 
what  size  a child’s  urethra  should  be,  fl<?w 
rate  and  the  voiding  capacity  of  each  bladder 
being  factors  involved.  The  caliber  of  the 
urethra  for  one  child  may  be  adequate, 
whereas  the  same  size  urethra  in  another  pa- 
tient may  be  inadequate.  However,  clinical 
experience  has  shown  that  a six-year-old 
female  child  should  be  able  to  accept  a No. 
28  F.  to  No.  30  F.  urethral  sound.  The  urethra 
should  be  calibrated  with  a bougie  a boule, 
whose  acorn-like  tip  on  being  withdrawn  will 
hang  on  any  stenotic  area  and  will  pick  up  a 
stenosis  missed  by  the  usual  sound. 

Treatment  of  urinary  tract  infection  is 
directed  toward  providing  proper  drainage, 
especially  of  the  lower  outflow  tract.  Though 
in  many  cases  obscure  or  relative  in  nature, 
the  obstruction  should  be  removed.  Meatal 
stenosis  should  be  treated  by  a meatotomy, 
distal  urethral  stenosis  by  dilation,  and  blad- 
der neck  obstruction  by  transurethral  resection 
or  open  revision;  however,  a more  recent  ap- 
proach to  any  obstruction  of  the  outflow  tract 
in  females  has  been  an  internal  urethrotomy 
accomplished  by  making  incisions  at  different 
quadrants  through  the  length  of  the  urethra 
with  an  Otis  urethratome.  In  many  cases  this 
may  eliminate  the  need  for  any  open  surgery. 

The  management  of  ureteral  reflux  will  de- 
pend on  the  presence  of  infection  and  the 
degree  of  anatomical  changes.  Minimal  de- 
grees of  reflux  may  quickly  disappear  with 
simple  antibiotic  control  of  the  underlying 
infection  provided  no  obstruction  is  present. 
These  patients  generally  do  not  have  markedly 
dilated  ureters  and  reflux  may  be  noted  only 
during  micturition.  When  the  ureter  is 
markedly  dilated  during  reflux  and  reflux 
persists  in  spite  of  a reasonable  course  of  con- 
servative therapy,  it  appears  that  this  should 
be  corrected  surgically  by  reimplantation  of 
the  ureter  with  removal  of  any  outlet  obstruc- 
tion. For  some  children,  despite  complete 
evaluation,  no  underlying  cause  of  infection 
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may  be  determined.  This  is  not  to  say  that  a 
cause  is  not  present,  but  that  our  diagnostic 
techniques  may  not  be  adequate  to  delineate 
the  lesion;  however,  with  the  continuing  im- 
provement of  our  diagnostic  armamentarium, 
and  a better  understanding  of  the  physiology 
of  the  urinary  tract,  there  may  be  less  cases  of 
idiopathic  pyelonephritis. 

Summary 

In  evaluating  children  with  urinary  tract 
infections  one  should  be  constantly  aware  of 
the  role  of  the  lower  urinary  tract  and  its  pro- 


tective mechanisms  for  the  upper  tract,  for 
when  there  are  anatomical  or  physiological 
derangements  of  the  lower  tract,  avenues  of 
infection  are  opened  to  the  kidneys.  Manage- 
ment of  urinary  tract  infection  in  children 
includes  not  only  the  adequate  use  of  the 
customary  antibacterial  drugs,  but  also  the 
initiation  of  a thorough  urological  investiga- 
tion with  emphasis  on  the  lower  urinary  tract. 
If  an  obstructive  lesion  is  found,  removal  is 
necessary  for  antibacterial  therapy  to  be  of 
permanent  value. 
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TAMPON  VAGINITIS 


DANIEL  L.  MAGUIRE,  JR.,  M.  D. 

Charleston , S.  C. 


I am  firmly  convinced  that  vaginal  men- 
strual tampons  may  often  cause  vaginitis. 
Though  I have  not  searched  the  litera- 
ture about  this  subject,  I can  not  ever  re- 
member reading  of  any  other  writer  reporting 
this  possibility. 

It  is  obviously  impossible  to  run  any  animal 
experiments  or  double  blind  studies  on  this 
subject,  but  repeated  observations  in  the 
human  female  have  led  me  to  arrive  at  cer- 
tain conclusions. 

There  is  no  question  that  the  use  of  men- 
strual tampons  is  on  the  increase,  even  among 
the  younger  teenagers.  As  a matter  of  fact, 
most  ot  the  full  page  advertisements  for  these 
products  in  popular  magazines  display  young, 
attractive  models  surfing,  swimming,  water 
skiing,  doing  the  twist  and  other  activities 
toward  which  older  women  would  take  a dim 
view.  Every  physician  has  heard  about  how 
much  more  “convenient”  they  are  than 
perineal  pads.  The  advertisements  point  out 
that  there  can  be  no  tell-tale  bulge  in  the 
pubic  region,  that  there  is  no  perineal  chafing, 
that  “those  certain  days”  can  be  so  comfortable 
with  the  use  of  tampons  rather  than  pads 
that  one  hardly  realizes  the  menses  have 
arrived.  By  innuendo,  the  advertisements  for 
these  products,  like  those  for  certain  brands 
of  cigarettes  or  cola  drinks,  would  lead  the 
impressionable  youngsters  to  believe  that  if 
they  use  certain  brands  of  tampons,  they  will 
inevitably  end  up  sitting  beside  a handsome 
young  male  beside  a babbling  brook  or  on  a 
sun-drenched  beach. 


I submit  that  such  claims  are  not  only 
false,  but,  in  many  cases,  injurious  to  the 
individual. 

In  my  opinion,  the  use  of  these  objects  for 
several  days  each  month  violates  basic  physio- 
logical principles.  To  begin  with,  the  young 
virgin  must  forcibly  dilate  the  hymeneal  ori- 
fice in  order  to  insert  them,  and  after  con- 
tinued use,  it  is  usually  impossible  to  dis- 
tinguish the  virgin  from  the  non-virgin  on 
pelvic  examination.  It  would  appear  that  this 
would  inflict  a certain  amount  of  physical  as 
well  as  psychic  trauma  in  a civilization  which 
justifiably  puts  so  much  emphasis  on  virginity 
(as  manifested  by  an  intact  hymen)  before 
marriage. 

Cotton  is  a foreign  body.  When  inserted  in 
any  of  the  body  orifices  for  any  length  of 
time,  a foreign  body  reaction  results.  After 
any  gynecological  procedure,  one  usually  re- 
moves any  vaginal  packing  within  12  to  20 
hours  in  order  to  prevent  such  a reaction.  I 
am  sure  that  our  ENT  colleagues  agree  that  if 
a nostril  were  packed  with  cotton  each  month 
for  five  days,  a purulent  rhinitis  would  ensue. 
One  would  expect  the  same  result  from  the 
insult  to  the  vaginal  mucous  membrane. 

The  tampons  are  unsterile,  and  they  are 
introduced  under  unsterile  conditions.  When 
one  recalls  how  a sterile  gauze  packing  is 
introduced  into  the*  vagina  only  when  the 
perineum  has  been  shaved  and  antisepticized 
in  the  operating  room,  it  is  easy  to  understand 
how  the  common  skin  pathogens  and  possibly 
more  virulent  organisms  in  many  cases  enter 
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TAMPON  VAGINITIS 


the  vagina  with  the  usual  method  of  inserting 
the  tampons. 

The  symptoms  of  tampon  vaginitis  are  very 
familiar— vulval  itching,  leucorrhea,  varying 
degress  of  pelvic  discomfort  and  backache, 
and,  in  the  case  of  married  women,  dys- 
pareunia.  Recurrent  cystitis  is  common, 
secondary  to  a chronic  leucorrhea  which  in- 
fects Skene’s  glands,  the  urethra  or  the  trigone 
of  the  bladder. 

The  findings  are  fairly  typical.  The  patient 
usually  has  an  acute  or  subacute  vulvo-vagini- 
tis  with  edema,  hyperemia  and  often  excoria- 
tion of  the  vulva,  aggravated  by  scratching. 
The  walls  of  the  vagina  are  reddened,  with 
usually  a profuse  leucorrhea.  Often  there  is 
associated  cervicitis,  with  erosion  of  the 
nulliparous  cervix.  A smear  of  the  vaginal 
secretions  usually  fails  to  reveal  any  tri- 
chomonas, monilia  or  gonococci,  but  usually 
only  a large  number  of  leucocytes  and  staphlo- 
cocci  and  occasionally  streptococci. 

After  one  has  seen  enough  of  these  cases,  it 
is  not  too  difficult  to  recognize  the  entity.  The 
typical  patient  is  usually  a teenager  or  a young 
unmarried  woman  with  a dilated  hymen  with 
a non  specific  vulvo-vaginitis,  often  associated 
with  a nulliparous  cervicitis.  These  women  are 
usually  miserable  with  irritation,  itching,  and 
profuse  discharge.  They  have  usually  tried 
various  tablets,  douches,  and  creams,  with  or 


without  professional  advice— to  no  avail. 

The  treatment  is  simple,  and  usually  one 
hundred  per  cent  successful.  After  it  has  been 
established  that  the  girls  are  using  tampons, 
they  must  be  instructed  in  the  probability  of 
bad  effects.  One  must  be  prepared  to  listen  to 
all  the  reasons  why  the  patient  prefers  them  to 
sanitary  napkins,  but  most  intelligent  individ- 
uals will  go  along  with  you  if  you  sit  down  and 
try  to  explain  to  them  the  various  ways  in 
which  tampons  can  set  up  an  undesirable  re- 
action. Thereafter,  the  treatment  is  sympto- 
matic and  the  process  reversible.  Only  rarely, 
where  a nulliparous  erosion  is  present,  is 
superficial  office  cauterization  necessary. 

I have  purposely  avoided  the  editorial  “we” 
in  presenting  these  observations,  since  I am 
sure  there  will  be  some  who  will  take  issue 
with  my  conclusions  and  disagree  with  them. 
However,  I have  talked  with  many  other  phy- 
sicians who  have  noted  the  same  condition  in 
their  patients,  and  who  agree  in  general  that 
the  use  of  tampons  is  probably  undesirable. 

I know  of  no  way  that  one  could  test  these 
products  objectively  such  as  one  would  do 
in  research  institutions  on  a new  drug  under 
controlled  conditions.  I only  know,  from  per- 
sonal observations  in  many  patients,  that  when 
such  a condition  exists  such  as  I have  outlined, 
the  patient  gets  well  when  the  tampons  are 
discontinued.  This,  to  me,  is  conclusive. 


Novemher,  1966 
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X-RAY  FILMS  OF  THE  MONTH. 


S.  E.  PUCKETTE,  JR.,  M.  D. 

Medical  College  Hospital 
Charleston,  S C. 


1.  Inspiration  2.  Expiration 


These  inspiratory  and  expiratory  chest 
films  were  taken  on  a 4-year  old 
colored  male  who  one  year  previously 
had  developed  a persistent  cough.  Several 
months  later  this  was  followed  by  the  produc- 
tion of  foul  sputum.  Gradually,  progressive 
anorexia,  weight  loss  and  decrease  in  exercise 
tolerance  became  apparent.  Four  months  pre- 
viously, the  patient  had  onset  of  hemoptysis, 
increasing  foul  sputum,  fever,  and  his  cough 
became  so  much  worse  that  he  was  seen  by 
a physician  who  put  him  on  various  antibiotics 
with  no  improvement.  At  the  time  of  admis- 
sion to  the  Medical  College  Hospital  the 
significant  physical  findings  were  an  in- 
equality of  chest  expansion,  the  right  expand- 
ing more  than  the  left,  with  decreased  fre- 
mitus, increased  percussion  note,  and  almost 
absent  breath  sounds  over  the  left  side  of  the 
chest.  There  were  coarse  rales  and  decreased 
percussion  note  on  the  right. 

This  is  a case  of  ball-valve  obstruction  in- 
volving the  left  main  stem  bronchus.  At 
bronchoscopy,  a fragment  of  bone  measuring 
0.5  x 1 cm  was  removed  from  the  left  main 
stem  bronchus.  Purulent  exudate  was  noted 
coming  from  the  right  lower  lobe  orifice.  The 
culture  of  this  indicated  the  presence  of  viru- 
lent staph  albus  with  subsequent  clearing  of 
the  pneumonia  on  appropriate  antibiotics. 


Inhaled  foreign  bodies  usually  enter  the 
right  main  stem  bronchus.  The  bronchi  appear 
to  have  a surprising  tolerance  to  these  foreign 
bodies  and  provided  the  trachea  is  not  ob- 
structed, the  patient  may  be  relatively 
asymptomatic.  If  the  foreign  body  is  irregular, 
rather  than  producing  complete  obstruction 
to  the  bronchus  with  subsequent  collapse  of 
the  more  distal  area,  a ball-valve  obstruction 
developes  with  overdistention  of  the  lung 
distally.  The  bronchial  lumen  expands  on  in- 
spiration and  air  enters  around  the  foreign 
body.  On  expiration  the  bronchus  contracts, 
trapping  air  distally  and  producing  ob- 
structive emphysema.  Infection  is  usually  an 
associated  problem  particularly  where  there 
is  total  obstruction.  In  this  particular  case,  one 
wonders  if  the  foreign  body  did  not  originally 
lodge  in  the  right  lower  lobe  bronchus  and 
subsequently  become  dislodged,  entering  the 
left  main  stem  bronchus. 

Radiologically,  the  point  to  be  made  is  the 
need  for  either  fluoroscopy  of  the  chest  or 
both  inspiratory  and  expiratory  chest  films 
where  a bronchial  foreign  body  is  a possibil- 
ity. The  inspiratory  film  which  is  the  usual 
routine  chest  film  taken  would  indicate  dis- 
ease only  on  the  right  side,  giving  no  evidence 
at  all  of  the  ball-valve  phenomenon  on  the 
left. 
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President’s  Pages 

REPORT  ON 

THE  PUBLIC  RELATIONS  INSTITUTE 

The  meeting  lasted  one  and  one  half  days.  It  was 
well  attended  and  there  were  some  new  ideas  and  re- 
emphasis on  old  ones. 

Dr.  Blasingame  led  off  with  an  excellent  talk  on 
Medicine  Today  and  Tomorrow.  Rather  than  feel  that 
medicine  is  waning  he  feels  that  it  is  waxing.  Congress 
has  been  persuaded  that  tax  funds  should  be  used  for 
health  purposes  but  not  to  completely  take  over  the 
private  sector  of  medicine.  He  hopes  that  the  populace 
will  be  happy  to  keep  the  encroachment  of  the  federal 
government  where  it  is  with  Title  18  and  19  and  the  heart  disease,  cancer,  and  stroke  programs 
where  they  are,  but  not  many  of  us  present  shared  that  feeling.  Over  1400  bills  out  of  the  24,000 
introduced  into  Congress  this  year  have  dealt  with  health  matters.  Over  50  amendments  have 
been  added.  Never  in  the  history  of  our  country  has  so  much  attention  been  paid  to  health 
matters.  Never  has  Congress  been  so  energetic  in  appropriating  funds  and  introducing  amend- 
ments to  broaden  the  scope  of  existing  health  laws. 

Dr.  Blasingame  covered  nine  points  briefly  in  his  address: 

1.  Communication  to  every  doctor  no  matter  how  isolated  he  is  must  be  maintained.  One 
of  the  biggest  problems  is  to  get  a busy  doctor  to  take  time  to  read  the  material  printed  and 
dispatched.  One  doctor  asked  what  had  happened  to  the  implementation  of  a resolution  from 
the  House  of  Delegates  of  the  AMA  which  called  for  widespread  dissemination  to  doctors.  Mr. 
Jim  Reed,  head  of  the  communications  division,  enumerated  at  least  five  different  times  it  was 
published  in  the  AMA  News  or  the  JAMA.  He  did  not  even  mention  that  the  information  had 
also  been  sent  to  all  state  journals,  all  delegates  of  the  AMA  as  well  as  all  presidents  of  state 
associations.  The  AMA  is  more  than  doing  its  share  of  disseminating  information.  It’s  up  to  us 
doctors  to  read  it  and  take  advantage  of  it. 

2.  The  doctor-patient  relationship  can  be  maintained  only  by  the  physician  and  his  office 
force.  A disgruntled  patient  often  becomes  an  enemy  of  medicine.  A long  unexplained  wait,  an 
exorbitant  fee,  unreasonable  attitude  of  receptionists  or  nurses,  failure  to  listen  to  patients,  all 
tend  to  lessen  the  good  image  of  the  doctor.  Organized  medicine  gets  the  blame. 

3.  The  art  of  Medicine  — the  handshake,  the  art  of  making  every  patient  feel  that  the  doctor 
exists  only  for  the  patient,  all  contribute  to  better  doctor-patient  relationshp. 

4.  The  cost  of  medicine  — Medical  expenses  have  risen  with  inflation.  Doctors  must  con- 
tinue to  be  reasonable  in  their  charges.  They  should  always  be  willing  and  anxious  to  discuss 
fees  before  an  operation.  A plaque  with  wording  to  show  the  willingness  of  the  doctor  to  dis- 
cuss fees  may  be  obtained  from  the  AMA.  Admission  to  and  discharge  from  the  hospital  if 
carefully  watched  may  save  the  patient  dollars. 

5.  The  promotion  of  voluntary  health  insurance  is  our  greatest  factor  in  preventing  en- 
croachment of  the  federal  government  into  the  private  practice  of  medicine. 

6.  Medical  care  outside  of  institutions  must  be  improved.  Many  more  patients  are  cared 
for  outside  hospitals  than  are  inside.  Ways  and  means  to  improve  this  care  must  be  sought. 
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7.  Reorganization  of  medicine  at  all  levels  might  bear  investigation.  Redirection  of  the 
goals  and  aims  might  be  considered. 

8.  Specialty  groups  and  the  AMA  must  have  better  and  continuous  liaison  in  order  to  im- 
prove communications  both  ways.  An  invitation  to  15  specialty  groups  to  submit  names  for  an 
interspecialty  committee  was  accepted  and  approved  unanimously.  This  is  a step  in  the  right 
direction. 

9.  The  ethics  of  medicine  must  be  cherished  and  continued  on  the  high  level  it  has  always 
enjoyed.  Ethics  cannot  be  used  as  a whip  to  carry  out  the  intent  of  a resolution.  Ethics  must  be 
considered  in  the  light  of  right  and  wrong.  Economic  motivation,  the  Sherman  Act,  ethical  and 
moral  principles,  all  must  be  considered. 

We  doctors  have  a tremendous  problem  with  our  public  relations.  It  will  come  as  a sur- 
prise to  know  that  at  least  one  labor  columnist  has  blamed  organized  medicine  for  the  riots  in 
the  Watts  area  of  Los  Angeles.  His  name  is  Morgan  and  he  wrote  in  his  column,  “the  policy  of 
the  AMA  is  to  keep  disease  among  the  poor.” 

Our  public  relations,  good  or  bad,  begin  with  a telephone  call.  A doctor  can  make  or  break 
his  reputation  by  his  good  or  poor  habits  of  talking  to  patients,  especially  new  ones,  when  they 
call. 


Individual  physicians  should  learn  more  about  the  AMA.  False  reports  are  printed  and  no 
chance  to  correct  false  statements  is  given  the  AMA  before  publication.  A correction  is  always 
made,  but  the  damage  has  already  been  done  and  usually  the  correction  is  never  publicized. 
Those  who  would  destroy  the  type  practice  we  have  would  first  destroy  the  image  of  the  phy- 
sician. The  articles  in  The  New  Yorker  and  Look  are  erroneous  in  some  instances  and  slanted 
in  others.  Nothing  the  AMA  could  do  would  alter  the  publishers’  determination  to  print  them. 
A new  book  by  Roul  Tunly  “The  American  Medical  Scandal”  is  written  in  the  same  vein.  Once 
Senator  Ribicoff  called  a group  of  editors  together  for  a press  release.  lie  quoted  the  law  but 
not  the  entire  part  to  which  he  referred.  The  AMA  was  able  to  have  a corrected  version  on  the 
desk  of  each  editor  when  the  editor  returned  to  his  home  city.  Not  one  adverse  editorial 
resulted  despite  Senator  Ribicoff’s  efforts  to  put  medicine  in  a bad  light. 

What  can  be  done?  Public  relations  begin  in  the  doctor’s  office.  Our  attitude,  our  office 
personnel’s  attitude,  all  are  factors.  Let’s  start  with  our  friends,  get  into  service  clubs,  country 
clubs,  chamber  of  commerce,  politics.  The  more  people  we  impress  favorably,  the  better  the 
image  of  the  doctor  and  organized  medicine.  Take  with  a grain  of  salt  reports  that  deride  phy- 
sicians and  medicine  in  general.  We  must  try  to  educate  the  young  people,  the  future  is  theirs 
and  also  the  future  of  medicine  is  in  their  hands. 

The  public  must  be  convinced  that  doctors  are  dedicated  — then  the  doctors  must  be  con- 
vinced that  they  are  dedicated.  In  some  areas,  a certificate  of  excellence  is  given  to  the  news- 
papers or  radio  stations  which  have  given  medicine  a good  image.  Nothing  could  possibly  foster 
better  public  relations  outside  the  relationship  between  the  doctor  and  his  patient.  Someone  has 
defined  good  public  relations  as  90%  good  relations  between  doctor  and  patient  and  10%  talk- 
ing about  it. 

Dr.  Robert  Q.  Marstan,  head  of  the  Heart  Disease,  Cancer,  Stroke  program,  gave  some 
insight  into  what  is  planned.  Between  35  and  40  applications  have  been  received  and  10  or  12 
have  been  approved.  These  are  some  of  the  points  to  keep  in  mind. 

Of  the  35  recommendations  of  the  DeBakey  commission  only  three  were  put  into  law. 
There  are  no  funds  for  new  construction.  No  new  centers  will  be  built  but  new  programs  will 
be  started.  Continuing  education  is  the  prime  concern.  Efforts  to  shorten  the  time  between  the 
discovery  of  new  procedures  and  implementation  by  the  average  doctor  w ill  be  made.  New 
knowledge  is  to  be  made  available  more  rapidly.  Local  initiative  and  creativity  w'ere  put  into 
the  bill.  As  an  example,  no  state  has  done  as  much  as  South  Carolina  has  through  the  program 
put  on  Educational  TV  by  Dale  Groom.  The  law  aims  toward  prevention,  control,  treatment, 
rehabilitation  of  heart  disease,  cancer  and  stroke.  The  patient  is  to  gain  by  a cooperative 
arrangement.  There  are  no  boundaries  — a state,  two  states,  or  part  of  a state  may  be  involved. 
One  point  that  is  stressed  is  the  accomplishment  of  all  this  without  interference  with  local  hos- 
pital and  medical  practices.  It  is  to  be  built  on  existing  facilities  and  in  cooperation  with  all 
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organizations  connected  with  health  in  an  area.  It  is  to  overcome  wasteful  fragmentation.  The 
basic  premise  is  to  extend  communication  between  research  and  practice.  It  does  not  afford 
payment  for  patient  care.  It  is  not  a crash  program.  It  may  take  three  or  more  years  to  establish 
a program. 

One  of  the  best  public  relations  schemes  is  the  presence  of  American  physicians  in  Viet 
Nam.  They  go  for  two  months  at  a time.  Transportation  and  $10.00  a day  are  paid  by  AID. 
Surgeons,  internists,  general  practitioners,  orthopedists  are  most  important.  Ratio  of  physicians 
is  one  to  40,000  or  350  out  of  a population  of  15  million. 

Mr.  Hirsch  of  the  legal  department  has  had  many  interviews  with  the  people  in  HEW  in 
Baltimore.  At  every  meeting  he  is  told  that  doctors  charge  too  much.  He  feels  that  if  there  is 
not  enough  money  for  Title  18,  and  there  may  not  be,  the  blame  will  be  directed  to  the  doctor 
and  the  hospital  — not  to  the  law  or  HEW.  Every  effort  to  vilify  the  doctor  rather  than  the  in- 
adequate appropriation  will  be  made.  To  protect  himself  as  much  as  possible  the  doctor  would 
be  wise  to  (a)  improve  communication  between  himself  and  patient.  The  patient  must  be 
warned  in  advance  that  all  of  his  bill  will  not  be  paid  by  medicare. 

(b)  Itemize  his  bill 

(c)  The  physician  may  want  to  protect  himself  when  the  carrier  grossly  pays  too  little  to  the 
patient. 

(d)  There  will  not  be  enough  money  to  pay  for  medicare:  HEW  knows  it;  the  insurance 
companies’  actuaries  know  it,  and  we  know  it  — only  the  patient  doesn’t. 

This  above  all  times  is  the  time  to  improve  our  public  relations  and  we  must  work  harder 
than  ever  to  explain  the  details  if  we  don’t  want  the  doctors  to  get  the  blame.  Mr.  Hirsch,  of 
course,  recommends  direct  billing  to  the  patient,  using  usual  and  customary  fees.  If  there  is  one 
thing  that  he  stressed  it  is  that  the  consultative  efforts  of  physicians  have  helped  in  the  more 
distasteful  portions  of  the  bill  and  we  as  physicians  must  take  a greater  and  not  a lesser  part  in 
the  formulation  of  these  distasteful  regulations. 

Dr.  Lester,  in  charge  of  the  AMA’s  Washington  office  quoted  President  Johnson  on  April  9. 
He  said,  “Just  the  beginning—.”  On  June  3 he  reiterated,  “This  is  a start,  not  the  end.”  Dr.  Lester 
said  there  are  50  amendments  of  more  or  less  importance  with  greater  or  less  possibility  of 
consideration  or  passage.  Among  them  arc;  ( 1 ) To  extend  coverage  to  all  people  covered  by 
social  security.  (2)  To  extend  benefits  to  children  and  for  services  by  chiropractors,  podiatrists, 
etc.;  the  use  of  generic  names  for  drugs  and  for  drugs  outside  the  hospital.  Congressman 
Dingell  of  the  original  Wagner-Murray-Dingell  Rill  advocates  complete  medical  and  hospital 
coverage  for  everyone. 

In  brief,  the  Institute  recommended  ways  and  means  of  improving  public  relations.  It  gave 
us  insight  into  Title  18,  19,  and  the  heart,  cancer,  stroke  laws  that  had  not  been  available  before. 
Physicians  are  urged  to  try  to  read  the  official  publication  of  the  AMA  in  order  to  keep  abreast 
of  the  revolution  occurring  in  the  practice  of  medicine  and  to  take1  an  active  part  in  trying  to 
alleviate,  or  better,  eliminate,  the  distasteful  portion  of  these  laws. 

George  Dean  Johnson,  M.  D. 
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Editorials 


PUTTING  THE  BITE  ON  THE 
TUBERCULOUS 

One  of  the  problems  in  the  control  of  the 
spread  of  tuberculosis  has  been  the  recalci- 
trant patient  in  an  infectious  stage  who  re- 
fuses to  have  hospitalization  or  even  out- 
patient supervision.  Although  the  law  has 
long  provided  for  disciplinary  measures,  until 
just  now  there  has  been  no  means  of  confirm- 
ing these  patients  for  the  protection  of  the 
public.  Completion  of  a 40  bed  incarceration 
unit  at  the  South  Carolina  Sanatorium  now 
makes  it  possible  to  confine  the  germ 
spreaders  until  he  is  no  longer  in  a com- 
municable stage. 

While  this  confinement  is  a “last  resort” 
measure,  it  seems  necessary  in  view  of  the 
utter  disregard  for  the  health  of  his  family 
and  other  contacts  which  often  appears  in  the 
less  responsible  patient. 

Advertisements  Worth  Reading 

We  take  our  text  from  our  colleague, 
Michigan  Medicine,  as  being  entirely  appli- 
cable to  the  Journal  of  the  South  Carolina 
Medical  Association  and  to  our  readers. 


“It  is  virtually  impossible  to  keep  up  with 
reports  on  all  of  the  new  drugs  and  other 
technical  as  well  as  nontechnical  products 
available  to  the  physician.  No  doctor  has  the 
time  to  expose  himself  to  all  the  available 
journals  that  contain  this  information.  The 
type  of  advertisement  that  appears  in  Michi- 
gan Medicine  helps  to  keep  our  readers 
abreast  of  the  new  products. 

“Many  of  us  have  become  irritated  by  the 
banal  material  we  see  on  television  such  as 
the  anvil  in  the  headache  or  the  mechanical 
stomach  with  the  faucet  dripping  acid.  Per- 
haps this  has  resulted  in  a very  generalized 
antagonism  against  any  and  all  kinds  of  ad- 
vertising. This  is  unfortunate.  The  type  of 
advertising  found  in  this  journal  we  believe 
to  be  worthwhile  or  it  would  not  be  accepted. 

“The  revenue  that  comes  from  our  ad- 
vertisers is  not  only  appreciated  but  also 
makes  possible  the  publication  of  Michigan 
Medicine  at  a reasonable  cost  to  each  member 
of  M.S.M.S.  But  of  very  great  importance  and 
value  is  the  basic  information  that  can  be 
found  in  the  pages  they  provide.” 


QUIDNUNC 


Any  man  who  thinks  he  is  going  to  be  happy  and 
prosperous  by  letting  the  government  take  care  of 
him  should  take  a close  look  at  the  American  Indian. 

Chas.  Ev.  Post 

Where  does  the  aged  public  think  Medicare  money 
comes  from?  One  elderly  patient,  being  admitted 
under  Medicare  shortly  after  July  1,  had  complete 
confidence  in  the  financial  backing  of  the  program. 
Asked  by  the  admitting  officer  to  supply  the  names  of 
persons  to  be  notified  of  her  admission,  the  patient 
replied.  “Dr.  Jones  and  Mr.  Johnson.”  The  admitting 
officer  said,  “We’ll  call  Dr.  Jones  right  away,  but  who 
is  Mr.  Johnson.”  Her  reply,  of  course,  was  “Mr.  L.  B. 
Johnson.  He’s  paying  the  bill.” 

S.  C.  Hosp.  Assoc. 


What  Cures  The  Cure 

Or  again  there  was  the  case  of  the  elderly  woman 
who  had  just  recovered  from  pneumonia  only  to 
come  up  again  complaining  of  diarrhea  induced  by 
her  Tetracycline.  She  made  a delightful  remark,  per- 
haps containing  more  truth  than  she  suspected—  “If 
you  doctors  could  only  find  a cure  for  these  anti- 
botics  you  would  be  doing  us  all  a great  service.” 

New  Eng,  Jour  Med 


Drivers  under  25  years  of  age  represent  only  about 
18  per  cent  of  all  licensed  drivers  in  the  U.  S..  but 
in  1965  they  were  involved  in  more  than  30  per  cent 
of  all  fatal  traffic  accidents  and  28  per  cent  of  all 
non-fatal  highway  mishaps. 
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For  The  Dog  Lover 

A part  of  the  poem  “The  Curate  Thinks  You  Have 
No  Soul.”  by  St.  John  Lucas: 

“ . . . whose  bark 

Called  me  in  summer  dawns  to  rove— 

Have  you  gone  down  into  the  dark 
Where  none  is  welcome  — none  may  love? 

I will  not  think  those  good  brown  eyes 
Have  spent  their  light  of  truth  so  soon: 

But  in  some  canine  paradise  your  wraith,  I know, 
rebukes  the  moon. 

And  quarters  every  plain  and  hill. 

Seeking  his  master  ...  As  for  me. 

This  prayer  at  least  the  gods  fulfil: 

That  when  I pass  the  flood  and  see 
Old  Charon  by  the  Stygian  coast 


Take  toll  of  all  the  shades  who  land, 
Your  ever  faithful  barking  ghost 
May  leap  to  lick  my  phantom  hand.” 


The  sun  inevitably  will  set  on  the  British  Empire, 
but  the  Limeys  will  always  hang  onto  the  caste  sys- 
tem. 

The  British  Admiralty’s  list  of  supplies  and 
equipment  available  to  ships  and  shore  stations  in- 
cludes the  following: 

“Pots,  chamber,  plain  ( for  enlisted  ratings ) ; pots, 
chamber,  with  Admiralty  monogram  in  blue  for  hos- 
pital use;  pots,  chamber,  fluted,  with  Royal  cipher  in 
gold,  for  Flag  officers  only.” 

Chas.  Eve.  Post 


DOCTORS  IN  THE  NEWS 

I)r.  A.  J.  Richards,  originally  from  Denmark, 
S.  C.  announces  the  opening  of  his  office  for  the 
practice  of  general,  thoracic,  and  cardiovascular 
Surgery.  He  is  associated  with  Dr.  Daniel  W. 
Davis,  Jr.,  at  1639  Brabham  Avenue,  Columbia. 
Dr.  Richards  graduated  at  the  Medical  College  of 
South  Carolina  in  1956  and  served  at  the  Co- 
lumbia Hospital  and  the  Medical  College  Hospital. 
He  is  a Fellow  of  the  American  Thoracic  Society 
and  has  served  two  years  in  the  Army  Medical 
Corps. 

Dr.  Charles  R.  Propst  and  Dr.  William  F. 
Young  announce  the  association  of  Dr.  John  E. 
Rowe,  III,  in  the  practice  of  pediatrics  in  their 
new  office  at  237  Church  Street  in  Sumtr  . . . . 
Dr.  George  L.  David,  Jr.  of  Florence  and  Dr.  .Jack 
E.  Arrants  of  Columbia  were  awarded  the  first 
fellowships  in  Respiratory  Diseases  established 
by  the  S.  C.  Tuberculosis  Association  and  its 
affiliates  ....  Dr.  Carl  C.  Bailey,  Jr.  has  joined 
Dr.  George  Irwin  and  Dr.  James  Pressly  in  the 
practice  of  radiology  in  Greenville.  Dr.  Bailey,  a 
native  of  Clemson,  graduated  from  the  Medical 
College  of  South  Carolina  in  1960  and  served  an 
internship  at  Greenville  General  Hospital.  After 
being  discharged  from  the  Army  in  1963,  he 
served  his  residency  one  year  at  the  University 
of  Florida  and  two  years  at  Vanderbilt  Univer- 
sity ....  Dr.  Leland  .1.  Brannon  of  Columbia  was 
honored  as  the  most  outstanding  contributor  to 
cancer  control  in  the  state  for  1965  and  was  pre- 
sented with  hand-wrought  bronze  medal  and  cita- 
tion. 

Dr.  Lynn  Derrick  has  announced  the  opening 
of  medical  practice  in  Columbia  in  the  field  of 
ophthalmology.  He  will  work  with  Dr.  Shepard 
N.  Dunn  and  Dr.  Edward  D.  Hopkins,  Jr.  at  1411 
Barnwell  Street.  A graduate  of  the  Medical  Col- 
lege in  Charleston,  Derrick  engaged  in  general 


practice  in  Columbia  and  was  medical  consultant 
for  the  Social  Security  Administration  before  return- 
ing to  the  Medical  College  for  further  training.  He 
was  a teaching  fellow  and  chief  resident  at  the  Medi- 
cal College  Hospital  in  Charleston  in  1965  and  a 
clinical  fellow  at  Johns  Hopkins  Hospital  in  Bal- 
timore the  following  year. 


THE  MEDICAL  COLLEGE 

We  welcome  this  opportunity  made  available  to  us 
by  Dr.  Waring  to  keep  you,  the  physicians  of  South 
Carolina,  better  informed  about  the  activities  at  the 
Medical  College  of  South  Carolina.  We  will  contribute 
this  column  each  month  and  hope  the  scientific, 
academic,  research,  and  personal  notes  contained 
will  be  of  interest  to  you. 

William  D.  Huff 
Director  of  Development 
Medical  College  of  South  Carolina 

The  Medical  College  Teaching  Hospitals  have  been 
granted  continued  approval  of  the  internship  program 
by  the  Council  of  the  AMA.  Upon  recommendation  of 
the  AMA’s  Intern  Review  Committee,  40  internship 
assignments  were  authorized  for  the  Medical  Center 
Hospitals,  which  include  the  Medical  College  Hos- 
pital, the  Veterans  Administration  Hospital,  and  the 
Charleston  County  Hospital. 

Twenty-two  of  the  assignments  are  for  rotating 
internships.  These  interns  are  assigned  to  medicine, 
surgery,  pediatrics,  obstetrics-gynecology,  and  emer- 
gency room  services  on  a rotating  basis.  Six  of  the 
assignments  are  for  straight  internships  in  the  De- 
partment of  Medicine,  and  eight  are  for  straight 
internships  in  the  Department  of  Surgery.  The  De- 
partments of  Pathology  and  Pediatrics  are  approved 
for  two  straight  intern  positions  each. 

Dr.  Albert  B.  Kuritz  has  been  appointed  Associate 
Clinical  Professor  of  Surgery.  Dr.  Kuritz  received  his 
M.  D.  degree  from  the  University  of  Wisconsin 
Medical  School  and  served  his  internship  at  St.  Louis 
City  Hospital.  St.  Louis.  Missouri.  He  was  a resident 
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at  St.  Louis  County  Hospital,  Clayton,  Missouri.  Dr. 
Kuritz  has  served  as  Assistant  Professor  of  Surgery  at 
St.  Luke’s  Hospital,  Milwaukee,  Wisconsin,  and 
Assistant  Clinical  Professor  in  Surgery  at  the  Univer- 
sity of  Arkansas  School  of  Medicine.  He  is  now  Chief 
of  Professional  Services  at  the  Veterans  Administra- 
tion Hospital  in  Charleston. 

At  the  request  of  the  Department  of  Surgery,  the 
South  Carolina  Surgical  Society  has  appointed  12 
consultants  to  serve  the  department  during  the  next 
year.  These  consultants  will  serve  on  a rotating  basis, 
with  one  visiting  the  medical  center  for  a two-day 
period  each  month.  It  is  anticipated  that  these  men 
will  participate  in  the  Friday  afternoon  surgical  con- 
ference, attend  the  residents’  Journal  Club  dinner  in 
the  evening,  and  participate  in  Grand  Rounds  on 
Saturday  morning  and  ward  rounds  in  one  of  the 
teaching  units. 

The  first  consultant  was  Dr.  George  T.  McCutchen 
of  Columbia,  who  visited  the  department  on  October 
28.  Dr.  Claude  W.  Perry  of  Anderson  acted  as  con- 
sultant on  November  11. 

Other  South  Carolina  surgeons  who  will  participate 
during  the  next  year  are  Dr.  G.  B.  Hodge  of  Spartan- 
burg, Dr.  Henry  F.  Frierson  of  Orangeburg,  Dr. 
Lawrence  B.  Frederick  of  Rock  Hill,  Dr.  Norman  D. 
Ellis,  Jr.,  of  Florence,  Dr.  J.  Robert  Thomason  of 
Greenville,  Dr.  Alton  Brown  of  Rock  Hill,  Dr.  Wil- 
liam S.  Brockington  of  Greenwood,  and  Dr.  George 
H.  Bunch  of  Columbia,  and  Dr.  John  K.  Webb  of 
Greenville. 

Dean  Franklin  C.  Fetter  of  the  School  of  Medicine 
has  announced  the  appointment  of  Dr.  Dale  Groom, 
Associate  Professor  of  Postgraduate  Medicine,  as 
Assistant  Dean  for  Continuing  Education. 

Dr.  Groom  joined  the  faculty  of  the  Medical  Col- 
lege as  Assistant  Professor  of  Medicine  in  1953.  He 
has  been  Director  of  the  Student  Health  Service  and 
Director  of  Postgraduate  Education  since  1959  and 
1960,  respectively.  Dr.  Groom  was  formerly  a Fellow 
in  Medicine  at  the  Mayo  Foundation,  Rochester, 
Minn. 

Dr.  Groom  received  his  M.D.  degree  from  the 
Medical  College  of  Virginia  and  served  his  internship 
at  Passavant  Memorial  Hospital,  Chicago.  He  holds 
the  M.  S.  degree  in  Medicine  from  the  University  of 
Minnesota.  He  is  a member  of  the  Council  on  Post- 
graduate Programs  of  the  A.M.A.  and  Chairman  of 
its  Committee  of  Continuation  Education.  He  is 
Chairman-Elect  of  the  Board  of  Governors  of  the 
American  College  of  Physicians. 

On  November  4,  the  Medical  College  sponsored  a 
meeting  of  the  Admissions  Committee  and  the  pre- 
medical advisers  from  neighboring  colleges  and  uni- 
versities. The  purpose  of  this  meeting  was  to  improve 
communications  between  these  groups  to  assist  in  the 
selection  process  of  medical  school  applicants. 

The  following  awards  were  won  by  students  in 
the  School  of  Medicine  for  the  1965-66  academic 


year  on  the  basis  of  scholastic  achievement: 

The  Mosby  Scholarship  Book  Awards  (presented 
by  C.  V.  Mosby  Publishers )— Dr.  Samuel  B.  Pratt,  III. 
Dr.  Thomas  A.  Willingham,  III,  Dr.  Sewell  I.  Kahn. 
Walter  P.  Pinson,  III,  and  Claude  W.  Smith,  Jr. 

The  Roche  Award  ( Presented  by  Roche  Lab- 
oratories)— Needham  J.  Thompson.  Jr. 

The  Merck  Manual  Award  (presented  by  the 
Merck  & Co.,  Inc.)— Walter  P.  Pinson,  III  and 
Claude  W.  Smith,  Jr. 

The  Lange  Medical  Publications  Awards  (pre- 
sented by  the  Lange  Medical  Publications  Com- 
pany)—Dr.  Jeff  Z.  Brooker,  Dr.  George  F.  Ceils, 
Henry  M.  Faris,  Jr.,  Walter  P.  Pinson.  Needham  J. 
Thompson,  Jr..  Robert  B.  Grove,  Hugh  McC.  Wilson, 
and  Jack  D.  Fulmer. 

The  South  Carolina  Chapter  of  the  American 
Academy  of  General  Practice  Awards— Dr.  Jeff  Z. 
Brooker  and  Joseph  W.  Tollison. 

The  Pfizer  Laboratories  Medical  Scholarship  (pre- 
sented by  the  Pfizer  Laboratories)— Needham  J. 
Thompson,  Jr. 

The  Manning  Simons  Scholarships— Needham  J. 
Thompson,  Jr.  and  Henry  M.  Faris,  Jr. 

The  Ravenel  Award— Dr.  Charles  L.  Garrett. 

Dr.  William  Weston.  Ill  has  been  appointed  Asso- 
ciate in  Pediatrics.  Dr.  Weston  received  his  M.D. 
degree  from  Duke  University  School  of  Medicine.  He 
was  in  intern  at  Duke  University  Medical  Center  and 
served  his  residency  at  Children’s  Hospital  in  Phila- 
delphia. 

Dr.  Dallas  H.  Dalton  has  been  appointed  Asso- 
ciate in  Thoracic  Surgery.  A graduate  of  the  Univer- 
sity of  Arkansas  School  of  Medicine,  Dr.  Dalton 
served  as  intern  at  Crawford  W.  Long  Hospital  in 
Atlanta,  Georgia,  and  as  resident  at  the  University  of 
Alabama  Medical  Center. 

Dr.  Dabney  R.  Yarbrough  was  named  Associate  in 
Surgery.  He  received  his  M.  D.  degree  from  the 
Medical  College  of  Virginia.  Dr.  Yarbrough  served 
his  internship  and  residency  at  the  Medical  College 
of  Virginia. 

Dr.  Patrick  II.  Dennis  has  been  appointed  Clinical 
Assistant  in  Ophthalmology.  Dr.  Dennis  is  a native 
of  Lynchburg,  S.  C..  and  a graduate  of  the  Medical 
College  of  South  Carolina  School  of  Medicine.  He 
served  his  internship  at  the  Medical  Center  Hospitals 
in  Charleston  and  his  residency  at  the  Medical  Col- 
lege Hospital. 

Dr.  Thomas  A.  Kirkland,  Jr.  has  been  named 
Clinical  Instructor  in  Urology.  A graduate  of  Duke 
University  School  of  Medicine,  he  served  as  intern 
and  resident  at  the  Duke  University  Medical  Center. 

Dr.  George  R.  Laub  has  been  named  Clinical 
Assistant  in  Otolaryngology.  A native  of  Austria,  he 
attended  the  Medical  School  of  the  University  of 
Vienna.  He  served  residencies  at  Holyoke  Hospital 
in  Holyoke,  Mass,  and  Providence  Hospital  in  Co- 
lumbia, S.  C.  Dr.  Laub  received  his  M.  D.  degree 
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from  the  Medical  College  of  South  Carolina.  He  also 
holds  the  position  of  Visiting  Instructor  in  Ophthal- 
mology. 

Drs.  Robert  E.  Livingston,  A.  Frank  Weir,  Jr.,  and 
James  F.  White  have  been  appointed  to  positions  as 
Clinical  Instructors  in  Otolaryngology.  Dr.  Livingston 
graduated  from  the  Medical  College  of  South  Caro- 
lina and  served  his  internship  at  Greenville  General 
Hospital.  He  has  had  residency  training  at  Greenville 
General  Hospital,  New  York  Polyclinic  Medical  Col- 
lege and  Hospital,  and  the  Roper  Hospital  ENT 
Clinic. 

Dr.  Weir  graduated  from  Bowman  Gray  School  of 
Medicine  and  interned  at  Mid  State  Baptist  Hospital, 
Nashville,  Tennessee.  He  served  residencies  at 
Walter  Reid  Army  Hospital  and  North  Carolina 
Baptist  Hospital. 

Dr.  White  received  his  M.  D.  degree  from  Duke 
University  School  of  Medicine.  He  interned  at  State 
University  of  Iowa  and  served  residencies  at  the 
Veterans  Administration  Hospital,  Denver,  Colorado, 
and  State  University  of  Iowa. 


Seventh  District 

The  Seventh  District  Medical  Association  met  at 
the  Andrews  Country  Club,  Andrews,  South  Caro- 
lina, on  September  22.  Speakers  were  Dr.  John 
Hawk,  Dr.  Vince  Moseley,  and  Dr.  John  Blanton,  all 
of  Charleston. 


Death 


Dr.  John  W.  Mole 

Dr.  John  William  Mole,  88,  one  of  South  Carolina’s 
oldest  practicing  physicians,  died  October  8. 

Son  of  a Hampton  County  physician,  Dr.  Mole  was 
born  Nov.  19,  1877,  in  Brunson.  His  parents  were  the 
late  Dr.  John  W.  Mole  and  the  late  Mrs.  Alice 
Lightsey  Mole.  A graduate  of  the  Medical  College  of 
South  Carolina,  Class  of  1901,  Dr.  Mole  began  his 
practice  in  Rhems,  Georgetown  County,  in  that  year. 
He  returned  to  the  Medical  College  to  study  phar- 
macy for  one  year  and  in  1904,  returned  to  Brunson 
to  establish  his  medical  practice.  Serving  during 
World  War  I in  the  U.  S.  Army  Medical  Corps,  he 
saw  action  in  France.  Dr.  Mole  remained  in  the 
Medical  Corps  Reserve  and  returned  to  active  duty 
in  1910,  retiring  as  a captain  in  the  Medical  Corps  in 
1941.  Since  that  time  he  had  maintained  his  practice 
at  Brunson. 

He  is  a past  president  of  the  Hampton  County 
Medical  Society  and  a member  of  the  S.  C.  Medical 
Association. 


The  William  S.  Hall  Psychiatric  Institute, 
Columbia,  S.  C. 

The  William  S.  Hall  Psychiatric  Institute  is  an 
ultra-modern  psychiatric  hospital  which  is  being  de- 
veloped as  the  primary  training  and  research  facilitity 
of  the  South  Carolina  Department  of  Mental  Health. 
An  academically-oriented  staff  conducts  a psychiatric 
residency  training  program  which  will  be  the  corner- 
stone for  a broad  scope  of  training  in  the  Mental 
Health  sciences. 

The  setting  for  the  training  and  research  programs 
is  a new  hospital  and  cottage  complex  which  will 
afford  ample  facilities  for  highest  quality  clinical 
work  in  all  areas  of  nervous  and  mental  disease. 

Outpatient  diagnostic  and  treatment  clinics  in 
general  psychiatry,  child  psychiatry  and  neurology 
are  already  functioning  on  a limited  basis.  The  first 
adult  psychiatry  ward  began  receiving  inpatients  on 
September  19,  1966.  Additional  inpatient  units  will 
open  as  rapidly  as  staff  can  be  recruited  and  will 
receive  psychosomatic,  geriatric  and  neurology  cases 
as  well  as  the  more  general  psychiatric  categories. 

Patients  will  be  received  from  the  state  at  large  by 
both  inpatient  and  outpatient  facilities.  Referrals  for 
admission  may  be  made  directly  to  the  Institute  by 
calling  the  central  switchboard  of  the  Department  of 
Mental  Health  (phone  AL6-9911,  Columbia,  S.  C.) 
and  asking  for  the  William  S.  Hall  Psychiatric  Insti- 
tute Admitting  Physician.  Outpatient  appointments 
may  be  made  by  calling  AL6-9911,  Extension  514. 
The  volume  of  service  in  the  outpatient  areas  will 
have  to  correspond  to  the  availability  of  staff  which  is 
somewhat  limited  at  present.  However,  as  the  staff 
increases  services  offered  will  also  expand,  and  every 
effort  will  be  made  to  render  prompt  and  effective 
diagnostic  evaluation  and  patient  care. 

Patients  may  enter  the  Institute  through  the  usual 
procedures  including  informal  admission  which  is 
identical  to  the  usual  process  of  entering  a general 
hospital.  Patients  will  be  treated  by  members  of  the 
Staff  of  the  Institute  or,  more  often,  by  resident 
physicians  under  senior  staff  supervision.  The  focus 
of  treatment  is  intensive,  short-term  therapy  wherever 
possible  with  the  aim  of  rapid  rehabilitation  and 
return  to  the  home  community.  Every  effort  will  be 
made  to  establish  close  communication  with  a local 
physician  or  the  local  Mental  Health  Center  follow- 
ing patient  discharge. 
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Williamsburg  County  Memorial  Hospital 
Kingstree,  South  Carolina,  29556 

Is  looking  for  a general  surgeon,  board  certi- 
fied or  board  eligible,  who  would  be  interested 
in  coming  to  Kingstree.  The  hospital  is  a new 
facility  with  sixty  beds,  built  on  a one  hun- 
dred-bed chassis.  — C.  M.  Snipes,  Administrator 


Ninth  District  Meets 

The  Ninth  District  Medical  Society  (comprising 
physicians  from  Spartanburg,  Cherokee  and  Union 
counties)  held  its  annual  meeting  September  27. 

Dr.  Edward  Swenson,  associate  professor  of  medi- 
cine and  chief  of  the  pulmonary  disease  division  at 
the  University  of  Florida,  will  speak.  He  is  an 
internationally  recognized  authority  on  cardiovascular 
and  pulmonary  diseases. 


New  Members — SCMA 

Dr.  Sarah  P.  Orton 
S.  C.  Sanitorium 
State  Park 

Dr.  Roy  P.  Cunningham 
509  Trinity  St. 

Florence  29501 

Dr.  B.  Daniel  Paysinger 

2005  Hampton  St. 

Columbia 

Dr.  James  V.  Ward 
55  Doughty  St. 

Charleston 


The  annual  meeting  of  the  South  Carolina  Ortho- 
paedic Association  was  held  at  the  William  Hilton 
Inn  beginning  September  16. 


V.  D.  NEWS 


GONORRHEA  AND  SYPHILIS 

In  South  Carolina,  as  well  as  elsewhere,  new  cases 
of  gonorrhea  are  occurring  with  far  greater  frequency 
than  new  cases  of  syphilis.  Both  diseases,  however, 
being  by-products  of  the  same  behavior  pattern 
(promiscuity),  have  a definite  relationship.  The 
promiscuous  person  may  in  time  become  exposed  to, 
and  contract,  either  gonorrhea  or  syphilis,  or  both. 
Usually  the  patient  is  treated  for  the  most  obvious  of 
the  two  diseases  at  that  time. 

If  a diagnosis  of  syphilis  is  made,  the  patient  may 
also  be  incubating  gonorrhea  from  exposure  just  a 
few  days  previously.  The  amount  of  penicillin  usually 
administered  to  that  particular  case  of  syphilis  (2.4 
to  4.8  million  units  of  benzathine  penicillin  G,  de- 
pending upon  the  stage  of  syphilis)  should  be  ade- 
quate to  take  care  of  any  incubating  gonorrhea  as 
well.. 

However,  if  an  obvious  case  of  gonorrhea  presents 
himself  for  treatment  the  patient  may  also  be  in- 
cubating syphilis  from  exposure  a month  or  two  or  a 
year  or  more  ago.  The  treatment  of  gonorrhea,  how- 
ever, (1.8  million  units  procaine  penicillin  C)  is  not 
adecpiate  to  cure  syphilis  in  any  stage,  and  could 
well  mask  developing  symptoms  of  syphilis.  If 
nothing  more  is  then  done  than  to  treat  the  gonorrhea, 
then  the  presence  of  syphilis,  early  or  late,  may  well 
lie  missed. 

If  the  ' ‘missed  case”  is  one  of  latent  syphilis  it 
may  affect  only  the  patient  himself  by  progressing  to 
involvement  of  the  cardiovascular  system,  the  central 
nervous  system,  or  other  problems.  If,  however,  the 
“missed  case”  was  one  of  primary  or  secondary 


syphilis,  then  the  diagnostic  failure  might  well  be- 
come the  missing  link  in  a rapidly  spreading  chain  of 
infection.  By  not  having  been  diagnosed  and  reported, 
the  patient’s  infection  would  not  have  become  known 
to  the  Venereal  Disease  Control  worker  (or  epi- 
demiologist) and  the  case,  therefore,  would  be  lost  to 
epidemiologic  follow  up  and  control. 

In  view  of  all  of  the  above,  the  treatment  of  a 
case  of  gonorrhea  should  in  every  instance  be  ac- 
companied by  physical  examination  and  the  obtain- 
ing of  a blood  specimen  for  a serologic  test  for 
syphilis.  The  results  of  such  procedure  might  surprise 
you. 


Clinical  Center  Study  of  Hodgkin’s  Disease 
and  Leukemia 

The  cooperation  of  physicians  is  requested  in  a 
continuing  study  of  Hodgkin’s  disease  and  chronic 
lymphocytic  leukemia  being  conducted  by  the  Na- 
tional Cancer  Institute  at  the  Clinical  Center,  Na- 
tional Institutes  of  Health,  Bethesda,  Maryland. 

Particularly  desired  are  patients  who  have  had  no 
previous  treatment  or  minimal  prior  treatment.  All 
clinical  stages  of  proven  disease  are  acceptable.  The 
major  purpose  of  the  study  is  to  determine  the  cura- 
tive potential  of  intensive  radiotherapy  in  localized 
cases  and  to  evaluate  combination  chemotherapy  and 
x-irradiation  in  patients  with  generalized  involvement. 

Physicians  interested  in  having  their  patients  con- 
sidered for  the  study  may  phone  or  write  to: 

The  Clinical  Center 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
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THE  SELECTION  OF  A MEDICAL  STUDENT 


Louis  P.  Jervey,  M.  D. 
Associate  Professor  of  Medicine 
Assistant  Dean  for  Student  Affairs 
The  Medical  College  of  South  Carolina 


Of  all  the  tasks  which  face  the  medical  educator 
none  is  more  difficult  or  more  important  than  the 
selection  of  the  candidates  to  occupy  the  limited 
number  of  places  in  the  School  of  Medicine.  In  many 
ways,  the  nature  of  the  raw  material  determines  the 
quality  of  the  product.  Although  in  such  a biologic 
system,  surprises  often  occur,  there  is  no  question  but 
that  careful  selection  of  the  best  qualified  competitors 
will  lead  to  fewer  academic  disappointments. 

It  is  at  times  hard  for  an  interested  faculty  adviser, 
physician  or  friend  to  understand  why  his  nominee 
failed  to  gain  acceptance  when  another  whom  he 
may  consider  less  qualified  has  been  successful.  It  is 
an  attempt  to  offer  explanation  for  such  events  that 
this  discourse  upon  the  workings  of  the  Admissions 
Committee  is  presented: 

The  Admissions  Committee 

Appointed  annually  by  the  Dean,  the  committee 
consists  of  approximately  10  faculty  members  experi- 
enced in  student  affairs.  Tenure  on  the  committee 
must  be  long  enough  to  permit  maturation  through 
experience,  but  not  so  long  as  to  lead  to  exhaustion 
and  disinterest..  Members  are  replaced  in  staggered 
fashion  to  promote  continuity  and  stability.  Generally, 
an  attempt  is  made  in  the  committee’s  selection  to 
provide  balance  between  basic  scientists  and  clini- 
cians, males  and  females,  M.D.’s  and  Ph.D.’s,  etc.  The 
chairman  of  the  committee  is  appointed  by  the  Dean 
who  may  elect  to  serve  in  this  capacity  himself. 

Once  constituted,  the  committee  functions  auto- 
nomously in  its  decisions,  protected  from  administra- 
tive, faculty  or  outside  pressures  as  much  as  possible. 
The  extreme  importance  of  such  delegation  of  re- 
sponsibility to  the  committee  should  be  readily  ap- 
parent. Indeed,  it  would  not  be  an  exaggeration  to 
state  that  the  future  of  the  school  depends  upon  the 
integrity  of  its  Admissions  Committee. 

Applicant  Selection 

Beginning  in  June,  applications  for  the  following 
year’s  class  begin  to  arrive.  By  the  time  the  committee 
completes  its  work  (hopefully  by  February  of  the 
following  year ) more  than  four  applicants  have  been 
screened  for  each  of  the  82  places  in  the  freshmen 
class.  This  ratio,  of  course,  may  increase  or  decrease 
depending  upon  many  factors. 

College  Grades:  No  factor  is  of  greater  importance 
in  predicting  the  future  course  of  an  individual  ap- 
plicant than  in  his  undergraduate  scholastic  record. 


All  grades  are  carefully  analyzed  in  the  office  of  the 
Registrar  and  are  converted  by  a formula  into  a 
numerical  figure  called  the  Mark  Index.  Based  on  a 
scale  of  zero  to  four,  it  is  possible  to  judge  the  overall 
academic  performance  of  the  individual  by  a look  at 
this  figure,  but  this  must  be  combined  with  a study 
of  the  college  transcript.  It  is  a glaring  inaccuracy  to 
state  that  only  brilliant  students  gain  acceptance.  It 
is  reasonably  accurate  to  predict,  however,  that  con- 
sistently poor  students  will  never  be  accepted  despite 
their  fondest  desires  to  become  physicians.  The  com- 
mittee attempts  to  recognize  and  give  due  considera- 
tion to  the  so-called  “late  academic  bloomer,”  i.e. 
that  individual  who  does  not  truly  “find  himself”  until 
the  later  years  of  college  and  then  performs  well. 
Unfortunately,  however,  most  poor  students  are  con- 
sidered “late  bloomers”  in  the  eyes  of  their  devoted 
friends  and  families. 

The  Medical  College  Admissions  Test 
Twice  a year  the  M.C.A.T.  is  given  to  prospective 
medical  students  in  colleges  and  in  universities  nation- 
wide. Divided  into  four  parts,  the  test  measures  abil- 
ity and  achievement  in  the  areas  of  “Verbal  Ability,” 
“Quantitative  Ability,”  “General  Information”  and 
“Science.”  A separate  score  is  recorded  for  each  sec- 
tion and  the  results  are  held  confidential,  not  even 
being  revealed  to  the  applicant.  The  relative  perform- 
ance of  the  individual  can  be  compared  to  that  of 
other  examinees,  and  he  can  be  ranked  into  various 
percentiles.  The  test  is  usually  taken  during  the  third 
year  of  college  but  occasionally  earlier. 

The  predictive  value  of  the  M.C.A.T.  is  con- 
stantly debated.  Despite  its  limitations,  it  does  give  a 
measure  of  the  individual’s  performance  on  a national 
scale  free  from  the  influence  of  such  variables  as 
the  ease  or  severity  of  the  grading  system  of  the  col- 
lege attended.  Another  important  application  of  the 
M.C.A.T.  scores  is  in  their  correlation  with  the  Mark 
Index  to  be  described  under  “Interviews.” 

Interviews:  It  would  be  impossible  for  the  com- 
mittee members  to  interview  each  applicant.  Those 
who  meet  certain  predetermined  qualifications, 
and  who  seem  to  stand  a reasonable  chance  of 
acceptance  are  granted  an  interview  with  a member 
of  the  committee.  In  such  a session  it  is  possible  to 
gain  an  impression  of  the  applicant’s  appearance, 
background,  vocabulary,  interests,  etc.  Equally  im- 
portant, however,  is  the  opportunity  which  the  inter- 
view affords  to  investigate  discrepancies  between  the 
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M.C.A.T.  and  undergraduate  work.  For  example,  an 
individual  with  high  M.C.A.T.  scores  and  low  college 
grades  may  have  attended  an  institution  where 
grading  was  unusually  strict  or,  on  the  other  hand,  he 
may  not  have  been  willing  to  exert  the  effort  to  per- 
form as  well  as  he  was  able.  The  latter  explanation 
suggests  failure  of  motivation,  which  the  committee 
would  regard  with  concern. 

The  reverse  situation,  i.e.,  low  M.C.A.T.  scores  and 
high  Mark  Index  suggests  that  grading  in  the  under- 
graduate school  was  lenient,  or  that  the  individual, 
although  of  limited  ability,  was  sufficiently  well 
motivated  to  work  harder  to  compensate  for  his 
deficiencies.  A third  explanation  which  occasionally 
applies  is  that  the  applicant  was  not  at  his  best  at 
the  time  of  the  examination  due  to  illness,  apprehen- 
sion or  inexperience.  Thus,  the  personal  contact  with 
the  applicant  affords  the  opportunity  to  discuss 
frankly  his  assets  and  deficiencies,  seeking  all  possible 
explanations  for  discrepancies  and  giving  him  every 
opportunity  to  qualify  for  admission.  Following  inter- 
view the  examiner  records  his  impression  and  roughly 
classifies  the  individual  as  to  his  desirability. 

References:  Letters  of  reference  from  undergradu- 
ate instructors  are  required.  Other  letters  from  various 
sources  are  commonly  received.  In  some  institutions 
the  pre-medical  committee  presents  an  analysis  of  the 
individual.  Data  from  these  sources  generally  may  be 
considered  under  the  categories  of  “academic  po- 
tential” and  “character  evaluation.”  Each  is  obviously 
important  in  judging  the  individual’s  intelligence, 
motivation,  integrity,  leadership  potential  and,  in 
short,  suitability  for  a career  in  medicine.  A few  well 


chosen  references  are  adequate,  for  an  applicant’s 
desirability  cannot  be  equated  with  the  weight  or 
thickness  of  his  reference  file. 

Armed  with  this  material  the  committee  begins  its 
work  of  selection  in  September,  starting  with  the 
most  desirable  candidates  and  working  through  the 
entire  group.  An  attempt  is  made  to  keep  the  total 
applicant  pool  in  view  at  all  times  while  each  inter- 
viewer presents  data  concerning  his  own  group  of 
applicants.  By  the  time  the  class  has  been  completed 
the  committee  will  have  spent  over  30  hours  in  formal 
sessions  to  accomplish  its  mission.  The  names  and 
credentials  of  many  applicants  will  be  as  well  known 
to  committee  members  as  individuals  in  a family.  The 
committee’s  goal  is  the  selection  of  82  applicants  who 
will  complete  the  work  of  the  School  of  Medicine  in 
the  prescribed  time  and  who  will  prove  to  be  a source 
of  pride  to  the  school  and  to  the  profession.  The 
reputation  of  the  Medical  College  of  South  Carolina 
depends  heavily  upon  how  well  it  succeeds  in  this 
endeavor. 

REFERENCES 

1.  Medical  School  Admission  Requirements,  U.  S.  A. 
and  Canada,  17th  Edition.  1966-67,  Association  of 
American  Medical  Colleges,  2530  Ridge  Avenue, 
Evanston,  Illinois  60601. 

2.  Catalog,  Medical  College  of  South  Carolina  School 
of  Medicine,  138th  Announcement,  1966-1967 
Session. 

3.  The  Medical  College  Admission  Test,  Handbook 
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RESOLUTION  UPON  THE  DEATH  OF 
HARRY  S.  MUSTARD,  M.  D. 


WHEREAS,  Dr.  Harry  S.  Mustard,  distinguished 
physician,  teacher,  a leading  authority  in  the  field  of 
public  health,  author  and  editor,  was  a member  of  the 
Committee  on  Public  Health  of  The  New  York  Acad- 
emy of  Medicine  for  well  over  a decade  during  the 
period  1941  to  1955  and  served  as  Chairman  of  the 
Committee  in  1954;  and 

WHEREAS,  in  addition  to  his  manifold  profes- 
sional activities,  and  his  intensive  efforts  to  advance 
public  health;  he  participated  conscientiously  and 
effectively  in  the  work  of  the  Committee  as  a member 
of  many  Subcommittees  including  those  on  the  Biggs 
Lecture,  fluoridation  of  the  New  York  City  water 
supply,  narcotics  addiction,  the  teaching  of  health 
and  hygiene  in  the  City’s  public  schools,  street  sanita- 
tion, the  quality  of  medical  care  in  veterans  hospitals, 


and  personnel,  policy  and  planning  in  the  New  York- 
City  Department  of  Health;  and 

WHEREAS,  his  unique  intelligence,  generous  and 
thoughtful  nature,  and  his  unfailing  helpfulness  won 
him  the  respect,  admiration  and  affection  of  all  of 
his  associates  on  the  Committee; 

BE  IT  RESOLVED,  That  the  Committee  record 
its  profound  sorrow  at  his  passing  on  August  4,  1966, 
and  its  continuing  high  regard  for  the  notable  con- 
tributions he  made  to  its  work;  and 

FURTHER  BE  IT  RESOLVED,  That  this  resolu- 
tion he  placed  in  the  permanent  records  of  the  Com- 
mittee on  Public  Health  and  a copy  sent  to  Dr. 
Mustard’s  family. 

August  30  1966 
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DEMOGRAPHY  OF  THE  CLASS  OF  1966-67 

The  Medical  College  of  South  Carolina  — School  of  Medicine 

Caroline  B.  Lown,  B.S.*  and  Louis  P.  Jervey,  M.  D.** 
Charleston,  S.  C. 


A new  freshman  class  of  82  members  began  its 
studies  in  the  School  of  Medicine  on  September  8, 
1966.  Already,  the  Admissions  Committee  has  begun 
the  selection  process  for  the  class  beginning  in 
September  1967.  It  is  anticipated  that  82  places  will 
again  be  available.  If  plans  for  expansion  of  the 
basic  science  facilities  are  approved,  the  class  size  will 
be  increased  to  102  by  1970. 

Certain  data  compiled  by  the  office  of  the 
Registrarf  concerning  our  applicants  and  the  com- 
position of  the  current  freshman  class  are  of  interest. 
Composition  of  the  Total  Applicant  Pool  ( Past  6 yrs.) 


In-State 

Out-of-State 

Total 

1961-62 

162 

0" 

162 

1962-63 

180 

0° 

180 

1963-64 

194 

0° 

194 

1964-65 

197 

89 

286 

1965-66 

211 

141 

352 

1966-67 

203 

186 

389 

"Out-of-State  applications  were  not  accepted  for 
processing  until  1964-65. 

It  will  be  noted  that  in  keeping  with  the  national 
trend  there  has  been  a gradual  significant  increase  in 
both  in-state  and  out-of-state  applications.  The  latter 
have  shown  the  greatest  increase  probably  related  to 
increasing  awareness  of  our  policy  of  accepting  out-of- 
state  applicants.  A total  of  389  applications  was  re- 
viewed during  the  selection  of  the  present  freshman 
class. 

Composition  of  the  Accepted  Classes  ( Past  6 yrs. ) 


in-State 

Out-of-State 

Total 

1961-62 

Men 

77 

Women 

3 

Men 

Women 

80 

1962-63 

77 

3 

80 

1963-64 

76 

4 

80 

1964-65 

75 

2 

4 

0 

82 

1965-66 

75 

2 

5 

0 

82 

1966-67 

72 

3 

7 

1 

82 

fThc  assistance  of  Miss  Catherine  Harper.  Registrar, 
in  the  preparation  of  this  report  is  gratefully  ac- 
knowledged. 

"Assistant  Registrar. 

°° Assistant  Dean  for  Student  Affairs.  Associate  Pro- 
fessor of  Medicine,  The  Medical  College  of  South 
Carolina. 


Although  academic  requirements  for  out-of-state 
students  are  somewhat  higher  than  for  in-state,  there 
has  been  an  increase  in  the  number  of  acceptances 
in  keeping  with  the  increasing  pool  of  applicants. 

The  following  data  apply  specifically  to  the  current 
freshman  class  (1966-1967): 


Composition  of  the  Total  Applicant  Pool 


Men 

Women 

Total 

In-State 

193 

10 

203 

Out-of-State 

176 

10 

186 

Total 

369 

20 

389 

Physicians’  children  ( included  in  above ) 

In-State  — 20;  Out-of-State 

= 17;  Total  = 

: 37. 

Composition 

of  the  Accepted  Class 

Men 

Women 

Total 

In-State 

72 

3 

75 

Out-of-State 

7 

0 

7 

Total 

79 

3 

82 

"Physicians  children 

included  in  above 

figures 

9 

0 

9 

The  number  of  accepted  students  (82)  represents 
21%  of  the  total  applicant  pool.  The  number  of 
physicians’  children  accepted  (9)  represents  24%  of 
the  total  pool  of  physicians’  children,  indicating  no 
discrimination  in  favor  of  this  group  of  applicants. 
Male  applicants  outnumber  females  by  a wide  mar- 
gin. 

Geographical  Distribution  of  Total  Applicant  Pool 
There  were  applicants  from  28  states,  the  District 
of  Columbia  and  Puerto  Rico  as  well  as  2 applicants 
from  2 foreign  countries.  States  with  the  largest 
representation  were: 


South  Carolina 

203 

North  Carolina 

36 

Georgia 

27 

New  York 

27 

New  Jersey 

14 

Pennsylvania 

10 

Other  states  represented  were:  Florida  (9),  Cali- 
fornia (8),  Illinois  (8),  Virginia  (7).  Ohio  (7), 
Maryland  (6),  Michigan  (3),  Texas  (2),  Kentucky 
(2),  Connecticut  (2),  Alabama  (2),  Massachusetts 
(2),  Tennessee  (2),  Rhode  Island  (2),  Minnesota 
(1),  Washington,  D.  C.  (1),  Arizona  (1),  Colorado 
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(1),  Louisiana  (1),  Arkansas  (1),  Iowa  (1),  and 
Puerto  Rico  (1).  Formosa  (1)  and  Israel  (1)  were 
the  foreign  countries  represented. 


Geographical  Distribution  by  South  Carolina  County 
of  the  Total  Applicant  Pool 
Of  the  46  counties  in  South  Carolina,  37  were 
represented  as  follows: 


Richland 

29 

Charleston 

25 

Spartanburg 

18 

Greenville 

16 

Greenwood 

10 

Darlington 

7 

Newberrry 

7 

York 

7 

Lexington 

6 

Marion 

6 

Sumter 

6 

Anderson 

5 

Oconee 

5 

Orangeburg 

5 

Pickens 

5 

Abbeville 

4 

Aiken 

3 

Chesterfield 

3 

Dillon  3 

Dorchester  3 

Horry  3 

Kershaw  3 

Barnwell  2 

Clarendon  2 

Fairfield  2 

Lancaster  2 

Laurens  2 

Allendale  1 

Chester  1 

Colleton  1 

Edgefield  1 

Jasper  1 

Lee  1 

Marlboro  1 

Union  1 

Williamsburg  1 


Geographical  Distribution  of  the  Accepted  Class 
In  the  incoming  class  there  are  representatives  from 
6 states  and  1 foreign  country.  A majority  of  the 
accepted  applicants  are  from  the  state  of  South 
Carolina  and  the  distribution  of  these  is  shown  by 
county  below: 

South  Carolina  75 


Charleston  12 

Richland  10 

Spartanburg  7 

Greenville  8 

Greenwood  5 

Anderson  3 

Lexington  3 

Oconee  3 

Sumter  3 

Abbeville  2 

Darlington  2 

Dillon  2 


Florence  2 

Kershaw  2 

Pickens  2 

Barnwell  1 

Clarendon  1 

Dorchester  1 

Lancaster  1 

Lee  1 

Marion  1 

Newberry  1 

Orangeburg  1 

Williamsburg  I 


The  remainder  of  the  class  is  made  up  as  follows: 


North  Carolina  2 

Maryland  1 

Minnesota  1 

Pennsylvania  1 

Virginia  1 

Formosa  1 


As  might  be  expected,  the  largest  counties  were 
usually  represented  by  the  largest  applicant  pools 
from  which  qualified  applicants  could  be  accepted 


for  admission.  Geographic  distribution  of  the  accepted 
class  is  rather  general  throughout  the  state. 

Students  applied  from  127  different  colleges.  The 
1 1 institutions  from  which  the  largest  number  of 
applications  were  received  are  listed  in  the  following 
table  along  with  percentage  acceptances: 

( See  Table  below ) 

College  Distribution  ( 1966-67  Freshman  Class ) 
The  “percent  accepted”  round  figures  include  stu- 
dents who  were  accepted  and  later  withdrew  while 
the  “accepted  class”  figures  include  only  those  who 
actually  compose  the  class  as  it  started  in  September. 
For  example,  of  the  26  applicants  from  Wofford  Col- 
lege, 13  were  accepted  (50%)  and  1 later  withdrew 
leaving  12  in  the  “accepted  class.” 

Performance  on  each  of  the  four  parts  of  the 
Medical  College  Admission  Test  is  recorded  below: 

Medical  College  Admission  Test  ( Accepted  Class 
1966-67) 

Standard 


Mean 

Deviation 

Median 

Verbal 

502 

86 

500 

Quantitative 

532 

78 

530 

General  Information 

538 

71 

540 

Science 

501 

68 

500 

Mean 

518 

These  scores  show  some  improvement  over  those  of 
previous  years  particularly  in  the  areas  of  Quantita- 
tive Ability  and  General  Information. 

Of  the  total  accepted  class,  four  students  of  high 
qualifications  are  entering  without  degrees.  Three 
have  completed  three  years  of  college  and  one,  four 
years.  Two  students  are  entering  with  a master’s  de- 
gree and  four  have  master’s  degrees  pending.  The 
remainder  will  have  completed  four  or  more  years  of 
college  and  will  have  received  a degree. 

In  the  selection  of  this  class,  members  of  the 
Admissions  Committee  conducted  166  interviews. 
Applicants  who  reapplied  were  not  given  second 
interviews  unless  there  were  important  changes  in 
their  status. 

In  general,  the  number  of  interested  and  qualified 
applicants  is  increasing.  Increased  efforts  at  recruit- 
ing are  planned.  The  Admissions  Committee  is 
pleased  with  the  composition  of  the  class  of  1966-67 
and  hopes  that  future  years  will  continue  to  bring 
applicants  of  improving  educational  and  personal 
qualifications. 


College  Distribution  ( 1966-67  Freshman  Class) 


Applicants 

Accepted  Class 

% Accepted 

University  of  South  Carolina 

47 

15 

32 

Clemson  University 

28 

12 

46 

Wofford  College 

26 

12 

50 

University  of  North  Carolina 

22 

3 

18 

The  Citadel 

21 

7 

43 

Emory  University 

16 

0 

19 

The  College  of  Charleston 

11 

4 

36 

Furman  University 

11 

3 

46 

University  of  Georgia 

10 

0 

0 

Erskine  College 

7 

2 

71 

Wake  Forest 

7 

0 

0 
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New  Pharmaceutical  Specialties 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  SINGLE  CHEMICALS 
LASIX 
Diuretic.  Rx 

Manufacturer:  Hoechst  Pharmaceuticals 

Nonproprietary  Name:  Furosemide 

Indications:  Cardiac,  hepatic,  and  renal  edema. 
Furosemide  is  a highly  potent  diuretic,  effective 
when  other  diuretics  have  failed,  producing  little 
action  on  potassium  excretion. 

Dosage:  40  to  120  mg  daily;  maximum  200  mg 
daily. 

Supplied  as:  Tablets  40  mg  Bottles  of  60. 

RONDOMYCIN 

Antibiotic — Broad  and  Medium  Spectrum.  Rx 

Manufacturer:  Pfizer  Laboratories 

Nonpriprietary  Name:  Methacycline  HC1. 

Indications:  Infections  caused  by  susceptible 
strains  of  Gram-positive  and  Gram-negative  or- 
ganisms. Pneumonia,  respiratory  tract  infections, 
genitourinary  tract  infections,  soft  tissue  infec- 
tions, ophthalmic  infections  and  gastrointestinal 
infections. 

Caution:  Reduce  dosage  in  renal  impairment. 

Dosage: 

Adules — 600  mg  daily,  given  in  divided  doses. 

Children — 3 to  6 mg/lb.  of  body  weight  per 
day  given  in  divided  doses. 

Supplied  as:  Capsules  150  mg  Bottles  of  16  and 

100.  300  mg  Bottles  of  50. 

Syrup  75  mg/5  ml  Bottles  of  2 oz  and  16  oz. 
ZYLOPRIM 

Antiarthritic  - Gout.  Rx 

Manufacturer:  Burroughs  Wellcome  & Co. 

(U.S.A.)  Inc. 

Nonproprietary  Name:  Allopurinol 

Indications:  Gout  either  primary,  or  secondary 
to  the  hyperuricemia  which  occurs  in  polycythe- 
mia vera,  myeloid  metaplasia  or  other  blood 
dyscrasias.  Primary  or  secondary  uric  acid 
nephropathy,  with  or  without  accompanying 
symptoms  of  gout.  Especially  useful  in  gouty 


nephropathy,  renal  urate  stones,  and  severe  gouty 
arthritis. 

Contraindications:  In  children  except  with 

hyperuricemia  secondary  to  malignancy.  Not  to 
be  employed  in  nursing  mothers. 

Dosage:  200  mg  to  300  mg  per  day  in  divided 
doses. 

Supplied  as:  Tablets  100  mg  Bottles  of  100. 

DUPLICATE  SINGLE  PRODUCTS 
CHROMALBIN 

Diagnostic  — Radioactive  Isotope.  Rx 
Manufacturer:  E.  R.  Squibb  & Sons 
Nonproprietary  Name:  Radio-Chromated 
(Cr61)  Serum  Albumin  (Human) 

Indications:  Detection  and  quantitation  of 

gastrointestinal  loss. 

Dosage:  30  to  50  microcuries,  intravenously. 
Supplied  as:  Sterile  aqueous  solution.  40  to  500 
microcuries /ml 

NEW  DOSAGE  FORMS 
RENASUL  SUSPENSION 
Sulfonamide.  Rx 

Manufacturer:  Carrtone  Laboratories,  Inc. 
Nonproprietary  Name:  Sulfamethizole 
Indications:  Urinary  tract  infections:  cystitis, 
urethritis,  pyelitis,  pyelonephritis  and  prostatitis. 
Also  found  effective  against  Proteus  vulgaris, 
Pseudomonas  aeruginosa,  E.  coli,  E.  fecalis,  E. 
intermedium  and  A.  areogenes. 

Dosage:  One  or  two  teaspoonfuls  3 or  4 times 
daily. 

Supplied  as:  Suspension  0.25  Gm/5  ml.  Bottles 
of  16  oz. 

TETREX  bidCAPS 

Antibiotic  Broad  & Medium  Spectrum.  Rx 
Manufacturer:  Bristol  Laboratories 
Nonproprietary  Name:  Tetracycline  phosphate 
complex 

Composition:  Each  capsule  contains  tetracycline 
phosphate  complex,  equivalent  to  500  mg  of  tetra- 
cycline HC1  activity. 

Indications:  Infections  of  respiratory,  gastro- 
intestinal and  genitourinary  tracts.  Also  skin  and 
soft  tissue  infections  due  to  tetracycline-sensitive 
organisms. 

Dosage:  One  capsule  twice  a day. 

Supplied  as:  Capsules.  Bottles  of  16  and  50. 

TUBEX  THIAMINE 
HYDROCHLORIDE 
Vitamin.  Rx 

Manufacturer:  Wyeth  Laboratories 
Nonproprietary  Name.  Thiamine  Hydrochloride 
Injection 
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Composition: 

1 ml 

Thiamine  HC1.  100  mg 

Indications:  Treatment  and  prophylaxis  of  thia- 
mine deficiency. 

Dosage:  25  mg  to  100  mg  intramuscularly  or 
intravenously. 

Supplied  as:  Sterile  tubex  cartridge-needle  unit. 
1 ml  (22  g.  x 114”) 

ISOPTO  TEARS 
Eye  Preparation,  o-t-c 

Manufacturer:  Alcon  Laboratories 

Nonproprietary  Name:  Hydroxypropyl  methyl- 
cellulose 

Indications:  Treatment  of  dry  eyes. 

Dosage:  Topically,  1 or  2 drops  in  the  eyes,  3 
times  daily  or  as  needed. 

Supplied  as:  Sterile  ophthalmic  suspension 

0.5%.  Drop  dispensers  15  ml 

COMBINATION  PRODUCTS 
CONAR-A  TABLETS 
Cold  Preparation — general,  o-t-c. 

Manufacturer:  The  S.  E.  Massengill  Co. 


Composition: 

Noscapine  10  mg 

Chlorpheniramine  Maleate  2 mg 

Phenylephrine  HC1.  10  mg 

Acetaminophen  100  mg 

Glyceryl  Guaiacolate  100  mg 


Indications:  Temporary  relief  of  cough,  nasal 
congestion,  minor  aches  and  pains  associated 
with  the  common  cold. 

Dosage: 

Adults:  1 tablet  every  3 or  4 hours. 

Children:  (6-12  years)  % tablet  every  3 or  4 
hours. 

Supplied  as:  Tablets.  Bottles  of  100. 

MENRrUM 
Hormone-Estrogen.  Rx 
Manufacturer:  Roche  Laboratories 
Composition:  Water-soluble  conjugated  estro- 
gens Chlordiazepoxide 

Indications:  Management  of  the  manifestations 
associated  with  menopausal  syndrome-anxiety 
and  tension,  vasomotor  complaints  and  hormonal 
deficiency  states. 

Dosage:  One  tablet  3 times  a day. 

Supplied  as:  Tablets.  Three  strengths: 
Water-soluble  conjugated  estrogens  Chlordia- 
zepoxide 0.2  mg  0.4  mg  5.0  mg  10  mg 
Bottles  of  60  and  500 

LIBRAX 

Antispasmodic  Combination.  Rx 
Made  by  Roche  Laboratories  available  again. 
NEW  DOSAGE  FORMS 
CONAR-A  SUSPENSION 
Cold  Preparation — general,  o-t-c 
Manufacturer:  The  S.  E.  Massengill  Co. 


Composition:  5 ml: 

Noscapine  5 mg 

Chlorpheniramine  Maleate  1 mg 

Phenylephrine  HC1.  5 mg 

Acetaminophen  150  mg 

Glyceryl  Guaiacolate  50  mg 


Indications:  Temporary  relief  of  cough,  nasal 
congestion,  minor  aches  and  pains  associated  with 
the  common  cold. 

Dosage: 

Adults:  Two  teaspoonfuls  every  3 or  4 hours. 

Children:  V2-I  teaspoonful  every  3 or  4 hours. 

(6-12  years) 

Supplied  as:  Suspension.  Bottles  of  16  oz 

PTZ  ELIXIR 
Convulsant.  Rx 

Manufacturer:  The  Brown  Pharmaceutical  Co. 

Nonproprietary  Name:  Penylenetetrazol 

Indications:  Central  nervous  system  stimulant. 

Dosage:  As  indicated. 

Supplied  as:  Elixir.  Bottles  of  16  oz 

TETANUS  AND  DIPHTHERIA  TOXOIDS, 
COMBINED,  PUROGENATED 
(For  adult  use) 

Biological.  Rx 

Manufacturer:  Lederle  Laboratories 

Nonproprietary  Name:  Tetanus  and  Diphtheria 
Toxoids  Combined,  Aluminum  Phosphate  Ad- 
sorbed. 

Indications:  Primary  immunization  of  adults 
(and  children  over  8 years)  against  tetanus, 
diphtheria  and  for  subsequent  booster  innocula- 
tion. 

Dosage:  Primary  immunization:  Two  intro- 
muscular  injections  of  0.5  ml,  4 to  6 weeks  apart. 

Booster  dose:  Intramuscular  injection  of  0.5  ml 
every  3 to  4 years. 

Supplied  as:  Lederject  disposable  syringe  0.5 
ml.  Packages  of  10. 

TETANUS  AND  DIPHTHERIA  TOXOIDS, 
COMBINED  PUROGENATED 
(For  pediatric  use) 

Biological.  Rx 

Manufacturer:  Lederle  Laboratories 

Nonproprietary  Name:  Tetanus  and  Diphtheria 
Toxoids  Combined,  Aluminum  Phosphate  Ad- 
sorbed. 

Indications:  Immunization  against  both  tetanus 
and  diphtheria  in  children  less  than  eight  years 
of  age. 

Dosage:  Basic  immunity:  Two  intramuscular  in- 
jections of  0.5  ml  each  4 to  6 weeks  apart. 

Booster  Dose:  0.5  ml  intramuscular  injection 
one  year  after  completion  of  primary  course  and 
every  four  years  thereafter. 

Supplied  as:  Lederject  disposable  syringe  0.5 
ml.  Packages  of  10. 


448 


The  Journal  of  the  South  Carolina  Medical  Association 


Book  Reviews 


DISEASES  OF  THE 
HEART,  by  Charles  K. 
Friedberg.  Third  Edition. 
W.  B.  Saunders  Co.,  Phila- 
delphia. 1966.  Pp.  1787. 
$22.00. 

This  classic  text-reference 
book  by  a single  author  has 
been  brought  up  to  date  by 
a complete  revision,  the  first 
in  ten  years.  There  is  ade- 
quate coverage  of  the  very 
many  investigative  advances 
during  this  ten-year  interval.  The  author  has  his 
prejudices,  but  states  them  clearly  and  goes  to  con- 
siderable lengths  to  present  both  sides  of  debated 
subjects  and  justify  his  own  position.  In  the  bibliog- 
raphy, many  older  references  have  been  omitted,  but 
titles  of  the  publications  listed  have  been  added  in 
response  to  many  requests.  There  is  an  important 
typographical  error  in  table  8,  page  371,  in  which 
the  dosages  of  digoxin  and  digitoxin  are  transposed 
and  given  as  grams  instead  of  milligrams. 

John  A.  Boone,  M.  D. 


ARTERIOGRAPHY,  PRINCIPLES  AND 
TECHNIQUES,  by  J.  L.  Curry,  M.  D.  and  W.  J. 
Howland,  M.  D.  W.  B Saunders,  Philadelphia,  Lon- 
don, 1966.  Pp.  318.  $14. 

The  basic  principles  and  techniques  of  arteriog- 
raphy as  expressed  in  this  text  are  practical,  ade- 
quately described  as  well  as  illustrated,  are  inclusive 
of  all  the  usual  mechanical  methods,  and  are  based  on 
1200  arteriographic  experiences. 

The  authors,  being  radiologists,  project  arteriog- 
graphy  as  a diagnostic  tool,  leaving  the  clinical 
implications  to  the  reader’s  knowledge  and  imagina- 
tion. Thus  the  monograph  is  quite  concise  and 
avoids  the  loquacity  found  in  similar  texts  elsewhere. 

An  interesting  section  is  devoted  to  the  individual 
preparation  of  polyethelene  catheters  with  desired 
curved  and  tapered  tips  as  well  as  to  the  routines 
pertaining  to  the  cleansing  and  maintenance  of  the 
catheters. 

Situ 1 essential  x-ray  equipment,  materials  and 
methods  are  thoughtfully  portrayed,  the  book  contains 
necessary  information  for  the  radiologist  and  vascular 
surgeon,  and  stimulating  reading  for  physicians  in 
practically  all  fields  of  medicine. 

J.  Manly  Stallworth,  M.  D. 


THE  NEW  WAY  TO  LIVE  WITH  DIABETES 
by  Charles  Weller,  M.  D.,  and  Brian  Richard 
Boylan.  Doubleday  & Company,  Inc.,  Garden  City, 
New  York.  1966.  Pp.  133.  $3.95. 

This  is  an  excellent,  well  written  book  for  the  dia- 
betic patient.  It  deals  with  the  problem  of  diabetics 
in  general  and  the  specific  management  of  the  three 
recognized  types  of  the  disease,  without  going  into 
the  minutiae  of  individual  management.  It  exhibits 
brevity  and  clarity  in  a pleasing  way. 

JIW 


THE  DOCTOR  AS  A WITNESS,  by  John 
Tracy.  Second  Edition  prepared  by  William  J. 
Curran.  W.  B.  Saunders  Co.,  Philadelphia,  London, 
Pp.  196.  1965.  $5.75. 

A brief  but  comprehensive  coverage,  reading  of 
which  will  surely  enhance  a doctor’s  ability  to  testify 
in  court,  is  made  of  the  subject.  Knowledge  of  its 
contents  should  give  the  doctor  greater  confidence 
under  examination  and  cross  examination. 

The  author  has  not  only  drawn  on  his  own  ex- 
perience as  Professor  of  Legal  Medicine  at  Boston 
University,  but  has  also  increased  the  value  of  his 
material  by  seeking  the  advice  of  many  physicians 
with  wide  court  experience.  The  chapter  on  sug- 
gestions for  testimony  in  various  specialties  is  novel 
and  particularly  beneficial. 

Any  deficiencies  in  the  actual  coverage  of  material 
is  amply  supplemented  at  the  end  of  each  chapter  by 
a bibliography  for  further  exploration  of  the  subject. 

To  the  physician  inexperienced  in  court  procedure 
and  the  adversary  system,  the  book  is  a splendid 
basic  introduction.  Even  for  the  experienced  physi- 
cian there  is  a wealth  of  new  and  additional  informa- 
tion. 

John  A.  Siegling,  M.  D. 


CURRENT  PEDIATRIC  THERAPY  1966-1967, 
Sidney  S.  Gellis,  M.  D.  and  Benjamin  M.  Kagan, 
M.  D.  W.  B.  Saunders  Co.,  Philadelphia,  London. 
1966.  Pp.  956.  $17.50. 

The  second  edition  of  this  book  is  published  in  an 
attempt  to  bring  up  to  date  the  advances  in  therapy 
which  have  taken  place  in  the  two  years  since  the 
first  edition  was  published.  There  are  288  contributors 
to  this  edition,  all  outstanding.  Approximately  40  per- 
cent of  the  authorship  of  this  edition  has  been  altered. 

The  book  is  conveniently  arranged  into  25  sections, 
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and  is  well  indexed.  Most  discussions  are  pertinent, 
readable  and  practical,  with  some  references  cited. 

The  scope  of  the  book  is  surprisingly  com- 
prehensive, ranging  from  diaper  rash  to  fluid  and 
electrolyte  therapy,  and  from  emotional  problems  to 
enzyme  deficiency  states. 

This  book  serves  a useful  purpose,  that  of  making 
available  to  the  practitioner  the  consultation  of 
experts  in  the  rapidly  changing  field  of  therapeutics. 

Walton  L.  Ector,  M.  D.,  F.A.A.P. 


HERITABLE  DISORDERS  OF  CONNECTIVE 
TISSUE  by  Victor  A.  McKusick.  3rd  Edition.  The 
C.  V.  Mosby  Co.,  Saint  Louis.  1966.  Pp.  499, 
$18.50. 

According  to  the  author,  this  book  was  written 
especially  for  general  practitioners,  internists  and 
pediatricians  without  particular  subspecialties.  The 
first  two  chapters  review  general  genetics  as  applied 
to  human  disease,  and  the  biology  of  normal  con- 
nective tissue.  Subsequent  chapters  discuss  in  detail 
specific  heritable  connective  tissue  diseases  such  as 
the  Marfan  syndrome,  homocystinuria,  the  Ehlers- 
Danlos  syndrome,  osteogenesis  imperfecta,  alkapto- 
nuria. pseudoxanthoma  elasticum,  the  mucopoly- 
saccharidoses and  others.  For  each  disease,  the 
author  gives  a historical  survey  and  describes  clinical 
manifestations,  differential  diagnosis,  prognosis,  path- 
ology. prevalence  and  inheritance,  and  the  basic 
defect,  when  known. 

The  literature  is  thoroughly  reviewed  (e.g.  there 
are  over  400  references  on  the  Marfan  syndrome, 
alone).  In  addition,  the  author,  a professor  of  medi- 
cine at  Johns  Hopkins,  has  had  wide  personal  experi- 
ence with  the  diseases  he  describes  ( i.e.  he  has  col- 
lected and  studied  74  kinships  containing  over  200 
individuals  with  the  Marfan  syndrome).  The  book  is 
well  supplied  with  numerous  excellent  illustrations  as 
well  as  detailed  case  reports. 

In  most  of  these  diseases  the  basic  defect  is  not 
known  at  the  present  time.  McKusick  points  out 
that,  in  general,  recessively  inherited  traits  tend  to  be 
due  to  enzyme  defects,  whereas  dominantly  inherited 
traits  tend  to  be  structural  anomalies.  Well  estab- 
lished examples  of  the  former  are  homocystinuria  and 
alkaptonuria.  One  might  expect  enzymatic  defects  in 
such  recessive  diseases  as  pseudoxanthoma  elasticum 
and  the  mucopolysaccharidoses.  Because  the  Marfan 
syndrome,  the  Ehlers-Danlos  syndrome,  and  osteo- 
genesis imperfects  are  dominant  diseases,  the  basic 
defects  may  be  in  the  structure  of  collagen  or  other 
connective  tissue  components. 

Elsie  Taber,  M.  D. 


THE  MEDICAL  DEPARTMENT:  MEDICAL 
SERVICE  IN  THE  MEDITERRANEAN  AND 
MINOR  THEATERS,  by  Charles  M.  Wiltse.  U.  S. 
Government  Printing  Office,  Washington,  D.  C., 
1965.  Pp.  664.  $5.00. 

This  volume  is  second  in  a series  entitled,  MEDI- 
CAL DEPARTMENT  U.  S.  ARMY  IN  WORLD 


WAR  II.  Its  author,  obviously  a careful  historian, 
handles  innumerable  documentary  sources  in  an 
orderly  manner. 

Persons  interested  in  the  numbers  of  dental 
“sittings,”  “restorations”  and  “dentures  repaired,”  the 
tonnage  of  “medical  supplies  on  hand”  in  the  Fifth 
Army  and  deployment  of  various  hospitals  and  supply 
units  on  a given  date  will  be  pleased;  statistical 
tables  dissect  too  frequently  the  well-organized  nar- 
rative report.  Because  the  author’s  source  material  is 
derived,  almost  exclusively,  from  the  higher  echelons 
of  theater,  Army  and  Corps,  the  book  will  prove 
disappointing  to  the  front  line  aid-man  and  battalion 
surgeon  who  helped  make  the  author’s  statistics.  This 
volume  does  not  describe  the  medical  service  they 
provided  in  the  Mediterranean  Theater. 

This  collection  of  data  belongs  in  the  stacks,  where 
it  can  be  found  by  other  historians. 

C.  C.  Smith,  M.  D. 


THE  FINE  ART  OF  HYPOCHONDRIA  OR 

HOW  ARE  YOU?  by  Goodman  Ace.  Doubleday 
& Company,  Inc.,  New  York.  1966.  $3.95. 

I’m  fine,  thank  you,  in  my  hypochondrical  fashion, 
but  I think  I have  been  had,  in  a mild  way.  A funny 
book  on  hvpochrondria  seemed  like  inviting  summer 
reading  for  the  jaded  doctor.  Well,  there  is  just 
enough  said  of  and  by  the  humorous  hypochondriac 
to  justify  the  title.  Forgiving  this  harmless  window- 
dressing,  the  jaded  doc  can  still  find  an  amusing 
potpourri  of  the  opinions  of  Mr.  Ace  on  many  current 
human  frivolities. 

JIW 


SPONTANEOUS  REGRESSION  OF  CANCER 
by  Tilden  C.  Everson,  M.  D.  and  Warren  Cole, 
M.  D.,  W.  B.  Saunders  Co.,  Philadelphia.  1966. 
$20.00. 

Cases  of  spontaneous  regression  of  cancer  meeting 
rigid  criteria  have  been  collected  from  world  litera- 
ture and  personal  communications.  They  are  pre- 
sented in  abstract  form.  There  is  a discussion  of  the 
general  factors  which  may  influence  spontaneous  re- 
gression. A more  detailed  consideration  of  possible 
explanations  is  given  in  chapters  on  specific  types  of 
cancer.  The  subject  matter  is  well  documented  and  is 
presented  in  an  interesting  manner.  The  authors  have 
performed  a valuable  service  in  compiling  the  avail- 
able information  and  in  presenting  it  in  book  form. 
The  monograph  should  serve  as  a welcome  reference 
on  a subject  upon  which  it  is  difficult  to  obtain 
reliable  information. 

William  H.  Prioleau,  M.  D. 


CURRENT  THERAPY  1966.  Edited  by  Howard 
F.  Conn,  M.  D.,  W.  B.  Saunders  Co.,  Philadelphia 
and  London,  1966.  Pp.  811.  $13.00. 

The  annual  edition  of  this  work  is  similar  to  pre- 
vious volumes,  and  maintains  its  previous  high 
standards.  The  policy  is  continued  of  having  each 
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subject  covered  by  a contributor  who  is  an  authority 
in  that  particular  field.  The  composite  result  makes 
an  excellent  source  for  quick  reference  for  the  internist 
and  general  practitioner.  In  general,  the  individual 
articles  are  well  done  and  the  individual  authors 
present  their  material  in  a sound  and  conservative 
manner.  Since  the  text  is  rewritten  annually,  the  facts 
are  reasonably  up-to-date.  It  should  be  kept  in  mind 
by  the  reader,  however,  that  it  is  not  always  possible 
to  be  complete  on  every  topic,  and,  more  important, 
that  each  article  represents  but  one  man’s  opinion 
and  methods;  space  does  not  usually  permit  discussion 
of  others  opinions  or  of  controversial  items.  If  these 
two  limitations  are  remembered,  the  book  is  an 
excellent  reference  which  covers  a wide  variety  of 
diseases. 

It  was  noted  with  interest  that  three  of  the  con- 
tributors are  from  South  Carolina:  Drs.  Peter  Gazes 
of  Charleston,  J.  Richard  Allison,  Jr.  of  Columbia  and 
R.  Randolph  Bradham  of  Charleston. 

Henry  C.  Robertson,  Jr.,  M.  D. 

RESUSCITATION  OF  THE  NEWBORN  IN- 
FANT AND  RELATED  EMERGENCY  PRO- 
CEDURES— Principles  and  Practice,  Second  Edi- 
tion, by  Harold  Abramson,  A.  M.,  M.  D.  The  C.  V. 
Mosby  Company,  St.  Louis,  1966.  $16.50. 

This  second  edition  of  the  Resuscitation  of  the 
Newborn  Infant  by  the  Special  Committee  on  Infant 
Nllortaity  of  the  County  of  New  York  not  only  brings 
the  reader  up  to  date  on  recent  knowledge  that  has 
accumulated  on  causes,  pathogenesis,  early  detection 
and  alleviation  of  respiratory  difficulties  of  the  very 
young  but  adds  further  information  on  comprehensive 
aspects  of  the  problem. 

For  the  medical  school  and  teaching  hospital  this 
book  should  be  valuable  but  it  is  a bit  too  much 
for  a community  hospital,  the  general  practitioner  or 
the  pediatrician  faced  with  infrequent  calls  for  re- 
suscitation. The  latter  do  not  have  the  necessary 
laboratory  facilities. 

Thorough  study  of  this  book  may  stimulate  the 
reader  to  attempt  to  provide  better  facilities  for 
resuscitation  both  in  the  delivery  suite  and  in  the 
nursery  and  to  further  provide  better  laboratory 
facilities  for  followup  and  treatment. 

Walter  Moore  Hart.  M.  D. 

DISEASES  OF  THE  NEWBORN  by  Alexander 
A.  Schaffer,  2nd  Edition.  W.  B.  Saunders  Co., 
Philadelphia.  1965.  $22.00. 

The  first  edition  published  in  1960.  has  been  re- 
vised in  just  five  years.  As  Schaffer  points  out  in  the 
preface,  progress  in  understanding  the  physiology  and 
pathology  of  the  newborn  period  has  been  and  con- 
tinues to  be  phenomenal. 

The  book  consists,  except  for  a few  chapters  by  his 
colleagues,  of  Dr.  Schaffer’s  words,  written  in  succinct 
language  always  from  the  point  of  view  of  the  prac- 
ticing physician  who  has  the  responsibility  for  de- 
cisions about  laboratory  procedures  and  management, 


including  consultation  with  physicians  in  other 
specialties.  Liberal  use  is  made  of  clinical  cases  to 
illustrate  specific  points  and  problems. 

Dr.  Schaffer’s  style  is  interesting,  sometimes 
humorous,  and  never  boring.  He  refers  most  ap- 
propriately to  authoritative  articles,  research,  and 
studies  from  his  own  work  and  from  all  over  the 
world,  frequently  from  first  hand  knowledge  of  those 
whom  he  quotes  and  to  whom  he  refers. 

The  first  section  is  a very  short  discussion  of  nor- 
mal development  and  the  pathogenesis  of  malforma- 
tions. At  the  end  of  the  book,  there  are  five  essays 
on  management  of  fluid  balance,  general  principles  of 
full-term  and  premature  infant  care  in  nurseries,  re- 
suscitation of  the  newborn  in  the  delivery  suite,  man- 
agement of  the  infant  with  suspected  erythroblastosis, 
and  a pharmacopeia  for  the  newborn  period.  The  rest 
of  the  book,  almost  900  pages,  deals  with  the  diag- 
nosis and  management  of  individual  specific  prob- 
lems. 

Dr.  Schaffer’s  book  should  be  considered  prac- 
tically essential  in  the  office  of  every  pediatrician  and 
general  practitioner  whose  responsibilities  include  the 
care  of  newborn  infants. 

J.  R.  Paul,  Jr.,  M.  D. 

IT  ALL  STARTED  WITH  HIPOCRATES— By 

Richard  Armour,  McGraw  Hill  Book  Company, 
New  York.  83.95. 

It  is  a pleasantly  different  experience  to  find 
a book  dealing  with  medical  matters  which  does 
not  make  it  its  business  to  picture  the  profession 
in  the  worst  possible  light. 

Richard  Armour’s  little  book  is  a humorous  review 
of  the  high  spots  of  medical  history,  treated  with  a 
pleasingly  light  touch  and  without  threats  or  accusa- 
tions as  to  the  low  state  of  medicine  than  and  now. 
Armour’s  writing  is  gentle  and  amusing,  even  though 
his  puns  come  fast  upon  us.  A review  of  our  past 
foibles  does  us  no  harm,  and  this  one  will  do  us 
good  in  furnishing  genuine  amusement. 

J.  I.  W. 

ENCYCLOPEDIA  FOR  MEDICAL  ASSIS- 
TANTS, by  Louis  Brachman,  M.  D.;  Cathedral 
Square  Publishing  Company,  Milwaukee,  Wise. 
1965.  Pp.  448.  Price  $14.95. 

Dr.  Brachman  has  certainly  written  a most  com- 
plete and  informative  book  on  medical  assistantship. 
The  book  is  well  written  in  an  acceptable  language 
for  a layman.  Every  girl  planning  to  enter  a medical 
secretarial  or  technician  course  should  read  this  to 
realize  that  in  a physician’s  office  there  are  no  “cut 
and  dried”  rules  of  work,  as  each  girl  entering  a phy- 
sician’s office  becomes  a “Girl  Friday.” 

This  is  a most  comprehensive  book  and  would  be 
an  excellent  reference  work  and  spelling  dictionary 
to  have  in  any  physicians  office  for  all  members  of  the 
office  staff. 

Virginia  W.  Mitchell 

Medical  Assistant 


Novemmer,  1966 
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ABSTRACTS 


Esophageal  atresia  with  tracheo-esophageal  fistula. 
W.  S.  Houck,  Jr.,  M.  D.  (Florence)  and  Owen 
Gwathmey  (Florence).  Virginia  Med  Monthly  93: 
384-388  (July)  1966. 

Congenital  esophageal  atresia  with  or  without 
fistula  is  the  most  common  cause  of  persistent  choking 
and  cyanosis  of  the  newborn  infant.  It  occurs  in  ap- 
proximately one  out  of  4000  births  and  is  often  asso- 
ciated with  prematurity.  Associated  anomalies  are 
present  in  approximately  25  percent  of  the  patients 
with  esophageal  atresia. 

The  symptoms  of  choking,  coughing,  cyanosis  and 
respiratory  distress  in  the  newborn  infant  should 
make  one  suspicious  of  the  diagnosis  of  esophageal 
atresia.  Once  the  diagnosis  is  confirmed  vigorous  pre- 
operative preparation  for  surgery  should  be  instituted. 
Between  36  and  48  hours  are  usually  allotted  for  the 
preoperative  rehabilitation  of  these  patients.  A longer 
delay  may  very  well  jeopardize  life. 

The  surgical  approach  to  the  problem  of  esophageal 
atresia  is  not  .stereotyped,  but  will  depend  upon  the 
general  physical  condition  of  the  patient,  the  age  of 
the  patient,  and  the  type  anomaly  that  is  present. 

Reconstruction  and  rehabilitation  of  an  infant  with 
esophageal  atresia  is  successful  in  approximately  90 
percent  of  the  robust,  uncomplicated  cases;  while  in 
the  poor  risk  premature  infant  only  60  percent  will 
survive  the  embarrassment.  The  preoperative  and 
postoperative  management  of  these  infants  is  most 
important  and  early  recognition  of  this  entity  before 
complications  have  developed  will  insure  a better 
survival  rate. 


Effects  of  direct  instillations  of  therapeutic  mixture 
into  tracheobronchial  tree—  P.  N.  Paez,  M.  Masangkay, 
and  B.  J.  Sproule.  Canad  Med  Assoc  J 95:522-526 
(Sept.  3)  1966. 

Twenty-two  patients  with  chronic  productive 
bronchitis  or  bronchiectasis  were  treated  by  direct 
instillations  of  normal  sodium  chloride  solution  and 
JV-acetylcysteine  into  the  trachea  through  a per- 
cutaneous catheter  following  a period  of  conventional 
routine  therapy.  The  instillation  procedure  itself, 
using  either  normal  sodium  chloride  solution  or  vary- 
ing concentrations  of  W-acetylcysteine  did  not  produce 
significant  change  in  alveolar  gas  exchange  as  re- 
flected by  measurement  of  arterial  Pcoj  and  the  al- 
veolar arterial  gradient  for  oxygen  during  and  after 
the  introduction  of  the  medication  into  the  bronchial 
tree.  Studies  were  carried  out  after  patients  had  been 
stabilized,  breathing  pure  oxygen  on  an  intermittent 
positive  pressure  breathing  machine  for  30  minutes. 
Evaluation  of  the  treatment  by  pulmonary  function 
tests  demonstrated  significant  improvement  in  over- 
all function  following  therapy..  The  technique  of 


tracheobronchial  lavage  is  physiologically  benign  and 
overall  improvement  in  pulmonary  function  can  be 
obtained  by  this  means. 

Immediate  and  long-term  results  of  electrical  con- 
version of  arrhythmias— A.  Selzer  et  al.  Progr  Cardiov 
Dis  9:90-104  (July)  1966. 

A series  of  240  electrical  conversions  of  cardiac 
arrhythmias  in  189  patients  has  been  reviewed  by 
comparing  the  immediate  success  of  the  procedure 
with  long-term  results.  The  most  consistently  success- 
ful results  of  electrical  conversion  followed  by  per- 
manent maintenance  of  sinus  rhythm  have  been  found 
in  atrial  flutter  and  atrial  fibrillation  developing  in 
the  immediate  postoperative  period  following  cardiac 
operations,  in  patients  with  valvular  and  congenital 
cardiac  diseases.  Similar  success  has  been  found  in 
arrhythmias  in  patients  with  mitral  valve  disease  and 
in  patients  with  hypertensive  and  ischemic  heart  dis- 
eases show  a disappointingly  small  long-range  yield 
of  persistent  sinus  rhythm. 


Postpartum  thrombosis  of  right  ovarian  vein,  by 
Raymond  Rosenblum.  Fletcher  C.  Derrick  and 
Augusta  C.  Willis.  (Charleston.)  Obstet  C.ynec  28: 
121-123,  July  1966. 

This  sixth  case  of  postpartum  thrombosis  of  an 
ovarian  vein  is  reported.  An  18  year  old  white  female, 
two  weeks  postpartum,  complained  of  right  flank  and 
abdominal  pain.  Her  urine  contained  blood  and  pus. 
Physical  examination  revealed  a suspicion  of  a right 
abdominal  mass.  Pyelograms  revealed  obstruction  of 
the  right  upper  ureter  with  early  hydronephrosis. 
Exploratory  surgery  revealed  a thrombosed  right 
ovarian  vein  producing  the  obstruction.  The  throm- 
bosed vein  was  resected.  Follow  up  pyelograms  re- 
vealed complete  return  to  normal.  Other  cases  were 
reviewed  and  the  criteria  for  diagnosis  were  dis- 
cussed. The  importance  of  suspicion  and  early  diag- 
nosis was  emphasized. 

R.  Rosenblum,  M.  D. 


Mechanisms  involved  in  reduction  of  serum  trigly- 
cerides in  man  upon  adding  unsaturated  fats  to  nor- 
mal diet— IF  Engelberg.  Metabolism  15:796-807 
(Sept.)  1966. 

Studies  were  completed  in  49  normal  adults  in 
whom  serum  triglycerides  and  the  rate  of  lipolysis  of 
the  endogenously  synthesized  triglycerides  by  lipo- 
protein lipase  were  measured  before  and  after  the 
addition  of  highly  unsaturated  fats  to  the  normal  diet. 
Serum  triglycerides  were  lowered  over  20%  in  20  of 
the  49  subjects.  In  this  group  the  average  maximum 
rate  of  lipolysis  increased  32%  while  on  the  un- 
saturated fats.  There  was  no  change  in  the  rate  of 
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lipolysis  in  the  patients  in  whom  triglycerides  did  not 
decrease  on  therapy,  and  no  change  in  the  inhibitory 
activity  of  the  plasma  while  ingesting  the  unsaturated 
fats.  The  endogenously  synthesized  low  density  lipo- 
proteins are  a better  substrate  for  lipolysis  via  lipo- 
protein lipase,  after  highly  unsaturated  fats  are  in- 
gested. This  provides  a logical  explanation  for  the 
triglyceride-lowering  action  of  unsaturated  fats.  The 
results  are  consistent  with  and  add  further  evidence 
to  the  view  that  lipoprotein  lipase  is  the  major  physio- 
logical pathway  for  the  removal  of  endogenously  syn- 
thesized triglycerides. 


Evaluation  of  ethchlorvynol  as  a hypnotic  in  pa- 
tients with  chest  diseases — J.  W.  Middleton.  Curr  Ther 
Res  8:391-394  (Aug.)  1966. 

The  effectiveness  of  ethchlorvynol  (Placidyl)  as  an 
oral  hypnotic  was  evaluated  in  a series  of  200  patients 
at  a chest  disease  hospital.  The  average  bedtime  dose 
was  500  mg,  but  in  several  instances,  patients  received 
1,000  mg.  Ethchlorvynol  produced  excellent  hypnotic 
effects  in  81.5%  of  the  patients,  and  in  15%,  good 
results  were  obtained.  In  98.5%  of  the  cases,  there 
were  no  side  effects.  In  none  of  the  patients  was 
there  any  indication  that  the  disease  under  treatment 
was  compromised  by  the  administration  of  ethchlorvy- 
nol for  sleep.  There  was  no  indication  that  the  drug 
should  be  restricted  in  a patient  with  a chronic 
respiratory  illness. 

Crush  Injury.  Charles  T.  Fitts,  MC.  (Charleston), 
Ronald  E.  Easterling.  Walter  E.  Switzer,  and  John  A. 
Moncrief.  J Trauma  6:507  (July  1966) 

The  clinical  picture  of  crush  syndrome  is  character- 
istic and  was  carefully  observed  and  recorded  during 
World  War  II.  The  intervening  years,  however,  during 
which  such  injuries  have  occurred  rarely,  have  dim- 
med the  general  appreciation  of  this  problem  among 
physicians.  Because  of  the  advent  of  the  artificial 
kidney  even  severe  examples  of  this  injury  can  sur- 
vive with  treatment  and  will  probably  present  the 
surgeon  with  the  problems  of  massive  debridement, 
in  which  the  time  of  debridement,  the  question  of 
staged  versus  total  excision,  and  the  difficulty  of 
large  fluid  loss  and  secondary  hemorrhage  will  present 
themselves.  The  experimental  work  engendered  by 
World  War  II  has  continued  in  the  interim  and  is 
still  going  on  at  the  present  time,  but  the  lack  of 
large  numbers  of  patients  since  that  time  has  resulted 
in  few.  if  any,  clinical  trials  of  methods  which  have 
shown  some  promise  in  the  laboratory.  It  is  felt  that 
at  the  present  time  sufficient  evidence  is  available  to 
warrant  the  following  program  of  management  in  an 
attempt  to  prevent  renal  injury  secondary  to  crush 
syndrome: 

1.  Every  effort  should  be  made  to  have  a physician 
present  at  the  site  of  the  accident  before  the  patient 
is  extricated. 


2.  Intravenous  fluid  therapy  should  be  started 
before  the  crushed  limbs  are  released. 

3.  Following  release  of  the  limb  it  should  be 
dressed  with  a compression  bandage  to  inhibit  sud- 
den release  of  a flood  of  myohemoglobin  into  the 
circulation. 

4.  Serious  consideration  must  be  given  to  immediate 
administration  of  a renal  vasodilator  or  adrenergic 
blocking  agent.. 

5.  The  use  of  alkalizing  agents  and  osmotic  diu- 
retics have  some  experimental  evidence  to  support 
their  use  and  should  also  be  considered. 

6.  The  optimum  time  for  initial  surgical  debride- 
ment has  not  been  determined;  this  must  be  deter- 
mined by  the  surgeon  on  the  basis  of  his  judgment 
of  the  facts  at  hand  as  they  apply  to  his  particular 
patient. 


Gentamicin  sulfate  therapy  of  experimentally  in- 
duced pseudomonas  septicemia.  William  T.  Sum- 
merlin, M.  D.  and  Curtis  P.  Artz,  M.  D.  J Trauma 
6:233  (March  1966) 

Pseudomonas  septicemia  was  created  in  60  rats; 
one-half  were  treated  with  gentamicin  sulfate  intra- 
peritoneally  and  one-half  were  untreated.  Thirty 
animals  also  were  used  as  controls,  and  results  show 
that  gentamicin  effects  a statistically  significant  lower 
mortality  in  this  experimentally  created  septicemia. 

A review  of  the  literature  shows  gentamicin  to  be 
the  only  broad-spectrum  antibiotic  which  shows  a 
rapid  and  profound  effect  against  strains  of  Pseudo- 
monas, Proteus,  Staphylococcus  and  Streptococcus, 
as  well  as  other  important  gram-positive  and  gram- 
negative pathogens.  A plea  is  made  for  further  in 
vivo,  clinically  oriented  studies  with  this  drug. 


ft’s  your  professional  privilege 
to  replenish  your  ranks . . . 

Give  to 

medical  education 
through  AMA-ERF 

AMA-Erf 

American  Medical  Association 
Education  and  Research  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  Illinois 


In  the  future,  as  loans  arc  repaid,  the  Student  Loan 
Guarantee  Fund  of  AMA-ERF  will  become  self- 
sustaining,  but  now  the  need  for  additional  contribu- 
tions to  the  Fund  is  urgent.  Your  donation  will  help 
keep  this  program  active  and  productive.  Send  it  to 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 


NovF.xtnEn,  1966 
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TEN  POINT  PROGRAM 
OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


1.  Cooperation 

To  promote  closer  cooperation  and 
better  understanding  between  all 
agencies,  groups  and  individuals  con- 
cerned with  providing  and  improving 
medical  care  for  the  people  of  South 
Carolina. 

2.  Extension  of  Medical  Care 

To  study  constantly  the  need  and 
availability  of  medical  care  in  each 
county  of  the  State  and  in  the  State  at 
large. 

To  promote  plans  for  providing  or 
improving  medical  care  where  is  a 
need,  particularly  in  the  rural  areas. 

3.  Pre-Paid  Hospital  and  Medical  Care 

To  make  voluntary  pre-paid  hospital 
and  sickness  insurance  available  to  all 
the  people  of  the  State  (through  Blue 
Cross,  Blue  Shield,  and  commercial  in- 
surance policies),  and  to  promote  the 
widespread  purchase  of  such  insurance. 

4.  Care  of  Indigent 

To  work  with  local  county  and  state 
agencies,  and  with  philanthropic  or- 
ganizations, toward  securing  good 
medical  care  for  the  indigent. 

5.  Public  Health 

To  support  the  South  Carolina  State 
Board  of  Health  in  its  broad  program 
of  preventing  diseases  and  of  safe- 
guarding the  health  of  our  people. 

6.  Health  Councils 

To  support  the  State  Health  Council 
in  its  announced  program.  To  sponsor 


the  formation  of  a County  Health 
Council  in  every  county  of  the  state, 
and  to  encourage  our  members  to  sup- 
port and  to  work  with  these  organiza- 
tions. 

7.  Hospitals 

To  promote  the  expansion  of  present 
hospital  facilities  and  the  building  of 
new  hospitals — where  there  is  a definite 
need. 

To  strive  for  highest  standards  of 
professional  care  in  the  hospitals  in  the 
State. 

8.  Medical  Colleges 

To  support  the  Medical  College  of 
South  Carolina  and  to  bend  our  efforts 
toward  keeping  its  standards  of  educa- 
tion on  a par  with  other  medical  col- 
leges throughout  the  country. 

To  promote  good  nursing  education 
and  good  nursing  care  throughout  the 
State. 

9.  Education  of  the  Public 

To  acquaint  the  citizens  of  the  State 
with  regard  to  the  problems  of  medical 
care  in  existence  today,  to  inform  them 
as  to  what  is  being  done  to  solve  these 
problems,  and  to  advise  with  them  as 
to  further  plans  for  securing  better 
health  and  better  medical  care  for  the 
people  of  South  Carolina. 

10.  Political  Medicine 

To  prevent  political  control  or 
domination  of  medical  practice  or  of 
medical  education. 
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The  Proven 


...A  BIO-DYNAMICS  PRODUCT 


Unitest 


Over  1,000  Systems  in  use  daily  in  Doctors'  offices. 


In  your  office  you  can  have  results  that  are  ac- 
curate, rapid,  dependable,  using  completely 
disposable  glassware  for  the  five  blood  chem- 
istries you  request  most  frequently. 

Results  are  ready  in  minutes,  permitting  im- 
mediate consultation,  and  you  can  use  them 
in  full  confidence  since  the  analyses  were  per- 
formed in  your  office,  and  under  your  super- 
vision. 

The  UNITEST  SYSTEM  consists  of  the  UNI- 
METER; a direct  reading  colorimeter  designed 
expressly  for  your  office  with  built-in 
Incubator  and  Centrifuge. 

The  Five  Basic  Tests,  True  Glucose,  Hemo- 
globin, Cholesterol,  Blood  Urea  Nitrogen,  and 
Uric  Acid  are  color-coded  to  the  UNIMETER  for 
simplicity.  Write  for  or  ask  our  Representative 


for  demonstration. 

PRICES 

Unimeter  and  Incubator  $484.50 

Centrifuge 74.50 

1 — 100  Blood  Oxalate  Tubes  4.75 


Kits  for  25  Tests  each 

Hemoglobin  $12.50 

Glucose 13.50 

Cholesterol  15.00 

B.U.N 15.00 

Uric  Acid  15.00 


WINCHESTER  SURGICAL  SUPPLY  CO. 

“CAROLINAS*  HOUSE  OF  SERVICE” 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 


November,  1966 
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Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  6.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine— a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —‘‘resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


“...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.’’ 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417. 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen  R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen-R  should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen  R. 

®As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 


NEISLER  jgfjpi 


NEISLER  LABORATORIES.  INC.  • DECATUR,  ILLINOIS 
SUBSIDIARY  OF  UNION  CARBIDE  CORPORATION 
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Lutfexm 


HW&D BRAND  OF LUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 
AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2NC 
AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  "uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 

( LTR22 ) 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 
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Hyoscyamine  Sulfate  n ln,. 

Atropine  Sulfate  nni  mR 

Hyoscine  Hydrobromide  nrv^ 

Sodium  Benzoate  (Preservative)  knn 

Alcohol  3.8  per  cent  ** 

FOR  RELIEF  OF  SIMPLE  DIARRHEA 

SHAKE  WE LI 


— ROBINS. 


robins: 


this  part  for 
diarrhea 


this  part  for 
its  discomforts 


Kaolin  exerts  a demulcent  action 
along  the  gastrointestinal  tract 
and  a detoxifying  action  in  the 
intestines  to  diminish  irritation  of 
the  mucosa  and  lessen  hyper- 
peristalsis, nausea  and  diarrhea. 

Pectin  exerts  its  demulcenteffect 
in  the  entire  tract  and  its  detoxify- 
ing action  primarily  in  the  large 
bowel  to  diminish  irritation  of  the 
mucosa  and  help  restore  normal 
intestinal  flora  and  function. 


Belladonna  alkaloids  as  in 

Donnatal®  relieve  hypermotility 
of  smooth  muscle  in  the  gastro- 
intestinal tract  to  help  control 
cramping,  nausea,  and  painful 
straining.  Many  clinicians  con- 
siderthe  belladonna  components 
of  Donnagel®  to  be  medicine's 
most  effective  depressants  of  in- 
testinal motility.1-2  A preparation 
containing  only  kaolin  and  pectin, 
on  the  other  hand,  has  “little  or 
no  effect  on  cramps  simply  be- 
cause it  does  not  include  an  agent 
with  antispasmodic  action."3 


Donnagel  treats  the  whole  diarrhea  problem. 


Available  in  new  4-ounce  plastic  bottle 
on  your  prescription  or  recommendation. 
Also  available:  Donnagel®-PG  (with 
paregoric  equivalent)  and  Donnagel® 
with  Neomycin.  See  product  literature 
before  prescribing. 


References:  1.  Kramer,  P.,  and  Ingel- 
finger,  F.J. : Med.  Clin.  N.  Amer.,  32: 1227, 
1948.  2.  Hock,  C.W. : Clin.  Med.,  <9:1932, 
1961.  3.  Winfield,  I.W.:  Am.  J.  Gastro- 
ent.,  31 :438,  1959. 


/I-H-DOBINS 

A.  H.  Robins  Company,  Inc. 
Richmond,  Virginia  23220 
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lushing  ahead . . . 

ear  the  Respiratory  Tract  with  Robitussin. 


h more  than  just  a slogan,  "clear  the  tract"  reflects  the  dependable 
ussive-expectorant  action  of  the  three  Robitussin  formulations. 
:ontain  glyceryl  guaiacolate,  the  time-tested  expectorant 
greatly  enhances  the  output  of  lower  respiratory  tract  fluid. 

;ased  RTF  volume  exerts  a demulcent  effect  on  the  tracheobronchial 
Dsa,  promotes  ciliary  action,  and  makes  thick,  inspissated 
as  less  viscid  and  easier  to  raise.  Glyceryl  guaiacolate  is  safe, 
narcotic,  and  almost  universally  accepted  by  patients  of  all  ages. 
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IULATIONS 

ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

>ECTORANT 

• 

• 

• 

rtULCENT 

• 

• 

• 

JGH  SUPPRESSANT 

• 

• 

DHISTAMINE 

• 

IG-ACTING 

hours) 

• 

FORMULAS 


ROBITUSSIN® 

in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 
(Alcohol  3.5%) 

100  mg. 

ROBITUSSIN®  A-C 

(exempt  narcotic) 
in  each  5 cc.  teaspoonful: 
Glyceryl  guaiacolate 

100  mg. 

Pheniramine  maleate 

7.5  mg. 

Codeine  phosphate 

(warning:  may  be  habit  forming) 

(Alcohol  3.5%) 

10.0  mg. 

ROBITUSSIN® -DM 

new,  non-narcotic 
in  each  5 cc.  teaspoonful: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  15  mg. 


Robitussin  and  Robitussin-DM  are  avail- 
able at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va. 
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hern  Railway  pulls  a trainload  of 

anthusiasts  through  the  New  England 

/side  between  Bellows  Falls  and  Chester,  Vermont. 
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ME  OF  THE  BOBITUSSIN  FORMULAS 


Night  Leg  Cramps... 

Frequent  Bedfellow  in  Diabetes, Arthritis, 
and  Peripheral  Vascular  Disorders* 


'"Nocturnal  cramps  occurring  in  the  calf  muscles 
and  small  muscles  of  the  feet  have  been  encoun- 
tered in  a significant  number  of  diabetic  patients."' 


. . nocturnal  cramps  may  be  the  presenting  symp- 
toms of  patients  with  arteriosclerosis  obliterans,  deep 
thrombophlebitis,  varicose  veins,  osteoarthritis..."* 


now.. .specific  therapy  for  night  leg  cramps 

QUINAMM 


Consistently  effective,  QUINAMM  provided  com- 
plete relief  in  94%  of  200  patients  studied,  many 
of  whom  were  severe  cases  refractory  to  other 
medication.3  Your  prescription  for  one  tablet  at 
bedtime  often  controls  painful  night  cramps  with 
the  initial  dose  . . . helps  restore  restful  sleep. 


WfVLKE 


QUINAMM  Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  Sulfate  4 grains  (250  mg.),  Aminophylline  3 grains 
(200  mg.).  Precautions:  Aminophylline  may  produce  intestinal 
cramps  in  some  instances,  and  quinine  may  produce  symptoms  of 
cinchonism,  such  as  tinnitus,  dizziness,  and  gastrointestinal  distur- 
bance. Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  or 
visual  disturbances  occur.  Contraindication:  QUINAMM  is  contra- 
indicated in  pregnancy  because  of  its  quinine  content.  Dosage: 
One  tablet  upon  retiring.  Where  necessary,  dosage  may  be  in- 
creased to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets.  Caution: 
Federal  law  prohibits  dispensing  without  prescription.  References: 
1.  Shuman,  C.:  Am.  J.  Med.  Sci.,  225:54,  1953.  2.  Perchuck,  E.,  et 
al.:  Angiology,  12:102,  1961.  3.  Rawls,  W.  B.,  et  al.:  Med.  Times, 
87:818,  1959 

Division  of  Richardson-Merrell  Inc.lVlt.  Vernon,  New  \ ork  10551 
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brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


"In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage."' 


LAKESIDE 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gaslroent.  28:541  (No/.)  1957 

LAKESIDE  LABORATORIES.  INC.  Milwaukee,  Wisconsin  53201 

PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
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GLUCOLA 

Carbonated  Preparation  for  ( 

Carbohydrate  Tolerance  Tests 

NEW 

. For  use  in  glucose 
tolerance  tests 
. In  preference  to  the 
postprandial  test  meal 


f\ 

i 


A NEW  SOLUTION  FOR  AN  OLD  PROBLEM 

Ready  to  use  • Pleasant  tasting  cola  flavor  • Well  tolerated 

A 7-ounce  bottle  of  Glucola  provides  a liquid  oral  loading  dose  equivalent  to 
75  Gm.  of  glucose*  for  carbohydrate  tolerance  testing.  Glucola  avoids  the 
nausea  that  frequently  results  from  lingering  sweet  laboratory  preparations, 
and  the  occasional  emesis  that  necessitates  rescheduling  the  test.  With 
Glucola,  no  time  is  lost  weighing  and  mixing  glucose  “cocktails”— only  a 
bottle  opener  is  needed.  753  (R.,|64 

‘The  rapidly  hydrolyzable  saccharides  in  this  formulation  assure  optimum  absorption  and  glucose 
levels  comparable  to  those  obtained  with  a 100  Gm  loading  dose 

Ames  Company,  Inc. 

Elkhart,  Indiana 


Available  through  your  regular  supplier: 

cartons  of  12  7 oz  bottles  (6  bottles 
per  pack,  2 packs  per  carton). 


(g) 


The  Journal  of  the  South  Carolina  Medical  Association 


- 


DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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following 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  ther 
peutic  amounts ...  help  the  body  mobilize  defenses  during  convalescence ...  a 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  mar 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsule 

Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder’ 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications:  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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Behind  continued  high  blood pressure  readings 
lies  the  possibility  of  organic  damage 


MANY  OF  THE  aspects  of  essential  hypertension  are 
unpredictable— either  because  there  are  a number 
of  mechanisms  involved  or  because  individuals  differ  in 
their  responses  to  these  mechanisms.1 

There  is  one  aspect  of  hypertension,  however,  that 
seems,  in  many  cases,  predictable.  . . when  the  blood 
pressure  is  elevated  to  a marked  degree  for  an  adequate 
period  of  time,  this  in  itself  leads  to  perpetuation  of 
the  syndrome  with  resulting  vascular  damage  through- 
out the  body.”14  All  too  often  the  disease  progresses 
until  there  is  damage  to  one  of  three  vital  organs:  the 
heart,  the  kidney,  the  brain. 


"Hypertension  is  certainly  a major  factor  in  the  gene- 
sis of  coronary  heart  disease,  and  it  is  even  more 
important  when  compounded  with  obesity.”4 

‘‘[Vascular  deterioration]  can  be  clearly  seen  in  the 
kidney  with  a degree  of  damage  that  can  be  measured 
by  renal  function  studies.”10 

. . most  evidence  suggests  that  reduction  of  blood 
pressure,  when  it  is  too  high,  not  only  relieves  the  heart 
of  excess  work  but  reduces  vascular  damage.”1 
"In  short,  treatment  is  indicated.”1 
Antihypertensive  therapy  will  not  restore  the  blood  ves- 
sels to  normal.  Yet  many  of  the  vascular  changes  and 
symptoms  caused  by  increased  blood  pressure  may  be 
arrested  or  alleviated  when  the  blood  pressure  is  re- 
duced to  normotensive  levels.7 

Reducing  the  blood  pressure  helps  curtail  further  vascu- 
lar damage  and  improves  the  prognosis  — when  damage 
is  not  too  far  advanced  before  therapy  is  started.14 
Essential  hypertension  is  an  indication  not  only  for 
treatment,  but  for  early  and  adequate  treatment  of  the 
patient  in  question. 

Reduce  the  blood  pressure  with  Rautrax-N 

Rautrax-N  combines  the  antihypertensive-tranquilizing 
action  of  whole  root  rauwolfia  with  the  antihypertensive- 
diuretic  action  of  bendroflumethiazide  in  one  conven- 
ient medication.  The  two  drugs  complement  each  other 


so  that  smaller  doses  of  both  are  possible. 

Rauwolfia  combined  with  bendroflumethiazide  is  par- 
ticularly effective  in  long-term  therapy,15-17  since  bene- 
ficial effects  do  not  diminish  with  continuous  daily 
administration. 

For  most  patients  1 or  2 Rautrax-N  tablets  daily  are 
sufficient  for  maintenance  therapy.  The  simplicity,  con- 
venience and  economy  of  such  a dosage  schedule  are 
of  particular  benefit  to  older  patients. 

References:  1.  Page,  I.  H.,  and  Dustan,  H.  P.:  The  Usefulness  of  Drugs  in  the 
Treatment  of  Hypertension,  in  Ingelf inger,  F.  J.;  Reiman,  A.  S.,  and  Finland, 
M.:  Controversy  in  Internal  Medicine,  Philadelphia,  W.  B.  Saunders  Co., 
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1966,  p.  97.  3.  Nickerson,  M.:  Antihypertensive  Agents  and  the  Drug  Therapy 
of  Hypertension,  in  Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
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4.  Berkson,  D.  M.:  Indust.  Med.  & Surg.  32:371,  1963.  5.  Cohen,  B.  M.: 
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Contraindications:  Severe  renal  impairment  or  previous  hypersensitivity. 
Warning:  Ulcerative  small  bowel  lesions  have  occurred  with  potassium- 
containing  thiazide  preparations  or  with  enteric-coated  potassium  salts  sup- 
plemental^. Stop  medication  if  abdominal  pain,  distension,  nausea,  vomiting 
or  G.l.  bleeding  occur. 

Precautions  and  Side  Effects:  The  dose  of  ganglionic  blocking  agents,  vera- 
trum  or  hydralazine  when  used  concomitantly  must  be  reduced  by  at  least 
50%  to  avoid  orthostatic  hypotension.  Caution  is  indicated  in  patients 
with  depression,  suicidal  tendencies,  peptic  ulcer;  electrolyte  disturbances 
are  possible  in  cirrhotic  or  digitalized  patients.  Marked  hypotension  during 
surgery  is  possible;  consider  discontinuing  two  weeks  prior  to  elective  surgery 
and  observe  patients  closely  during  emergency  surgery.  Rauwolfia  prepara- 
tions may  cause  reversible  extrapyramidal  symptoms  and  emotional  depres- 
sion, diarrhea,  weight  gain,  edema,  drowsiness  may  occur.  Bendroflumethia- 
zide may  cause  increases  in  serum  uric  acid,  unmask  diabetes,  increase 
glycemia  and  glycosuria  in  diabetic  patients,  and  may  cause  hypochloremic 
alkalosis,  hypokalemia;  cramps,  pruritus,  paresthesias,  rashes  may  occur. 
Dosage  and  Supply:  Initial  dosage,  1 to  4 tablets  daily,  preferably  at  meal- 
time. Maintenance,  1 or  2 tablets  daily.  Rautrax-N  is  supplied  as  capsule- 
shaped tablets  containing  50  mg.  Rauwolfia  serpentina  whole  root  (Rau- 
dixin®),  4 mg.  bendroflumethiazide  (Naturetin®),  400  mg.  potassium  chloride. 
Also  available:  Rautrax-N  Modified  — capsule-shaped  tablets  containing 
50  mg.  Rauwolfia  serpentina  whole  root  (Raudixin),  2 mg.  bendroflumethia- 
zide (Naturetin),  400  mg.  potassium  chloride.  Both  potencies  available  in 
bottles  of  100.  For  full  information,  see  Product  Brief. 


R AUTRAX1  N 

Squibb  Rauwolfia  Serpentina  Whole  Root  (50  mg.)  with  Bendro- 
flumethiazide (4  mg.)  and  Potassium  Chloride  (400  mg.) 


Squibb 


'The  Priceless  ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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In  fact,  there's  as  much  iron... 250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical... or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


. IRON 


IMFERON® 

(iron  dextran  injection) 

IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy:  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man.  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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Why  Do  More 
South  Carolina 


Doctors 


insure  with  The  St.  Paul? 


Probably  because  our  Professional  Liability  coverage 

is  so  thorough. 

Really  broad  coverage.  Fewer  exclusions,  so 
interpretations  are  no  problem.  The  price  is 

likely  to  be  nice,  too. 

To  get  the  folder  that  tells  all  about  it  concisely,  write. 

The  St.  Paul  is  the  approved  carrier  for  the  State 
Medical  Association  here  . . . and  in  more  states  than 
any  other  single  insurance  company.  It  must 

be  something  we  offer! 


Want  to  see  just  1 insurance 
man  and  still  be  fully  insured? 
Use  our  St.  Paul  Mu/ticover 
Plan.  Same  agent  as  for  Lia- 
bility. He's  in  the  Yellow  Pages. 


For  further  information,  or  the  name  of  your  nearest 
St.  Paul  agent,  please  contact  The  St.  Paul  office  at: 

Columbia,  P.  O.  Box  955,  Palmetto  State  Life 
Building  29201  Phone:  AL  3-8391 


c 


THE  ST.  PAUL 

INSURANCE  COMPANIES 


Serving  you  around  the  world. . . around  the  dock 


St.  Paul  Fire  and  Marine  Insurance  Company 
St.  Paul  Mercury  Insurance  Company 
Western  Life  Insurance  Company 
St.  Paul,  Minnesota  55102 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it’s  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


METAHYDRIN 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 

ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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eczema:  scourge  of  childhood 


R.  R.,  Age  77  — Before  treatment — After  treatment— with  ARISTOCORT 

atopic  eczema  of  long  standing  Topical  Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  AcetonideTopicals  have 
proved  exceptionally  effective  in  the  control  of  various 
forms  of  childhood  eczema:  allergic,  atopic,  nummular, 
psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical  ARISTOCORT, 
the  0.1  % concentration  is  sufficiently  potent.  The  0.5% 
concentration  provides  enhanced  topical  activity  for 
patients  requiring  additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the  affected 
area  3 or  4 times  daily.  Some  cases  of  psoriasis  may  be  more 
effectively  treated  if  the  0.1%  Cream  or  Ointment  is  applied 
under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes  simplex, 
chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes  or  in 
the  ear  (if  drum  is  perforated).  A few  individuals  react  un- 
favorably under  certain  conditions.  If  side  effects  are  en- 
countered, the  drug  should  be  discontinued  and  appropriate 


measures  taken.  Use  on  infected  areas  should  be  attended 
with  caution  and  observation,  bearing  in  mind  the  potential 
spreading  of  infection  and  the  advisability  of  discontinuing 
therapy  and/or  initiating  antibacterial  measures.  Generalized 
dermatological  conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for  remis- 
sions of  dermatoses,  especially  of  allergic  origin  cannot  be  ex- 
pected to  prevent  recurrence.  The  use  over  extensive  body 
areas,  with  or  without  occlusive  nonpermeable  dressings, 
may  result  in  systemic  absorption.  Appropriate  precautions 
should  be  taken.  When  occlusive  nonpermeable  dressings 
are  used,  miliaria,  folliculitis  and  pyodermas  will  sometimes 
develop.  Localized  atrophy  and  striae  have  been  reported 
with  the  use  of  steroids  by  the  occlusive  technique.  When 
occlusive  nonpermeable  dressings  are  used,  the  physician 
should  be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not  been 
firmly  established.  Thus,  do  not  use  in  large  amounts  or  for 
long  periods  of  time  on  pregnant  patients. 

Packages:  Tubes  of  5 Gm.  and  15  Gm.;  V2  lb.  jar. 

PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Aristocort’  Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 

t ’ "I  A * I Also  available  in  foam  form  and  with  neomycin. 

Triamcinolone  Acetomde 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN9 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — - Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 

Psychiatric  Hospitals. 


A NEW  CONCEPT  IN  GERIATRIC  CARE 
LIVE  OAK  VILLAGE 

Summerville,  South  Carolina 

Modern  50-bed  Home  Featuring: 

Finest  24-Hour  Professional  Nursing  Care 
Daily  Rates  of  $9  - $12  - $15  Respectively  For: 

Four-bed  Wards,  Semi-Private  and  Private  Accommodations 
“Just  Minutes”  from  Interstate  26,  Situated  on  U.  S.  Highway  17A 

WRITE  OR  CALL  873-1541 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NORTH  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Mark  A.  Griffin,  Sr.,  M.  D. 


Wm.  Ray  Griffin,  Jr.,  M.  D. 
Robert  A.  Griffin,  M.  D. 


Mark  A.  Griffin,  Jr.,  M.  D. 


For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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When  depressed  patients  say: 

“1  can’t  sleep  at  night" 

“I’m  tired  all  day  long" 

NORPRAMIN' 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTI  DEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
iess  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg./day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  “bad  taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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There  is  nothing  Detroit 
about  it. 


Porsche  is  built  for  people  who  like  to 
drive.  The  only  push  buttons  you  can  get 
are  the  ones  on  the  radio  And  the  radio 
is  optional. 


No  push  buttons  here 


The  rest  is  pure  GT  The  features  that 
make  it  a winner  at  Sebring  and  LeMans 
make  it  exciting  to  drive  in  open  country 
or  city  traffic. 

No  Detroit  wheels  hug  a rough  road 
like  Porsche.  We  introduced  torsion  bar 


suspension  17  years  ago.  We’ve  been  im- 
proving it  ever  since. 

The  fast  4-speed  gearbox  (5-speed  if 
you  want  it)  shifts  smooth  as  an  auto- 
matic. But  response  is  immediate.  And 
powerful. 

The  rack  and  pinion  steering  is  direct 
and  precise.  When  you  turn  the  wheel,  the 
car  responds  — instantly.  You’re  in  com- 
plete control.  Always  At  any  speed,  on 
any  surface. 


Porsche  stops  as 
surely  as  it  goes 
All  4 wheels  are 
equipped  with  hy- 
draulic disc 
brakes  that  pull 
the  speed 
down  evenly 
and  are 
virtually 
fade-free.  You  feel 
safe.  You  are  safe 


Disc  brakes  all  4 wheels 


As  one  commuter  put  it,  “Porsche  is 
the  kind  of  car  that  makes  you  wish  you 
lived  further  from  work."  Nothing  Detroit 
about  that. 


Sunday  driver 


Porsche  911.  6 cylinder  engine.  148  horsepower, 
5-speed  synchromesh,  top  speed  130  mph 
Porsche  912  4 cylinder  engine.  102  horsepower, 
4 speed  synchromesh  (5-speed  optional),  top 
speed  1 15  mph 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pieasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


LAKESIDE 


PRODUCTS 
FOR  PATIENTS 
YOU  SEE 
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Veil,  Doctor  Cunningham,  I was  just  tellitig  Herbert  I should 
alk  to  you  about  my  cough.  It  comes  from  down  here  and... 


i'hances  are  the  symptom  recital  may  prove  to  be  as  difficult  to  control  as  the  cough, 
f it’s  the  useless,  exhausting  type  of  cough  that  often  accompanies  respiratory  infection  or 
' lllergy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
ction  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex. 
And  the  fresh,  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike. 

Vhen  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
xpectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
He  cough,  but  also  encourages  expectoration,  thus  easing  bronchial  obstruction. 

)se  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
r urinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
lay  cause  addiction. 

ach  5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
lay  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 

img.;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
ovahistine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 

NOm’DH 
NOVAHISTINE*  EXPECTORANT 

PIT  MAN- MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


uaiacolate,  100  mg. 


November,  1966 
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“I  like  Bronkometer . . . 

I breathe  better. . . 
don’t  get  the  jitters.” 


Patients  feel  relaxed  with  Bronkometer.  Its 
bronchodilator-decongestant  action  has  min- 
imal central  nervous  system  stimulation.1 
Isoetharine,*  Breon’s  exclusive  bronchodila- 
tor,  shows  only  1/16  to  1/64  the  cardiotonic 

effect  of  isoproterenol." 'Dilabron®,  brand  of  isoetharine 


® 

ASTHMA.  CHRONIC  BRONCHITIS,  EMPHYSEMA 

isoetharine  0.6%;  phenylephrine  0.125%;  thenyldiamine  0.05%— Superior  because  it  contains  isoetharine 

COMPOSITION:  Bronkometer  delivers  at  the  mouthpiece  200  metered  doses  of:  350  meg  isoetharine  methanesulfonate  (0.6%);  70 
meg  phenylephrine  HCI  (0.125%);  and  30  meg  thenyldiamine  HCI  (0.05%)  with  saccharin,  menthol  and  fluorochlorohydrocarbons  as  inert 
propellants.  Preserved  with  ascorbic  acid  0.1%  and  alcohol  30%. 

RECOMMENDED  DOSAGE:  One  or  two  inhalations  with  at  least  one  minute  between  inhalations.  Occasionally  more  may  be  required, 
however  in  most  cases,  inhalations  need  not  be  repeated  more  than  every  four  hours.  Dosage  should  be  adjusted  to  the  severity  of  the 
condition  and  to  patient's  response. 

PRECAUTIONS:  Bronkometer  is  unusually  free  from  cardiovascular  and  other  side  effects,  but  the  usual  precautions  associated  with 
sympathomimetic  amines  should  be  observed.  Bronkometer  should  not  be  administered  simultaneously  with  epinephrine  or  similar  com- 
pounds because  of  the  possibility  of  tachycardia,  although  it  may  be  alternated  with  these  agents.  Dosage  must  be  carefully  adjusted 
in  patients  with  hyperthyroidism,  hypertension,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve  and  in  individuals  sen- 
sitive to  sympathomimetic  amines. 

SUPPLIED:  10  ml  pressurized  aerosol  vials  complete  with  measured  dose  valve  and  oral  nebulizer. 

References:  1.  Spielman,  A.  D.:  Curr.  Therap.  Res.  3:235  (June)  1961.  2.  Herschfus,  J.  A.;  Bresnick,  E.;  Levinson,  L.;  and  Segal,  M.  S.: 
Ann.  Allergy  9:769  (Nov. -Dec.)  1951 . 

BREON  LABORATORIES  INC.  90  Park  Avenue,  New  York,  N.Y.  10016 
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Doctor, 

Here  is  the  Abbott  anorectic 
)rogram  designed  to  meet 
he  individual  needs  of  your 
werweight  patients. 


mood  elevation 


Abbo 

Anorect 

Progra 


DESOXYN®  Gradumet  (metham- 
phetamine  hydrochloride) 

Smooth  appetite  control  plus  mood  elevation. 


If  she  can't  take  plain  amphetamine 

put  her  on  DESBUTAL!  Gradumet 

Calms  anxieties;  controls  compulsive  eating. 


The  obese  patient  on  a diet  often  has  to  battle 
depression  as  well  as  overweight.  Desoxyn  Grad- 
umet helps  the  dieter  in  both  battles  by  elevating 
the  mood  while  it  curbs  the  appetite.  Thanks  to 
the  Gradumet,  medication  is  smoothly  released 
all-day  from  a single  oral  dose. 


Desbutal  Gradumet  provides  2 drugs  in  2 tabl 
sections,  combined  back  to  back  to  form  a sing 
tablet.  One  section  contains  Desoxyn  to  curb  tH» 
appetite  and  lift  the  mood;  the  other  contaii 
Nembutal®  (pentobarbital)tocalmthe  patientar 
counteract  any  excessive  stimulation. 

Both  drugs  are  released  in  an  effective  dosa; 
ratio  throughout  the  day. 


controlled  release 


Abbott  I 
Anorectic 
Program 


ft 


he  release  action  is  purely  physical  and  relies  on 
>nly  one  factor  common  to  every  patient:  gastro- 
ntestinal  fluid.  There  is  no  dependence  on  enteric 
oatings,  enzymes,  motility,  or  an  “ideal”  ion  con- 
entration  in  the  gastrointestinal  tract. 

Your  patients  get  a measured  amount  of  medi- 
ation, moment  by  moment,  throughout  the  day. 
They  are  not  subjected  to  ups  and  downs  of 
rug  release  ...  or  to  erratic  release  from  patient 
> patient  ...  or  to  erratic  release  in  the  same 
atient  from  day  to  day. 


Vot  all  long-release  vehicles  are 
[he  same.  Here  is  why  the  Gradumet 
s different  and  what  it  means 
or  your  overweight  patients. 

I 

ii 

4 

% 


hat's  why  the  Gradumet  provides 
ontrolled-release  as  well  as 
5ng  release. 


. 


Perhaps  you  saw  the  Gradumet  model  demon- 
stration which  shows  that  the  release  is  entirely 
physical.  When  fluid  is  added,  the  drug  in  the  outer 
ends  of  the  channels  dissolves.  As  fluid  pene- 
trates deeper  into  the  channels,  there  is  a con- 
tinuous release  of  medication.  The  rate  of  release 
is  rigidly  controlled  by  the  size  and  number  of 
channels. 


choice  of  5 strengths  = 


DESOXYN  Gradumet 

Methamphetamine  Hydro- 
chloride in  Long-Release 
Dose  Form 


5 mg.  10  mg.  15  mg. 


DESBUTAL  10  Gradumet 

10  mg.  Methamphetamine 
Hydrochloride, 

60  mg.  Pentobarbital  Sodium 

Si  I 

Front  Side 


DESBUTAL  15  Gradumet 

15  mg.  Methamphetamine 
Hydrochloride, 

90  mg.  Pentobarbital  Sodium 

^ iS 

Front  Side 


samples  available 


Each  sample  contains  6 tablets  and  a filled 
Sucaryl®  Sweetener  dispenser.  For  a supply,  write 
Abbott  Laboratories  or  ask  your  Abbott  man. 


Desbutal  15  Gradumet 

Product  of  choice  for  patients  who 
overreact  to  plain  amphetamine 

As  an  anorectic  m treatment  ot 
obesity,  also  to  counteract  anxiety  and  mild  depression 
Desbutal  is  contraindicated  in  pa 
lients  taking  a monoamine  oxidase  inhibitor  Nervousness 
or  excessive  sedation  have  occasionally  been  observed, 
olten  these  ellects  will  disappear  after  a tew  days  Use 
with  caution  in  patients  with  hypertension,  cardiovascular 
disease  hyperthyroidism  or  who  are  sensitive  to  sympa 
thomimetic  drugs  Careful  supervision  is  advisable  with 
maladiusted  individuals 

A single  Gradumel  tablet  in  the  morning 
provides  all  day  appelile  control 

Desbutal  10  contains  10  mg  of  meth 
amphetamine  hydrochloride  and  60  mg  cd  pentobarbital 
sodium  Desbutal  IScontams  15mg  ot  methamphetamine 
hydrochloride  and  90  mg  ot  pentobarbital  sodium  In 
bottles  ot  100  and  500 


Sucaryl  Sweeteners  I 

Brand  * 

A proven  aid  to  weight  control— (II 

For  use  in  beverages  and  foods 
—stable  to  heat 

A constant  reminder  to  your  pa- 
tient to  “watch  her  calories" 

A carefully  balanced  formula  to 
prevent  aftertaste 

—in  tablets  and  liquid— 


Sucaryl— Abbott  brand 

ot  low  and  non  caloric  sweeteners 


Press  out  tablets  from  this  side  lot  no  714  1331 


economy 

Patients,  in  many  cases,  save 
enough  to  get  five  weeks  of 
medication  for  the  price  of 
four,  compared  to  other  leading 
long-release  anorectics. 


CONTRAINDICATION:  Desoxyn  and  Desbutal  ai 
contraindicated  in  patients  taking  a monoamir 
oxidase  inhibitor. 

PRECAUTIONS:  Use  with  caution  in  patients  wil 
hypertension,  cardiovascular  disease,  hyperth 
roidism,  old  age,  or  those  sensitive  to  sympath 
mimetic  drugs  or  ephedrine  and  its 
derivatives.  Careful  supervision  is  ad-  | 
visable  with  maladjusted  individuals. 


Gradumet  — long-release  dose  form,  Abbott:  U.S.  Pat.  No.  2, 987, 44 
Sucaryl— Abbott  brand  of  low  and  non-caloric  sweeteners. 
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MOLECULAR  REMODELING- 

J 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

It  started  in  1937  when  a clinician  re- 
ported that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 
mide radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.8  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1 /10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.8  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9’ 10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide, has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide...”13 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  36:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240: 173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  FI.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  743:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 
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SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


■ 


Squibb 


'The  Priceless  Ingredient'  of  every  product 
is  the  honor  and  integrity  of  its  maker: 


against  the  usual  gram-negative  urinary  pathogens 


Why  use  f ive...where  one  will  do? 


In  a recent  217-patient  hospital  study,1  urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol,  erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  weli-chosen  agent 


ColyMyciir  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  septi- 
cemia due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 


Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be  overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 


Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
Ib./day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin*  Pediatric  for  Oral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin*  Otic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 
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warn  cr  - chilcott  Morris  Plains,  New  Jersey 


When  uncontrolled 
diarrhea  brings 
a call  for  help 


When  the  diarrhea  sufferer  has  run  the  gamut 
home  remedies  without  success,  pleasant-tast 
cremomycin  can  answer  the  call  for  help.  It  can 
counted  on  to  consolidate  fluid  stools,  soothe  int 
tinal  inflammation,  inhibit  enteric  pathogens, 
detoxify  putrefactive  materials  — usually  withir 
few  hours. 


cremomycin  combines  the  bacteriostatic  agen 
succinylsulfathiazole  and  neomycin,  with  the 
sorbent  and  protective  demulcents,  kaolin  and  p< 
tin,  for  comprehensive  control  of  diarrhea. 

INDICATIONS:  Diarrhea. 


CONTRAINDICATIONS:  Do  not  use  in  intestinal  obstruction, 
tensive  ulceration  of  bowel,  or  diverticulosis;  in  hypersensiti 
to  sulfonamides  or  neomycin;  in  pregnancy  at  term,  in  premat 
infants,  or  during  first  week  of  life  in  the  newborn. 


WARNINGS:  Use  only  after  critical  appraisal  in  patients 
hepatic  or  renal  damage,  urinary  obstruction,  or  blood  dyst 
sias.  Fatal  hypersensitivity  reactions  and  blood  dyscrasias 
ported  with  use  of  sulfonamides.  Consider  periodic  blood  cour 
hepatic  and  renal  function  tests  during  intermittent  or  chro 
use. 


PRECAUTIONS:  Succinylsulfathiazole:  Use  with  caution  if  th 
is  history  of  significant  allergies  and/or  asthma.  Continued 
requires  supplementary  vitamins  B,  and  K.  Neomycin:  Watch 


:: 


:: 


* 
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your  for 
Cremomycin 
can  provide  relief 


i ire-like  neuromuscular  block  during  anesthesia  if  neomycin 
jsed  preoperatively  in  large  doses  when  renal  function  is 
r;  watch  for  overgrowth  of  nonsusceptible  organisms.  Con- 
t possibility  of  ototoxicity  and  nephrotoxicity  with  prolonged 
1 dosage. 

■ £ EFFECTS:  As  with  all  sulfonamides:  Headache,  malaise,  an- 
n:ia,  G.l.  symptoms,  hepatitis,  pancreatitis,  blood  dyscrasias, 
Bropathy,  drug  fever,  rash,  conjunctival  and  scleral  injection, 
Bichiae,  purpura,  hematuria,  and  crystalluria  have  been  noted. 
Buced  fecal  output  of  thiamine  and  decreased  synthesis  of 
Wmin  K have  been  reported.  Neomycin:  Nausea,  loose  stools. 

■ ire  prescribing  or  administering,  read  package  circular  with 
jfifucf  or  available  on  request. 


\ omptly  relieves  diarrheal  distress 

Cremomycin^ 

i 'JTIDIARRHEAL  ^ 

Viposition:  Each  30  cc.  contains  neomycin  sulfate  300  mg. 
r(f  jivalent  to  210  mg.  of  neomycin  base),  succinylsulfathiazole 
3 3m.,  colloidal  kaolin  3.0  Gm.,  pectin  0.27  Gm. 


Division  of  Merck  4 Co..  Inc  . West  Point,  Pa. 


&MERCK  SHARP  & DOHME 
Mere  today’s  theory  is  tomorrow's  therapy 


H 


C-14  AS  MICROGRAMS  NICOTINIC  ACID  PER  LITER  OF  PLASMA 


Sustained  circulatory,  respiratory 
and  cerebral  stimulation  for  th 


(fewer  absent  doses  by 
absent-minded  patients) 


Human  volunteer  subjects  were  administered  Geroni- 
azol  TT  tablets  with  the  nicotinic  acid  component 
made  radioactive  with  C-14.  Plasma  and  urine  sam- 
ples were  analyzed.  (See  Figures  I and  II)  The  radio- 
active tracer  study  substantiated  the  previous  clinical 
evidence  that  the  release  of  nicotinic  acid  from  the 
Geroniazol  TT  tablet  produced  a gradual  rise  in 
plasma  levels  to  a plateau  for  a total  of  12  hours  and 
more. 

Such  proven  sustained  activity  makes  the  manage- 
ment of  geriatric  patients  much  easier  by  minimizing 
the  possibility  of  neglected  doses  through  absent- 


mindedness or  senile  confusion.  Therapy  can  be  con-  :u 
tinuous  on  a daily  dose  of  only  one  Geroniazol  TT  tab- 
let  evei’y  12  hours. 

The  gradual  release  of  nicotinic  acid  in  Geroniazol  '<j 
TT  will  provide  the  well-known  peripheral  vasodilata- 
tion needed  in  patients  with  deficient  circulation  and 
with  a minimum  amount  ( if  any)  of  “flushing.”  Also,  .1 
cerebrovascular  circulation  is  complemented  by  pen- 
tylenetetrazol, long-established  as  a cerebral  and  res-  £ 
piratory  stimulant. 

Geroniazol  TT  improves  the  typical,  unfortunate,  I 
signs  of  senile  confusion.  Patients  become  more  alert,  I 


I 


fed  and  debilitated 

7 


TIME  AFTER  ADMINISTRATION  (Hours) 


<s  confused  and  moody.  Personal  care,  memory, 
, notional  stability,  social  attention  improve.  Fatigue, 
lathy  and  irritability  are  reduced. 

A prescription  for  100  tablets  of  Geroniazol  TT  will 

)rmit  your  patients  to  enjoy  the  benefits  of  time- 
jolonged  nicotinic  acid/pentylenetetrazol  therapy, 
( an  economical  price.  Dosage  is  only  one  tablet  every 
hours. 

•ntraindications : There  are  no  known  contraindica- 
i >ns. 

L ecautions:  Exercise  caution  when  treating  patients 
' th  a low  convulsive  threshold. 


Side  Effects:  Side  effects  are  rarely  encountered,  how- 
ever due  to  the  vasodilatation  effect  of  nicotinic  acid, 
transitory  mild  nausea,  flushing,  tingling  and  pru- 
ritus are  possible. 

Dosage:  One  tablet  every  12  hours. 

Supplied:  Prescribe  bottles  of  100  tablets,  to  take  ad- 
vantage of  recent  price  reduction. 

References:  1.  Report  by  Nuclear  Science  & Engi- 
neering Corp.,  Pittsburgh,  Pa.,  in  files  of  Philips 
Roxane  Laboratories.  2.  Connolly,  R. : W.  Virginia  Med. 
J.  56: 263  (Aug.)  1960.  3.  Curran,  T.  R.,  and  Phelps, 
D.K.:  Am.  Pract.&  Digest  Treat.  11 :617  (July)  1960. 
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" First  with  the  Retro-Steroids" 

PHILIPS  KOXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.,  Columbus,  Ohio 
A Subsidiary  of  Philips  Electronics  and 
Pharmaceutical  Industries  Corp. 


Geroniazol  TT 

nicotinic  acid  150  mg.,  pentylenetetrazol  300  mg. 

Tempotrol®  Time  Controlled  Tablet 


WHEN 

THE  BACTERIAL  U.R 
SETTLES 
IN  HER  SINUSES 


ACHROCIDIN 

Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI  125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  arid  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


608-6-3393 


'ey  can't  cure  a cold.  We  can't  cure  a cold.  You  can't  cure 
-old.  But  what  you  can  do  is  relieve  the  symptoms,  making 
5 patient  comfortable  and  the  cold  bearable. 
ie  patient  suffering  from  head  cold  congestion,  for  instance, 
ould  breathe  easier  when  you  prescribe  Novahistine  LP. 
ivahistine  LP  is  a long-acting  decongestant  that  helps 
store  normal  mucus  secretion  and  ciliary  activity— physio- 
)ic  mechanisms  which  prevent  infection  of  the  respiratory 
ct.  Two  tablets  in  the  morning  and  two  in  the  evening  will 
Jvide  around-the-clock  relief  by  helping  to  keep  congested 
passages  clear,  thus  enabling  your  cold  patient  to  enjoy 
rmal  and  free  breathing. 


Use  cautiously  in  individuals  with  severe  hypertension,  dia- 
betes mellitus,  hyperthyroidism  or  urinary  retention.  Tell 
patients  who  operate  machinery  or  motor  vehicles  that 
drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITMAN-MOORE  Division  ol  The  Dow  Chemical  Company,  Indlanapolla  ^ 


LP 


For  relief  of  nasal  congestion. 


Wide-range  bactericidal  action 
for  genitourinary  infections 


“■“OMNIPEN 

(AMPICILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 

Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  co/i,  Proteus  mirabitis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae , 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella , including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines  and/or  pressor  amines  as  indicated.  Transient  moderate 


elevation  of  SCOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  F 


For  he’s  a jolly  good  fellow 


But  what  does  he  think? 


Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DEXTRO  AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetamine  sulfate:  in 
hyperexcifability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetamine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexia,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Ellects:  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (1  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collapse. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company, 
Pearl  River,  New  York 
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W hy  is  one  mans  gastric  ulcer 
lothcr  man's  duodenal? 


Geographic  variation  in  the  incidence  of  peptic 
ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon.1,2 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
rographic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
n his  social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
orkingmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
lj  wersed.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
orkers  and  rare  among  the  upper  classes. 

Investigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
>r  the  cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
be  one  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
“cretion  of  gastric  acid.3-8  Or,  as  one  author  states  it:  “The  medical  management 
f peptic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
ith  the  effective  inhibition  of  peptic  activity.”3 

Robinul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
Hifirmed  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness.3,7,9-12 
lelieves  pain  with  “impressive”  promptness.8  Quickly  alleviates  acute  discomfort, 
nd  effectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
elching  and  other  ulcer  symptoms.7  Suppression  of  nocturnal  pain  is  “out- 
anding.”13  Maximally  effective  doses  may  be  given  with  minimal  side 
actions,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.3,7’14 
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The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 


Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (gly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus),  and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m„  and  at  bedtime.  See  prod- 
uct literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Gummer,  J.  W.  P. : 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2.  Bockus,  H.  L.:  Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p. 
468.  3.  Sun,  D.  C.  H.:  Ann  NY  Acad  Sci  99:153  (Feb. 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L.,  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (Jan.)  1963.  9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962, 

12.  Barman,  M.  L.,  and  Larson,  R.  K.:  Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B. : J New 
Drugs  2:211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 


are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 


Trocinate 


BRAND  THIPHENAMIL  HC1 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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ANNOUNCING 


a potent  combination  in 
-flavored  forms: 


ERYTHROMYCIN  ETHYL  SUCCINATE 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  four 
of  the  patients. 

The  acceptance:  The  majority  of  the  142 
patients  studied  expressed  a definite  liking  for 
the  products.  There  were  only  two  refusals.  An 
independent  taste-test  with  50  healthy  children 
further  substantiated  the  excellent  acceptability 
of  the  orange-flavored  forms. 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES 

In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 





ERYTHROCIN-SULFAS 


Brief  Summary 


i 


Lessens  motility, 


Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings:  As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions : Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions : Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa-  I 

merazine  and  sulfamethazine.  003303  WaaiaiJ 


reduces  secretions  and 
maintains  mild  sedation 
in  the  ulcer  patient 


ANTISPASMODIC 

ANTISECRETORY 

SEDATIVE 


Each  tablet  or  capsule  contains  Atropine 
sulfate  0.324  mg.  Phenobarbital  16  mg. 
Warning,  may  be  habit  forming.  *Ben- 
sulfoid  65  mg.  *See  White  Sec.  P.D.R. 
p.  851. 

INDICATIONS:  Peptic  ulcer.  Func- 
tional digestive  disturbances. 
DOSAGE:  In  peptic  ulcer  4 to  8 tablets 
or  capsules  per  day.  Dryness  of  mouth 
is  a guide  to  proper  dosage  in  acute  ulcer. 
As  the  ulcer  heals,  increased  sedation 
is  an  indicator  to  reduce  dosage.  In 
functional  digestive  disturbances,  1 tab- 
let or  capsule  every  six  hours  maintains 
sedation  at  the  threshold  of  calmness. 
The  mild  antisecretory  action  does  not 
disturb  the  average  patient. 
SIDE-EFFECTS:  Dryness  of  mouth, 
blurred  vision  and  difficult  urination. 
PRECAUTIONS:  Use  cautiously 
prostatic  hypertrophy.  Do  not  use 
glaucoma. 

Tablets  packaged  in  bottles  of 
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The  synthesis  of  cortisone  was 
accomplished  by  Merck  Sharp  & 
Dohme  in  1948— the  famous  “Com- 
pound E”  used  by  Dr.  Philip  Hench 
in  his  historic  experiment  at  the 
Mayo  Clinic. 

But  proud  as  we  are  of  our  role  in 
the  development  of  cortisone  and 
subsequent  corticosteroids,  we 
have  continued  to  seek  a greater 
understanding  of  arthritic  disorders 


and  new  drugs  for  their  treatment. 

One  such  drug  — INDOCIN"  (indo- 
methacin),  a nonsteroid,  anti- 
inflammatory agent  fundamentally 
different  in  structure  and  activity 
from  other  drugs  in  use  — was  re- 
cently made  available  for  the  treat- 
ment of  arthritic  conditions.  It 
opens  new  possibilities  for  the  long- 
term management  of  arthritis  and 
inflammatory  disease. 


MERCK  SHARP  & DOHME  I where  today’s  theory  is  tomorrow’s  therapy 

Division  of  Merck  & Co  . Inc  . West  Point,  Pa.  | 
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ADVERTISERS 


INDOCIN 

INDOMETHACIN 


Indications:  Chronic  and  acute  rheumatoid  arthritis, 
rheumatoid  (ankylosing)  spondylitis,  degenerative 
joint  disease  (osteoarthritis)  of  the  hip,  and  gout. 
Contraindications:  Active  peptic  ulcer,  gastritis, 
regional  enteritis,  or  ulcerative  colitis.  Safety  in 
pregnancy  has  not  been  established.  Not  recom- 
mended for  pediatric  age  groups. 

Warning:  Patients  who  experience  dizziness,  light- 
headedness, or  feelings  of  detachment  on 
INDOCIN  should  be  cautioned  against  operating 
motor  vehicles,  machinery,  climbing  ladders,  etc. 
Use  cautiously  in  patients  with  psychiatric  dis- 
turbances, epilepsy,  or  parkinsonism. 

Precautions  and  Adverse  Reactions:  Most  com- 
monly, headache,  dizziness,  lightheadedness,  G.l. 
disturbances.  The  C.N.S.  effects  are  often  tran- 
sient and  frequently  disappear  with  continued 
treatment  or  reduced  dosage.  The  severity  of  these 
effects  may  occasionally  require  cessation  of 
therapy.  G.l.  effects  may  be  minimized  by  giving 
the  drug  with  food  or  with  antacids  or  immedi- 
ately after  meals.  Ulceration  of  the  stomach,  duo- 
denum, or  small  intestine  has  been  reported  and, 
in  a few  instances,  severe  bleeding  with  perfora- 
tion and  death.  Gastrointestinal  bleeding  with  no 
obvious  ulcer  formation  has  also  been  noted; 
INDOCIN  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  G.l.  bleeding,  some  patients 
may  manifest  anemia,  and  for  this  reason  periodic 
hemoglobin  determinations  are  recommended. 
Rare  reports  of  effects  not  definitely  known  to 
be  attributable  to  INDOCIN  include  bleeding  from 
the  sigmoid  colon  (either  from  a diverticulum  or 
without  a known  previous  pathologic  condition), 
perforation  of  preexisting  sigmoid  lesions  (di- 
verticulum, carcinoma),  and  hematuria.  In  other 
rare  cases,  a diagnosis  of  gastritis  has  been  made 
while  the  drug  was  being  given.  One  patient  de- 
veloped ulcerative  colitis,  and  another,  regional 
ileitis,  while  receiving  INDOCIN;  when  the  drug 
was  given  to  patients  with  preexisting  ulcerative 
colitis,  there  was  an  increase  in  abdominal  pain. 
Infrequently  observed  side  effects  may  include 
drowsiness,  tinnitus,  mental  confusion,  depression 
and  other  psychic  disturbances,  blurred  vision, 
stomatitis,  pruritus,  edema,  and  hypersensitivity 
reactions.  Slight  BUN  elevation,  usually  transient, 
has  been  seen  in  some  patients,  although  the  pre- 
ponderance of  evidence  indicates  that  INDOCIN 
does  not  adversely  affect  renal  function,  even  in 
patients  with  preexisting  renal  disease.  Neverthe- 
less, renal  function  should  be  checked  periodically 
in  patients  on  long-term  therapy.  Leukopenia  has 
been  seen  in  a few  patients. Transient  elevations  in 
alkaline  phosphatase,  cephalin-cholesterol  floccu- 
lation, and  thymol  turbidity  tests  have  been  ob- 
served in  some  patients  and,  rarely,  elevations  of 
SGOT  values;  the  relationship  of  these  changes  to 
the  drug,  if  any,  has  not  been  established.  As  with 
any  new  drug,  patients  should  be  followed  carefully 
to  detect  unusual  manifestations  of  drug  sensitivity. 
Before  prescribing  or  administering,  read  prod- 
uct circular  with  package  or  available  on  request. 
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Butazolidin  alka 

phenylbutazone,  100  mg. 
dried  aluminum  hydroxide  gel,  100  mg. 
magnesium  trisilicate,  150  mg. 
homatropine  methylbromide,  1.25  mg. 


Usually  works  within  3 to  4 days 
in  osteoarthritis 


The  trial  period  need  not  exceed  1 week.  In 
contrast,  the  recommended  trial  period  for 
indomethacin  is  at  least  1 month. 

That’s  why  it's  logical  to  start  therapy  with 
Butazolidin  alka— you'll  know  quickly  whether 
or  not  it  works.  And  usually,  it  will. 

A large  number  of  investigators  have  re- 
ported major  improvement  in  about  75%  of 
cases.  Some  patients  have  gone  into  remis- 
sion. Relief  of  stiffness  and  pain  may  be 
followed  quickly  by  improved  function  and 
resolution  of  other  signs  of  inflammation.  And 
Butazolidin  alka  is  well  tolerated,  especially 
since  it  contains  antacids  and  an  antispas- 
modic  to  minimize  gastric  upset. 

Contraindications 

Edema;  danger  of  cardiac  decompensation; 
history  or  symptoms  of  peptic  ulcer;  renal, 
hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  Because 
of  the  increased  possibility  of  toxic  reactions, 
the  drug  should  be  used  with  greater  care  in 
the  elderly  and  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  chemo- 
therapeutic agents  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  contra- 
indicated in  patients  with  glaucoma. 

Warning 

If  coumarin-type  anticoagulants  are  given 
simultaneously,  the  physician  should  watch 
for  excessive  increase  in  prothrombin  time. 


Pyrazole  compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea,  sulfonamide- 
type  agents  and  insulin.  Patients  receiving 
such  concomitant  therapy  should  be  carefully 
observed  for  this  effect. 

Use  with  caution  in  the  first  trimester  of  preg- 
nancy. 

Precautions 

Before  prescribing,  the  physician  should  ob- 
tain a detailed  history  and  perform  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
be  kept  under  close  supervision  and  should 
be  warned  to  report  immediately  fever,  sore 
throat,  or  mouth  lesions  (symptoms  of  blood 
dyscrasia);  sudden  weight  gain  (water  re- 
tention); skin  reactions;  black  or  tarry  stools. 
Regular  blood  counts  should  be  made  to 
guard  against  blood  dyscrasias. 

Adverse  Reactions 

The  most  common  adverse  reactions  are  nau- 
sea, edema  and  drug  rash.  Moderately  lowered 
red  cell  count  may  sometimes  occur  due  to  he- 
modilution.  The  drug  has  been  associated  with 
peptic  ulcer  and  may  reactivate  a latent  peptic 
ulcer.  Infrequently,  agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syndrome  or  a 
generalized  allergic  reaction  may  occur  and 
require  withdrawal  of  medication.  Stomatitis, 
salivary  gland  enlargement,  vertigo  or  languor 
may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be 


attributed  to  the  drug.  Thrombocytopenic 
purpura  and  aplastic  anemia  are  also  possible 
side  effects. 

Confusional  states,  hyperglycemia,  agitation, 
headache,  blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported,  as 
have  hepatitis,  jaundice  and  several  cases  of 
anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur 
infrequently. 

Dosage 

The  initial  daily  dosage  in  adults  is  300-600 
mg.  daily  in  divided  doses.  In  most  instances, 
400  mg.  daily  is  sufficient.  When  improvement 
occurs,  dosage  should  be  decreased  to  the 
minimum  effective  level:  this  should  not 
exceed  400  mg.  daily,  and  is  often  achieved 
with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full 
prescribing  information. 

6509-V(B) 

Also  available:  Butazolidin®, phenylbutazone 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  BU-3804R 

Geigy 


Artist's  rendering  of  the  urinary  bladder  illustrating  the  trigone,  circular, 
and  longitudinal  layers  of  smooth  muscle.  Note  the  spray  of  fibers  which 
passes  from  the  trigone  to  the  wall  of  the  urethra. 


GENITOURINARY  TRACT  SPASM 


Philips  Roxane  Laboratories 
Medical  Illustration  Series 

Number  Five  — SPACOLIN 

Additional  copies  available  on  request 


Spastic  conditions  of  the  genitourinary  tract  as  a 
result  of  inflammation  or  calculi  are  often  difficult 
to  treat  due  to  the  combination  of  voluntary  and 
involuntary  neural  control  of  the  system.  Urine  enters 
the  bladder  in  periodic  spurts  brought  about  by  suc- 
cessive peristaltic  waves  that  begin  in  the  smooth 
muscle  of  the  renal  pelvis  and  pass  downward.  The 
normal  anatomical  constrictions  of  the  ureters  are 
of  clinical  importance  because  they  frequently  inhibit 
the  passage  of  small  calculi. 

Abnormal  distention  of  the  bladder  as  a result  of  an 
obstructed  outlet  due  to  stricture  of  the  urethra  or 
an  adenomatous  prostate  often  requires  consideration 
of  the  smooth  muscle  involved.  Because  prostatic 
tubules  invade  the  internal  smooth  muscle  layer  of 
the  urethra,  unusual  enlargement  of  the  prostate 
impedes  the  sphincter-like  action  of  this  muscle. 
Micturition,  with  inflammation  of  the  bladder  and 
attending  atonicity,  is  more  frequent  and  in  cases 
of  long  duration  (e.g.  tuberculosis)  contracture  of 
the  bladder  approaches  a permanent  state.  The  clin- 
ical importance  of  the  smooth  musculature  in  the 
urinary  tract  cannot  be  overemphasized. 


SMOOTH  MUSCULATURE 
OF  THE  URINARY  TRACT 


Roxane,  Inc. 


The  ureters  are  composed  of  three  layers  of  smooth  muscle,  an 
inner  longitudinal  layer,  a middle  circular  layer,  and  an  outer 
longitudinal  layer  which  course  the  entire  length  from  the  renal 
pelvis  to  the  wall  of  the  bladder  where  the  ureters  open  as 
slit-like  apertures  for  the  most  part  retaining  their  own  mus- 
culature. They  are  fairly  uniform  in  size  except  for  three 
slightly  constricted  portions,  one  at  the  ureteropelvic  junction, 
the  second  at  the  pelvic  brim,  and  the  third  at  the  extreme 
lower  end  of  the  ureter  as  it  passes  through  the  bladder  wall. 

The  smooth  musculature  of  the  bladder  is  constituted  in  three 
general  layers  with  poorly  defined  boundaries.  The  outer  layer 
is  composed  mainly  of  longitudinal  fibers  which  extend  to  the 
neck  of  the  bladder  where  certain  bundles  unite  to  form  a 
loop  around  the  anterior  surface  of  the  vesical  orifice.  Within 
this  loop,  the  circular  layer  forms  a wedge  below  the  outlet 
and  flows  down  the  urethra  in  an  oblique  direction  surround- 
ing the  canal  as  a thin  layer  which,  when  stimulated,  provides 
an  upward  pull  on  the  urethral  canal.  The  upward  pull  of  this 
loop  combined  with  the  downward  pull  of  the  longitudinal 


layer  gives  a sphincter-like  action  to  the  musculature  at  the 
bladder  neck  although  no  true  sphincter  is  present.  The  mus- 
culature of  the  trigone  arises  from  the  longitudinal  muscle 
fibers  of  each  ureter  and  spreads  over  the  muscles  of  the 
bladder  wall. 

The  male  urethra  is  for  the  most  part  mucous  membrane  which 
contains  loosely  arranged  longitudinal  and  circular  smooth 
muscle  layers.  In  the  prostatic  part  at  the  neck  of  the  bladder, 
the  circular  layer  is  highly  developed  and  acts  in  harmony  with 
the  descending  array  of  circular  fibers  of  the  bladder  con- 
tributing to  the  sphincter-like  control  of  the  neck. 

Spacolin  (Alverine  citrate)  is  a musculotropic  antispasmodic 
which  acts  directly  on  the  smooth  muscle  of  the  genitourinary 
tract  with  rapid  onset  and  long  duration.  Because  the  para- 
sympathetic nervous  system  is  avoided,  anticholinergic  side 
effects  do  not  occur.  Moreover,  Spacolin,  (Alverine  citrate)  is 
ideally  suited  for  relief  of  smooth  muscle  spasm  in  the  presence 
of  prostatic  hypertrophy. 


PHARMACODYNAMICS  OF  SPACOLIN® 

(Alverine  citrate) 


A potent  musculotropic  counter-spasmodic. 

Little  or  no  effect  on  normal  muscle  tonicity  and 
motility. 

Spasmolytic  effect  is  2'hi  to  3 times  stronger  than 
papaverine. 

Unrelated  to  atropine  or  atropine-like  drugs. 

Therefore  no  atropine-like  side  effects  such  as  dry 
mouth,  blurred  vision,  constipation  and  urinary 
retention. 


Not  contraindicated  in  glaucoma  or  prostatic 
hypertrophy. 


GENITOURINARY  TRACT  SPASM 


FAST  RELIEF  OF  SMOOTH 
MUSCLE  SPASM 

i|® 

(Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 

INDICATIONS:  Smooth  muscle  spasmolytic  for 
use  in  spastic  colon,  spastic  conditions  of  the  gas- 
trointestinal tract,  biliary  dyskinesia,  cholecystitis, 
spasm  associated  with  peptic  ulcer,'  achalasia, 
pylorospasm,  spasm  attendant  to  diarrhea,  spastic 
conditions  of  the  genitourinary  tract  attributable  to 
inflammation  and  calculi,  certain  primary  dys- 
menorrheas and  as  an  aid  in  cystoscopic,  esophag- 
oscopic  and  gastroscopic  examinations. 

PRECAUTION:  Caution  is  recommended  when 
using  in  hypotensive  patients. 

SIDE  EFFECTS:  In  common  with  other  smooth 
muscle  depressants,  Spacolin  temporarily  lowers 
blood  pressure. 

DOSAGE:  One  tablet  after  meals  1 to  3 times  daily 
at  discretion  of  physician.  When  treating  spasm 
associated  with  peptic  ulcer,  achalasia  or  pyloro- 
spasm, administer  tablets  V 2 hour  before  meals.  In 
dysmenorrhea,  one  tablet  3 times  daily  starting  at 
onset  of  discomfort. 

SUPPLIED:  Bottles  of  100  and  500- 120  mg.  tablets. 

•Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer 
treatment  and  should  not  be  neglected. 
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PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane.  Inc.  Columbus,  Ohio 


Syncuma,  Duphaston,  Measles  Vaccine,  Acusul  and 
Acutuss  are  other  significant  products  for  your  consideration. 


"First  with  the  Retro-Steroids"  . 


WAVERLEY  SANITARIUM,  Inc. 

(Founded  in  1914  By  Dr.  and  Mrs.  J.  W.  Babcock) 

Waverley  Sanitarium  is  a hospital  for  the  treatment  of  nervous  and  mental  diseases 
including  Out  Patient  Department,  EST  Therapy,  Occupational  Therapy,  Recreational 
Therapy,  X-Ray  Department  and  Complete  Laboratory  Facilities. 


For  Information  Call 
SUPERINTENDENT  253-2243 


2727  Forest  Drive 
Columbia,  S.  C. 

AIR-CONDITIONED,  FIRE  SPRINKLER,  AND  FIRE-PROOF  THROUGHOUT 


Dollars  Today — 

— Doctors  Tomorrow 

American  Medical  Association 
Education  and  Research  Foundation 


535  North  Dearborn  Street.  Chicago  10,  Illinois 


Founded  In  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
N.C.  28801 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 
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now... introducing  a new  high-strength  dosage  fw 

SIGNED! 


A 'MAXIMUM  SECURITY’  ANTIBIOTIC9 


* THE  BROAD  RANGE  DEPENDABILITY  OF  TETRACYCLINE 

long  established  as  the  broad-spectrum  agent  of  first  choice  in  a wide 
variety  of  infections 

* WITH  THE  ADDED  SECURITY  OF  MEDIUM-SPECTRUM  REINFORCEMENT 

triacetyloleandomycin  is  highly  active  against  the  common  ‘coccal’ 
pathogens,  including  certain  strains  of  staphylococci  resistant  to  penicillin 
and  tetracycline 

* ESPECIALLY  VALUABLE  IN  U.R.I. 

provides  decisive  therapy  in  acute  respiratory  infections  and  other 
conditions  in  which  staphylococci,  streptococci  or  mixed  flora  are 
frequently  encountered 

* NOW  AVAILABLE  IN  NEW  STRENGTH  FOR  NEW  CONVENIENCE  AND 
ECONOMY 

Signemycin  375  — high-potency  capsules  for  simpler  administration, 
greater  patient  economy 
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Ili.V  375 

(tetracycline  250  mg. 
triacetyloleandomycin  125  mg.) 


Indications:  Indicated  in  the  therapy  of  acute  severe  infec- 
tions caused  by  susceptible  organisms  and  primarily  by 
bacteria  more  sensitive  to  the  combination  than  to  either 
component  alone.  In  any  infection  in  which  the  patient  can 
be  expected  to  respond  to  a single  antibiotic,  the  combina- 
tion is  not  recommended.  Signemycin  should  not  be  used 
where  a bacteriologically  more  effective  or  less  toxic 
agent  is  available.  Triacetyloleandomycin,  a constituent  of 
Signemycin,  has  been  associated  with  deleterious  changes 
in  liver  function.  See  precautions  and  adverse  reactions. 
Contraindications:  Contraindicated  in  individuals  who  have 
shown  hypersensitivity  to  any  of  its  components.  Not  recom- 
mended for  prophylaxis  or  in  the  management  of  infectious 
processes  which  may  require  more  than  10  days  of  con- 
tinuous therapy.  If  clinical  judgement  dictates  therapy  for 
longer  periods,  serial  monitoring  of  liver  function  is  recom- 
mended. Not  recommended  for  subjects  who  have  shown 
abnormal  liver  function  tests,  or  hepatotoxic  reactions  to 
triacetyloleandomycin. 

Precautions  and  Adverse  Reactions:  Triacetyloleandomycin, 
administered  to  adults  in  daily  oral  doses  of  1.0  gm.  for  10 
or  more  days,  may  produce  hepatic  dysfunction  and  jaun- 
dice. Adults  requiring  3 gm.  of  Signemycin  initially  should 
have  liver  function  followed  carefully  and  the  dosage  should 
be  reduced  as  promptly  as  possible  to  the  usual  recom- 
mended range  of  1.0  to  2.0  gm.  per  day.  Present  clinical 
experience  indicates  that  the  observed  changes  in  liver 


function  are  reversible  after  discontinuation  of  the  drug. 

Use  with  caution  in  lower  than  usual  doses  in  cases  with 
renal  impairment  to  avoid  accumulation  of  tetracycline  and 
possible  liver  toxicity.  If  therapy  is  prolonged  under  such 
circumstances,  tetracycline  serum  levels  may  be  advisable. 
In  long  term  therapy  or  with  intensive  treatment  or  in  known 
or  suspected  renal  dysfunction,  periodic  laboratory  evalua- 
tion of  the  hematopoietic,  renal  and  hepatic  systems  should 
be  done.  Formation  of  an  apparently  harmless  calcium  com- 
plex with  tetracycline  in  any  bone  forming  tissue  may  occur. 
Use  of  tetracycline  during  tooth  development  (3rd  trimester 
of  pregnancy,  infancy  and  early  childhood)  may  cause  dis- 
coloration of  the  teeth.  Reversible  increased  intracranial 
pressure  due  to  an  unknown  mechanism  has  been  observed 
occasionally  in  infants  receiving  tetracycline.  Glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis  and  definite 
allergic  reactions  occur  rarely.  Severe  anaphylactoid  reac- 
tions have  been  reported  as  due  to  triacetyloleandomycin. 
Photosensitivity  and  photoallergic  reactions  (due  to  the 
tetracycline)  occur  rarely.  Medication  should  be  discon- 
tinued when  evidence  of  significant  adverse  side  effects  or 
reaction  is  present.  Patients  should  be  carefully  observed 
for  evidence  of  overgrowth  of  nonsusceptible  organisms 
including  fungi,  which  occurs  occasionally,  and  which  in- 
dicates this  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Steps  should  be  taken  to  avoid  masking 
syphilis  when  treating  gonorrhea. 


J.  B.  ROERIG  AND  COMPANY 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-being1" 
New  York,  N.Y.  10017 
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what 


time 


is  it? 


For  the  past 
two  years 
there’s  been 


one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


it’s  time 


to  tine. 


Tuberculin, 
Tine  ,^»Test 


(Rosenthal) 


(8 


Lederle 


Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  (■ 
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The  comfortable  way  to  get  well.™ 


When  headache,  fever,  pain, 
malaise  accompany  bacterial  URI 

Tetrex-APC 

WITH  BRISTAMIN® 

(tetracycline  phosphate  complex  with  analgesics  and  antihistamine) 


With  a single  prescription,  you 
can  add  all  the  known  benefits 
of  Tetrex  (tetracycline  phos- 
phate complex)  to  the  tradi- 
tional relief  provided  by  APC. 
At  the  same  time  Bristamin 
( phenyltoloxamine  citrate), 
provides  relief  of  allergic 
symptoms— watery  eyes,  rhi- 
norrhea  and  congestion. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete 
information,  consult  Official  Package  Circular. 
Indications:  Upper  respiratory  infections  due  to 
sensitive  bacteria  where  concomitant  sympto- 
matic relief  of  fever,  malaise  and  congestion  is 
desired.  Contraindication  A post  history  of  hy- 
persensitivity to  one  or  more  components.  Warn- 
ings. Photodynamic  reactions  hove  been  produced 
by  tetracyclines.  Natural  and  artificial  sunlight 
should  be  avoided  during  therapy.  Stop  treat- 
ment if  discomfort  occurs.  With  renal  impairment, 
systemic  accumulation  and  hepatotoxicity  may 
occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  tri- 
mester of  pregnancy,  neonatal  period  and  child- 
hood). Precautions  Antihistamines  may  cause 
drowsiness  and  patients  should  not  perform  tasks 


requiring  mental  alertness  while  taking  this  agent. 
Bacterial  or  mycotic  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pres- 
sure with  bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should  be 
performed  initially  and  monthly  for  three  months. 
Adverse  Reactions:  Glossitis,  stomatitis,  nausea, 
diarrhea,  flatulence,  proctitis,  vaginitis,  derma- 
titis and  allergic  reactions  may  occur.  Usual 
Adult  Dose.  Two  capsules  q.i.d.  Continue  ther- 
apy for  of  least  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before 
or  two  hours  offer  meals.  Supplied:  Bottles  of  24 
and  100. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


BRISTOL 
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15  Gm. 


new  small  size 


FOR  TOPICAL  USE  OKU 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

CREAM 


0.01% 


zff2 

SYNTEX 

LABORATORIES.  INC 
Palo  Alto.  Cali) 


CAUTION 
Federal  law 
prohibits  dispensing 
without  prescription 

MADE  IN  U.S.A 


$ynalai*o.O] 

(fluocinolone  acetonide)  creai 

15  (will. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topical 
with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01  %>  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone1 plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  with  a history  of  hypersensitivity  to  any 
of  its  components  Precautions:  1 General- Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  ihe  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  lopical  steroids  have  not  been  reported  to 


have  an  adverse  eltect  on  pregnancy,  the  salely  of  their  use  on  prt 
females  has  not  absolutely  been  established.  Therefore,  they  should 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  prol 
periods  of  time.  2 Occlusive  dressing  mefbod-With  occlusion  of  exti 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  sl 
precautions  should  be  taken  Occasional  patients  may  show  contactl 
tivily  to  a particular  dressing  material  or  adhesive.  Miliaria,  folliculi 
pyodermas  have  been  seen  infrequently  with  the  use  ot  this  technique 
development  of  infection  requires  appropriate  antibacterial  therapy  ai 
continuation  of  the  occlusive  dressing  method  Local  atrophy  and  V'1 
have  been  reported  with  protracted  occlusive  dressing  therapy  While 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remi: 
may  persist  (or  several  weeks  to  several  months  in  favorable  case: 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance! 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse, 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  ir 
use  Similarly,  caution  should  be  employed  when  such  films  are  used 
left  near  children  to  avoid  the  possibility  ol  accidental  suffocation': 
Etlects:  Side  effects  are  not  ordinarily  encountered  with  topically  at1 
corticosteroids  As  with  all  drugs,  however,  a few  patients  may  react 
vorably  to  Synalar  under  certain  conditions  References:  1 Cahn.  M M 
Levy,  E J J New  Drugs  1 262  (Nov -Dec  ) 1961  2.  Meenan,  F.  O : 

Med  Ass  52  75  (Mar.)  1963  3 Robinson.  H.  M . Jr..  Raskin,  J , and  Durl 
W.  J.  R.;  Southern  Med  J 56  797  (Jul  ) 1963. 
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l>f  a modern 
Corticosteroid 
economy  of 
hydrocortisone 


low... a choice  of  3 


120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 


fluocmolone  acetonidc  — an  original  steroid  from 
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It  works 


some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 

Benadryl® 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  oo«.« 
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PARKE,  DAVIS  A COMPANY,  Dtlml,  M.chigan  13122 


when  anxiety 
is  part  of  the 

clinical  picture 


(chlordiazepoxide  HG1) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Contraindications:  Patients  with  known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants. 
Warn  against  hazardous  occupations  requiring  complete  mental  alertness.  Use  caution  in  adminis- 
tering to  addiction-prone  patients  or  those  who  might  increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential  benefits  be  weighed  against  its  possible  hazards. 

Precautions:  In  elderly  and  debilitated  and  in  children  over  five,  limit  dosage  to  smallest  effective 
amount,  increasing  gradually  as  needed  and  tolerated.  In  general,  concomitant  use  with  other 
psychotropics  is  not  recommended.  Paradoxical  reactions  have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically.  Observe  usual  precautions  in  presence  of  impaired  renal  or  hepatic  function, 
impending  depression  and  suicidal  tendencies. 

Adverse  reactions:  Drowsiness,  ataxia  and  confusion  may  occur,  especially  in  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  Syncope  occurs  rarely.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis,  jaundice  and  hepatic  dysfunction)  may  develop 
occasionally,  making  periodic  blood  counts  and  liver-function  tests  advisable  during  protracted 
therapy.  Individual  maintenance  dosages  should  be  determined. 

Dosage:  Oral  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  . . , 

severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients:  5 mg  b.i.d.  to  q.i.d.  13,!'*  ’*  MW~TI 

Supplied:  Capsules,  5 mg,  10  mg  and  25  mg  — bottles  of  50. 

Roche  Laboratories  • Division  of  Hoffmann-La  Roche  Inc  • Nutley,  N.J.  07110 


The  Journal  of  The 

SOUTH  CAROLINA 

Medical  Association 


Caroli 


) UME  62 


DECEMBER  1966 


NUMBER  12 


V- 


ECONOMICAL! 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request. 
Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 

600981 


When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 1 IA//nf/jrop 


urand  of  phenylephrine  hydrochloride 


Is  available  in  a variety  of  forms, 
for  all  ages: 

Vs%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

Vj%  solution  for  adults 

Vj%  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1%  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 


A MODERN  PSYCHIATRIC  HOSPITAL 

for  the  treatment  of  psychosomatic,  neurotic  and  psychotic  disorders  and 
selected  cases  of  alcoholism  and  drug  addiction. 

Psychotherapy,  analytic  or  directive,  individually  or  group,  oriented; 
electro-shock  therapy;  carbon  dioxide  inhalation;  occupational  therapy;  medi- 
cal and  nursing  regimens  are  carefully  adapted  to  each  patient’s  needs. 

Two  resident  physicians,  a staff  of  consultants,  and  a limited  number  of 
patients  insure  intensive  and  individualized  treatment. 

THE  PINEBLUFF  SANITARIUM 

Pinebluff,  North  Carolina 

Located  in  a 60-acre  park  of  long  leaf  pines  on  U.  S.  Route  1, 

6 miles  south  of  Pinehurst  and  Southern  Pines. 

Malcolm  D.  Kemp,  M.  D.,  F.A.P.A.,  Medical  Director  Phone  Pinebluff 

Butler  1-3700 
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FACTS 

COUNT 


IN  PAPER  MANUFACTURING 


facts  count,  too,  in  selecting  health  care  coverage 


Thousands  of  facts  are  required  to  make  a single  sheet 
of  paper.  The  big  name  companies  in  the  paper  busi- 
ness rely  on  facts  in  every  phase  of  production.  Quality 
control  is  always  an  important  part  of  their  procedure. 
They  carefully  control  the  paper's  color,  thickness  and 
moisture  content.  They  must  also  be  concerned  with  its 
texture,  tensile  strength  and  Ph  factor. 

These  same  companies  have  used  facts  in  selecting 
health  care  coverage  for  their  employees.  After  weigh- 
ing the  facts,  they  chose  Blue  Cross  and  Blue  Shield. 
They  have  found  that  this  health  care  program  offers 
maximum  protection  for  the  lowest  possible  cost. 
Benefits  are  stated — not  in  fixed  dollar  amounts  that 


may  not  adequately  cover  costs  tomorrow-but  in  terms 
of  the  actual  health  care  needed.  Coverage  is  good  for 
employees  and  their  families,  too,  wherever  they  go. 
These  facts  influenced  two  of  the  best-known  paper 
companies  to  pick  Blue  Cross  and  Blue  Shield. 

Facts  count  in  your  business,  too,  especially  in  health 
care  coverage  for  your  employees.  Your  experienced 
Blue  Cross  and  Blue  Shield  representative  can  provide 
the  facts  about  the  coverage  that  best  fulfills  your  com- 
pany's requirements. 

Review  the  facts.  Your  first  choice  will  be  Blue  Cross 
and  Blue  Shield. 


Blue  Cross -Blue  Shield, 

This  ad,  in  behalf  of  health  care  coverage,  is  appearing 
in  daily  and  weekly  newspapers  throughout  South  Carolina. 
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B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble 
mins  and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules, 
taining  therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  I 
increased  metabolic  demands  of  patients  with  physiologic  stress.  In  chronic 
ness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  r 
Vitamin  B2  (Riboflavin) 

Vitamin  B6  (Pyridoxine  HCI) 

Vitamin  Bi2  Crystalline 
Vitamin  C (Ascorbic  Acid) 

Niacinamide 
Calcium  Pantothenate 
Recommended  intake  Adults,  1 ca 
daily,  for  the  treatment  of  vitamin  deficie 
cies.  Supplied  in  decorative  "reminded 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


A palatable  chloral  hydrate  syrup 
containing  10  grains  in  each  teaspoonful. 


JONES  and  VAUGHAN 
Richmond  26.  Virginia 
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'fell.  Doctor , it's  sort  of 

cross  between  a smoker’s  hack  and  a seal’s  bark. 


Division  of  The  Dow  Chemical  Company,  Indianapolis 


3 a wise  mother  who  realizes  there  may  be  more  to  her  child’s  cough  than  meets  the  ear 
and  brings  the  youngster  to  you  promptly  for  diagnosis  and  treatment. 

.he  cough  is  the  useless,  exhausting  type  that  often  accompanies  respiratory  infection  or 
ergy,  you  can  provide  prompt  relief  with  Novahistine  DH.  Its  decongestant-antitussive 
tion  controls  frequency  and  intensity  of  cough  spasms  without  abolishing  cough  reflex, 
id  the  fresh  grape  flavor  of  Novahistine  DH  appeals  to  children  and  adults  alike, 
hen  your  diagnosis  is  bronchitis,  complicated  by  thick  tenacious  exudates,  Novahistine 
pectorant  is  particularly  useful.  It  not  only  provides  decongestive  action  and  controls 
s cough,  but  also  encourages  expectoration,  thus  easing  bronchial  constriction  and 
struction. 

,e  with  caution  in  patients  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism 
urinary  retention.  Ambulatory  patients  should  be  advised  that  drowsiness  may  result, 
mtinuous  dosage  over  an  extended  period  is  contraindicated  since  codeine  phosphate 
jy  cause  addiction. 

ch  5 ml.  teaspoonful  of  Novahistine  DH  contains  codeine  phosphate,  10  mg.  (Warning: 
ly  be  habit  forming);  phenylephrine  hydrochloride,  10  mg.;  chlorpheniramine  maleate, 
mg.;  chloroform  (approx.),  13.5  mg.;  l-menthol,  1 mg.  (Alcohol  5%).  Each  5 ml.  of 
■iivahistine  Expectorant  contains  the  above  ingredients  and,  in  addition,  glyceryl 
aiacolate,  100  mg. 


EXPECTORANT 


PITMAN-MOORE 
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diet-rite  cola... 

America’s  Number  1 

Diet-Rite  Cola  is  better  tasting  than  old-time  colas . . . 
or  their  low-calorie  off-shoots.  No  sugar  at  all... less 
than  1 calorie  per  bottle  . . .full  cola  taste.  The  /oH  of 
Diet-Rite,  about  2.6  to  2.8,  represents  the  same 
general  range  of  acidity  as  other  cola  beverages  and 
a number  of  fruit  juices.  Diet-Rite  Cola  is  a soft  drink 
you  and  your  patients  will  like... and  go  on  liking. 

A Product  of  Royal  Crown  Cola  Co. 
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potent  combination  in 
ruly  delicious  orange-flavored  forms: 


IYTHROMYCIN  ETHYL  SUCCINATE-TRISULFAPYRIMIDINES 


warn 


When  combination  antibiotic 
therapy  is  indicated... 


CONSIDER:  an  exceptionally  high 
cure  rate  in  susceptible  infections 


The  rationale:  When  combined,  Erythrocin  and 
the  trisulfapyrimidines  (triple  sulfas)  are  indicated 
in  infections  that  are  more  susceptible  to  the 
combination  than  to  either  agent  alone.  Such 
conditions  are  usually  found  in  urinary,  lower 
respiratory  tract  and  chronic  ear  conditions. 

The  results:  Clinical  studies  involving  142 
young  patients  showed  an  overall  cure  rate  of 


96.5%.  Side  effects  were  experienced  by  only  foi 
of  the  patients. 

The  acceptance:  The  majority  of  the  14 
patients  studied  expressed  a definite  liking  f 
the  products.  There  were  only  two  refusals.  A 
independent  taste-test  with  50  healthy  childrt 
further  substantiated  the  excellent  acceptabili 
of  the  orange-flavored  forms.  : 


ERYTHROCIN-SULFAS 

ERYTHROMYCIN  ETHYL  SUCCINATE -TRISULFAPYRIMIDINES  a 

\b?ii 


M 
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In  Chewable  Tablets 
In  Granules  for  Oral  Suspension 


ERYTHROCIN-SULFAS 

Brief  Summary 

Indications:  Use  Erythrocin-Sulfas  in  in- 
fections more  susceptible  to  the  combination 
than  to  either  agent  alone.  These  are  usually 
found  in  urinary,  lower  respiratory  tract, 
and  chronic  ear  infections. 

Contraindications:  Known  sensitivity  to 
erythromycin  or  sulfonamides.  Because  of 
the  possibility  of  kernicterus  with  sulfona- 
mides, do  not  use  in  pregnancy  at  term, 
premature  or  new  born  infants. 

Warnings : As  with  other  forms  of  sulfona- 
mide therapy,  carefully  evaluate  patients 
with  liver  or  kidney  damage,  urinary  ob- 
struction, or  blood  dyscrasia.  Deaths  have 
been  reported  from  hypersensitivity  re- 
actions and  blood  dyscrasias  following  use  of 
sulfonamides.  Perform  blood  counts  and 
liver  and  kidney  function  tests  if  used  re- 
peatedly at  close  intervals  or  for  long  periods. 

Precautions:  Use  sulfonamides  with  cau- 
tion in  patients  with  a history  of  allergy. 
Assure  adequate  fluid  intake  to  prevent  crys- 
talluria  and  institute  alkali  therapy  if  in- 
dicated. 

Adverse  Reactions : Sulfonamide  therapy 
may  be  associated  with  headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis,  pan- 
creatitis, blood  dyscrasias,  neuropathy,  drug 
fever,  skin  rash,  injection  of  the  conjunctiva 
and  sclera,  petechiae,  purpura,  hematuria 
and  crystalluria. 

Side  effects  due  to  erythromycin  are  in- 
frequent, but  occasional  abdominal  discom- 
fort, nausea,  or  vomiting,  urticaria  and  other 
skin  rashes  may  occur. 

If  a reaction  or  overgrowth  of  nonsuscep- 
tible  organisms  occurs,  withdraw  the  drug. 

Supplied : The  Granules  for  Oral  Suspension 
come  in  bottles  of  60  ml.  and  150  ml.  The 
Chewable  tablets  are  in  bottles  of  50.  Each 
5-ml.  teaspoonful  of  reconstituted  Granules 
or  each  Chewable  tablet  provides  erythro- 
mycin ethyl  succinate  equivalent  to  125  mg. 
of  erythromycin  activity  and  167 
mg.  each  of  sulfadiazine,  sulfa- 
merazine  and  sulfamethazine,  eooaw 


Lessens  motility, 
reduces  secretions  and 
maintains  mild  sedation 


ANTROCOL’ 


ANTISPASMODIC 

ANTISECRETORY 

SEDATIVE 


Each  tablet  or  capsule  contains  Atropine 
sulfate  0.324  mg.  Phenobarbital  16  mg. 
Warning,  may  be  habit  forming.  *Ben- 
sulfoid  65  mg.  *See  White  Sec.  P.D.R. 
p.  851. 

INDICATIONS:  Peptic  ulcer.  Func- 
tional digestive  disturbances. 
DOSAGE:  In  peptic  ulcer  4 to  8 tablets 
or  capsules  per  day.  Dryness  of  mouth 
is  a guide  to  proper  dosage  in  acute  ulcer. 
As  the  ulcer  heals,  increased  sedation 
is  an  indicator  to  reduce  dosage.  In 
functional  digestive  disturbances,  1 tab- 
let or  capsule  every  six  hours  maintains 
sedation  at  the  threshold  of  calmness. 
The  mild  antisecretory  action  does  not 
disturb  the  average  patient. 
SIDE-EFFECTS:  Dryness  of  mouth, 
blurred  vision  and  difficult  urination. 
PRECAUTIONS:  Use  cautiously 
prostatic  hypertrophy.  Do  not  use 
glaucoma. 

Tablets  packaged  in  bottles  of 
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A Key  Site  of  Action  oi  the 
Protoveratrine  A in  Salutensin 

“The  main  function  of  the 
carotid  sinus  is  regulation  of 
the  blood  pressure — ”l 

The  veratrum  component  of 
Salutensin  acts  here  (and  in  the 
myocardium),  initiating 
“...a  reflex  fall  in  blood  pressure 
through  a generalized  vaso- 
dilation and  fall  in  heart  rate.”2 


This  is 
a logical 

Blood  Pressure 
Regulator 


CAUSE 
'ENHANCES 
E BODY’S  OWN 
CHANISMS 
<?  REDUCING 
OOD  PRESSURE 


[n  mild 

o moderate  hypertension: 

I Salutensin  enhances  the  body’s  own 
[ nechanisms  for  lowering  blood 
I )ressure.  The  veratrum  component 
i >f  Salutensin  acts  on  the  carotid 
[ . inus  and  myocardial  receptors, 

I nitiating  “...a  reflex  fall  in  blood 
>ressure  through  a generalized 
vasodilation  and  fall  in  heart  rate.”2 
To  achieve  this  reflex  modification 
if  hypertension,  Salutensin 
itilizes  protoveratrine  A. 
n addition,  to  facilitate  and 
naintain  blood  pressure  reduction, 
ialutensin  incorporates  reserpine 
ind  a highly  effective  thiazide, 
n general,  side  effects  have  been 


reported  infrequently  but 
may  include  those  listed  in  the 
therapeutic  summary. 

Simple  dosage-low-cost 
therapy:  Many  patients  on 
Salutensin  respond  to  1 tablet  b.i.d. 
Long-term  economy  is  assured, 
since  dosage  can  frequently 
be  lowered  after  initial  control  is 
established. 

Available:  Prescription-size 
bottles  of  60  tablets. 

References:  1.  Editorial:  JAMA 
191 : 592  (Feb.  15)  1965.  2.  Meil- 
man,  E.,  in  Moyer,  J.H. : Hyper- 
tension, Philadelphia,  W B. 
Saunders  Company,  1959,  p.  395. 


BRISTOL  THERAPEUTIC  SUMMARY 
For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension. 
Warnings:  Small-bowel  lesions  (obstruc- 
tion, hemorrhage,  perforation)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with 
or  without  thiazides.  Such  potassium  for- 
mulations should  be  used  with  Salutensin 
only  when  indicated  and  should  be  discon- 
tinued immediately  if  abdominal  pain,  dis- 
tention, nausea,  vomiting  or  gastrointesti- 
nal bleeding  occurs. 

Contraindications:  Salutensin  is  contra- 
indicated in  severe  depression. 
Precautions:  Azotemia,  hypochloremia, 
hyponatremia,  hypochloremic  alkalosis  and 
hypokalemia  (especially  with  hepatic  cir- 
rhosis and  corticosteroid  therapy)  may  oc- 
cur, particularly  with  pre-existing  vomit- 
ing and  diarrhea.  Potassium  loss,  which 
may  cause  digitalis  intoxication,  responds 
to  potassium-rich  foods,  potassium  chlor- 
ide or,  if  necessary,  stopping  therapy.  Se- 
rum ammonia  elevation  may  precipitate 
coma  in  precomatose  hepatic  cirrhotics. 
Discontinue  therapy  two  weeks  before  sur- 
gery or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  with  patients  with  peptic 
ulcers  or  renal  insufficiency  (if  severe, 
Salutensin  is  contraindicated). 

Side  Effects:  Hydroflumethiazide:  Purpura 
plus  or  minus  thrombocytopenia,  hyper- 
uricemia, leukopenia,  hyperglycemia,  gly- 
cosuria, malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin 
rash,  epigastric  distress,  vomiting,  diar- 
rhea and  constipation.  Reserpine:  Depres- 
sion, peptic  ulceration,  diarrhea,  Parkin- 
sonism, nasal  stuffiness,  dryness  of  the 
mouth  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A: 
Nausea,  vomiting,  cardiac  arrhythmia,  pros- 
tration, excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine 
and  hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Each  tablet  contains: 
protoveratrine  A,  0.2  mg.; 
hydroflumethiazide,  50  mg.; 
reserpine,  0.125  mg. 


How  long  will 
it  take  her 
to  recover  from 
her  hip  fracture 
if  she  just 
doesn’t  care? 


toes  she  really  care? 
she  alert,  encouraged, 
sitive  and  optimistic 
)ut  getting  completely 
II  soon? 

)r  has  she  given  in  to 
demoralizing  impact 
confinement,  disability 
1 dependency? 

^hen  functional  fatigue 
nplicates  convalescence, 
;rtonic  can  help... 


I 


?! 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
— an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  B6),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Mcrrell  Inc. 

Cincinnati,  Ohio  45215 
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thiazid 


reserpine 

alone 

won’t 

keep 


Establish  and 
maintain  early, 
more  decisive 
control  of 
blood  pressure 


Cryptenamine  1.0  mg.*  Methyclothiazide  2.5  mg.  Reserpine  6.1  mg. 


When  blood  pressure  won’t  stay  down  despite  initial  therapy  — 
when  complaints  of  headache,  fatigue  or  dizziness  are  often  voiced  — 
it  may  be  time  for  a change  to  Diutensen-R. 

Diutensen-R  is  thiazide  and  reserpine  plus  cryptenamine  — a rational, 
comprehensive  therapy  to  help  establish  and  maintain  early, 
more  decisive  control  of  blood  pressure. 

The  cryptenamine  in  Diutensen-R  helps  improve  normal  vasodilating 
reflexes  while  the  thiazide  and  reserpine  components  maintain 
vasorelaxant,  sedative,  and  saluretic  benefits.  Cryptenamine  lowers 
pressoreceptor  reflex  thresholds  (which  may  be  abnormally  high  in 
hypertension) —“resets”  pressoreceptors  to  function  at  more  nearly 
normotensive  levels. 

Early,  more  decisive  control  with  Diutensen-R  helps  secure 
continuing  benefits  — may  reduce  or  even  obviate  the  need  for  poorly 
tolerated  drugs  later  in  therapy. 


"...quite  apart  from  the  problem  of  vascular  damage,  there 
arises  a possibility  of  virtual  ‘cure’  or  remission  of  hypertension 
when  treatment  is  early,  i.e.,  before  too  many  other  secondary 
pressor  systems  have  entered  into  the  disequilibrium  of  pressor  con- 
trol, and  when  it  is  adequately  suppressive.” 

Corcoran,  A.  C.:  The  choice  of  drugs  in  the  treatment  of  hypertension.  In:  Drugs 
of  Choice  1966-67,  W.  Modell,  Ed.,  St.  Louis,  C.  V.  Mosby  Company,  1966,  p.  417, 


Indications:  Diutensen-R  may  be  employed  in  all  grades  of  essential  hypertension. 
Dosages:  Usual  dose  is  1 tablet  twice  daily,  at  morning  and  evening  meals. 
However,  adjustment  of  dosage  to  suit  individual  circumstances  may  be 
required.  Please  refer  to  package  insert  for  full  particulars.  Side  effects  and 
precautions:  The  side  effects  observed  with  patients  on  Diutensen-R  have 
been  of  a mild  and  nonlimiting  nature.  These  include  occasional  urinary  frequency, 
nocturia,  nasal  congestion,  muscle  cramps,  skin  rash,  joint  pains  due  to  gout 
symptoms  and  nausea  and  dizziness  which  have  been  reported  for  the  individual 
components.  Most  of  these  symptoms  disappear  while  the  drug  is  continued  at 
the  same  or  lower  dosage  level.  The  concomitant  use  of  digitalis  and  Diutensen-R 
may  increase  the  possibility  of  digitalis-like  intoxication.  If  there  is 
evidence  of  myocardial  irritability  (extrasystoles,  bigeminy  or  AV  block),  dosage 
of  Diutensen  R should  be  reduced  or  discontinued.  Nocturia  in  patients 
with  marginal  cardiac  status  and  salt  and  fluid  retention  can  be  effectively 
controlled  by  limiting  the  time  of  administration  to  early  afternoon. 

Diutensen  R should  not  be  used  in  patients  with  a known  intolerance  to  reserpine. 
Package  inserts  furnish  a complete  summary  of  recommended  cautions  related  to 
each  of  the  ingredients  of  Diutensen  R. 

•As  tannate  salts  equivalent  to  130  Carotid  Sinus  Reflex  Units. 
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IDENTI-CODE" 

(formula  identification  code,  Lilly) 

takes  the  guesswork 
out  of  product 
identification 


A special  letter-number  symbol  will  appear  on  each  Lilly  capsule 
or  tablet.  By  checking  this  code  against  the  Identi-Code  Index , 
you  will  be  able  to  identify  each  unit  quickly  and  accurately: 

In  cases  of  overdosage 

As  a safeguard  against  error 

When  medication  was  prescribed  by  another  physician 

When  the  prescription  label  is  lost 

During  telephone  conversations  with  patients 

A complete  explanation  of  Identi-Code  and  its  use  is  provided  in 
the  Identi-Code  Index.  If  you  have  not  yet  received  an  index,  your 
Lilly  representative  will  be  pleased  to  supply  you  with  a copy. 


Representative  Lilly  Products  Bearing  Identi-Code 


Pulvule® 

Enseal® 

Capsule-Shaped 

Elliptical 

(enteric-release 
tablet,  Lilly) 

Tablet 
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Introduction 

Attention  has  been  focused  with  increas- 
ing frequency  on  the  incidence  of 
hyponatremia  of  varying  severity  with 
central  nervous  system  symptoms.1"*'6'0'10'11'14 
An  explanation  for  the  normal  renal  and 
adrenal  function  associated  with  persistent 
urinary  sodium  loss,  hypertonic  urine,  and 
marked  hypotonicity  of  the  extracellular  fluid 
was  first  suggested  by  Leaf  and  his  associates.1 
The  urinary  electrolyte  loss  and  serum 
hyponatremia  were  attributed  to  antidiuretic 
hormone  (ADI I)  secretion  with  its  attendant 
excessive  water  retention.  Schwartz  and  his 
associates  later  reported  two  patients  with 
bronchogenic  carcinoma  in  whom  sodium  loss 
and  hyponatremia  probably  resulted  from  con- 
tinuous secretion  of  an  ADH  like  substance.3 
Since  their  report,  a curious  list  of  unrelated 
clinical  circumstances  has  been  recognized  in 
association  with  inappropriate  secretion  of 
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ADII.  Such  entities  as  pulmonary  tuber- 
culosis,4 acute  porphyria,6'  11  malignant  mela- 
noma,6 cerebral  lesions, "' 14  and  a miscellane- 
ous group  of  unexplained  conditions  are  some- 
times accompanied  by  this  type  of  dilutional 
hyponatremia. 

Two  women  with  very  similar  clinical  pic- 
tures have  recently  been  evaluated  at  the 
Medical  College  Hospital.  Their  presenting 
symptoms  were  confusion,  inappropriate  be- 
havior, and  coma.  In  both,  severe  hypo- 
natremia was  found  for  which  no  explanation 
other  than  inappropriate  ADH  secretion  could 
be  offered.  The  theoretical  mechanisms  in- 
volved, their  therapy,  and  especially  the  need 
for  aggressive  electrolyte  replacement  in  pa- 
tients with  this  type  of  severe  electrolyte  dis- 
order are  discussed. 

Case  1.  A 60-year-old  white  female  was  referred  to 
the  Psychiatric  Division  of  the  Medical  College  Hos- 
pital on  1 January  1966,  because  of  depression  asso- 
ciated with  restlessness  and  confusion.  On  Christmas 
Day,  she  became  nauseated  and  vomited  for  the  next 
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24  hours.  In  another  hospital  during  the  next  few 
days,  she  received  2 or  3 liters  of  intravenous  fluid 
which  contained  both  electrolytes  and  dextrose.  This 
produced  no  improvement.  Routine  laboratory  studies 
as  well  as  cerebral  spinal  fluid  were  reported  within 
normal  limits.  Because  of  increasingly  severe  mental 
symptoms  and  deterioration  of  her  clinical  condition, 
she  was  referred  for  inpatient  psychiatric  therapy  with 
a diagnosis  of  a depressive  reaction. 

At  various  times  in  the  past,  diagnoses  of  gout, 
arthritis,  bronchitis,  pneumonia  and  functional  colon 
disease  had  been  made  for  which  she  had  variously 
received  colchicine,  chlordiazepoxide  hydrochloride, 
phenylbutazone,  and  dextro  propoxyphene.  There  was 
no  history  of  cardiovascular  disease  or  unsupervised 
medication. 

She  was  an  apparently  healthy,  semi-comatose 
woman  who  was  disoriented  as  to  place  and  person. 
Her  blood  pressure  was  110/60  mm  Hg,  pvdse  100 
and  regular,  temperature  98.4,  and  respiration 
20/min. 

Detailed  neurologic  examination  pointed  to  no 
localized  lesion.  Positive  findings  included  her  altered 
sensorium,  restlessness,  bilateral  grasp  reflexes,  and 
bilateral  extensor  plantar  responses.  Skin  turgor  was 
normal,  and  there  was  no  edema.  Her  chest  was  clear, 
and  her  heart  was  normal.  The  bowel  sounds  were 
absent. 

Because  her  clinical  picture  suggested  an  organic 
cerebral  lesion,  she  was  transferred  to  a neuro- 
medical ward.  On  the  second  hospital  day,  after  re- 
ceiving 1500  ml  of  dextrose  in  water  over  approxi- 
mately 18  hours,  she  was  found  to  have  the  following 
serum  electrolyte  levels:  sodium  112,  potassium  3.0 
mEq/1.  Eight  hours  later  these  values  were:  sodium 
97,  potassium  3.55  mEq/1,  and  CO-  29.2  mM/1, 
blood  urea  nitrogen  9,  and  blood  sugar  97  mg/ 100  ml. 
Urinary  sodium  was  40  mEq/1  and  specific  gravity 
1 .022.  During  the  previous  day,  her  level  of  con- 
sciousness had  deteriorated.  She  was  comatose  with 
irregular  breathing  and  decerebrate  posturing. 

Because  she  was  well  hydrated  and  had  no  evidence 
of  circulatory  insufficiency,  hypoglycemia,  or  azo- 
temia, a diagnosis  of  inappropriate  antidiuretic  hor- 
mone secretion  rather  than  acute  adrenal  insufficiency 
was  justified.  She  was  given  300  mg  of  hydrocortisone 
intravenously,  followed  by  alpha-fluorohydrocortisone, 
0.2  mg  by  nasogastric  tube,  and  600  ml  of  3%  sodium 
chloride  followed  by  2000  ml  of  5%  dextrose  in 
0.85%  saline  over  the  ensuing  18  hours.  She  re- 
sponded dramatically  and  on  the  next  day  was  talking 
and  recognized  members  of  her  family.  She  also 
complained  of  thirst.  Serum  electrolytes  at  this  time 
were:  sodium  124.5,  potassium  3.20  mEq/1,  and  CO- 
23  mM/1. 

Steroids  were  withdrawn  on  the  third  day  and 
serum  sodium  levels  returned  to  normal.  On  her  fifth 
hospital  day,  despite  normal  serum  electrolytes,  her 


level  of  consciousness  again  deteriorated.  Spinal  fluid 
was  normal  save  for  a pressure  of  310-320  mm  of 
water.  It  was  then  assumed  that  her  deterioration  was 
on  the  basis  of  cerebral  edema  due  to  water  intoxica- 
tion. Steroids  and  hypertonic  saline  were  readmin- 
istered and  48  hours  later,  her  level  of  consciousness 
had  again  improved.  For  the  remainder  of  her  hospital 
stay,  she  showed  progressive  improvement,  remained 
mentally  alert,  and  regained  ability  to  perform  vari- 
ous mental  tasks  with  accuracy. 

Electroencephalograms  were  grossly  abnormal  dur- 
ing the  acute  phase  of  her  illness,  but  showed  some 
improvement  coincident  with  her  clinical  recovery. 
Negative  studies  included  echoencephalograms,  skull 
x-ray  films,  bilateral  carotid  arteriograms,  complete 
blood  counts,  urinalyses,  blood  urea  nitrogens,  serum 
calcium,  phosphorus,  alkaline  phosphatase,  protein, 
and  multiple  additional  determinations  of  serum 
electrolytes.  Before  her  discharge,  spinal  fluid  was 
also  normal. 

When  seen  in  followup  2 months  after  the  begin- 
ning of  her  illness,  she  was  mentally  alert.  Her 
serum  osmolarity  was  260  mOSm/1  and  urine  osmolar- 
osmolarity  183  mOSm/1.  A second  electroencephalo- 
gram showed  further  improvement.  General  physical 
examination  was  not  remarkable.  She  was  carrying  on 
her  normal  daily  activities  without  difficulty. 

Case  2.  This  57-year-old  white  female  was  referred 
to  the  Medical  College  Hospital  on  February  10,  1966, 
because  of  a severe  electrolyte  disorder  associated 
with  coma. 

She  had  been  constantly  nauseated  and  vomited 
frequently  for  three  weeks  prior  to  admission.  She 
was  admitted  on  February  8,  1966,  and  treated  with 
a short-acting  barbiturate  for  restlessness  and  con- 
fusion. On  admission,  she  had  a generalized  seizure 
and  approximately  30  hours  later  lapsed  into  coma. 
The  discovery  of  a serum  sodium  level  of  105  mEq/1, 
and  a potassium  of  2.6  mEq/1,  in  the  presence  of  a 
normal  blood  sugar  and  blood  urea  nitrogen,  occa- 
sioned her  transfer  to  the  Medical  College  Hospital. 

There  was  a past  history  of  alcoholism  2 years 
previously  which  terminated  when  she  was  discovered 
to  have  “liver  disease.”  A thyroidectomy  in  1955  for 
“goiter,”  and  a hysterectomy  in  1950  for  “fibroids,” 
were  without  complication.  There  was  no  history  of 
cardiovascular  disease. 

She  was  well-developed,  well-nourished,  and  well- 
hydrated  comatose  white  female  with  a blood  pressure 
of  110/60,  regular,  moderately  deep  respirations  at 
28/min,  and  a rectal  temperature  of  100.4°. 

Detailed  neurological  examination  showed  no  local- 
ized lesion.  Generally  she  was  unresponsive  to  audi- 
tory and  visual  stimuli.  She  withdrew  all  extremities 
to  pinprick,  and  deep  tendon  reflexes  were  sluggish. 
Her  skin  was  generally  pale,  but  turgor  was  good. 
There  was  no  edema.  Examination  of  the  chest, 
heart,  and  abdomen  were  normal. 
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Most  striking  on  the  day  of  admission  to  the  hos- 
pital was  a serum  sodium  level  of  98.5  mEq/1.,  a 
serum  chloride  of  57  mEq/1.,  a CO-  of  31.4  mM/L, 
and  a serum  potassium  of  2.26  mEQ/1.  Serum 
osmolarity  was  reported  as  109  mOSm/1.,  which  is 
not  compatible  with  life.  It  was  strongly  suspected 
that  the  correct  value  was  209  mOSm/1.  The  urine 
osmolarity  was  459  mOSm/1.  and  urine  sodium  was 
34.5  mEq/1.  A lumbar  puncture  yielded  normal 
cerebrospinal  fluid  and  pressure.  An  electrocardiogram 
revealed  marked  U wave  changes  compatible  with 
hypokalemia. 

Her  clinical  picture  so  resembled  that  of  the  other 
patient  who  had  been  seen  only  the  preceding  month 
that  her  hyponatremia  was  attributed  to  inappropriate 
antidiuretic  hormone  secretion. 

Initial  therapy  the  first  night  in  the  hospital  con- 
sisted of  hydrocortisone  100  mg  intravenously  every 
6 hours,  alpha-fluorohydrocortisone  0.2  mg  via  naso- 
gastric tube,  and  700  ml  of  3%  saline  intravenously 
over  a 7 hour  period  followed  by  1000  ml  of  5% 
dextrose  in  0.85%  saline.  The  next  morning  her 
sensorium  was  clearer.  At  this  time  the  serum 
sodium  was  127  mEq/1.,  the  serum  potassium  1.85 
mEq/1.,  and  the  serum  osmolarity  240  mOSm/1.  The 
urine  osmolarity  was  340  mOs/1.,  and  the  urine 
sodium  was  50.5  mEq/1.  Electrocardiographic  evi- 
dence of  hypokalemia  included  at  this  time  atrial 
arrhythmia,  T wave  inversion,  and  prominence  of  the 
U waves. 


FIGURE  1 


Salt  and  Water  Balance  During  First  Five  Hospital 
Days  in  Case  II.  On  the  fourth  hospital  day,  she 
began  a limited  intake  by  mouth. 


Over  the  next  4 or  5 days,  her  sensorium  pro- 
gressively cleared.  During  this  time,  steroids  were 
continued,  and  she  continued  to  receive  large  quanti- 
ties of  hypertonic  and  isotonic  saline.  Supplements  of 
potassium  chloride  were  given.  By  the  third  hospital 
day,  serum  electrolytes  were  approaching  normal,  and 
on  the  following  day,  she  was  able  to  take  a full 
liquid  diet  sitting  up  in  bed  without  difficulty  (Fig- 
ure 1 ) . By  this  time  she  had  reached  the  physical  and 
emotional  state  that  prevailed  upon  her  discharge. 
All  medications  were  discontinued  on  the  10th  hospital 
day.  Later,  an  intravenous  infusion  of  aqueous 
pitressin  significantly  increased  her  urine  osmolarity 
(Figure  2). 


During  the  remaining  days  of  her  hospitalization, 
intensive  efforts  were  made  to  demonstrate  a cause 
of  the  inappropriate  ADH  secretion.  Several  urinalyses 
were  not  remarkable.  Her  hemoglobin  was  13.7 
grams  and  her  hematocrit  was  39  vol.  %.  Platelet 
count,  several  blood  urea  nitrogen  determinations, 
total  and  fractional  proteins  were  normal.  BSP  reten- 
tion was  26%  at  45  minutes.  Total  serum  bilirubin 
was  0.8  mg,  and  initially  low  serum  calcium  and 
phosphorus  returned  to  normal.  Such  studies  as 
prothrombin  time,  urinary  creatinine  concentration, 
protein  bound  iodine,  and  search  for  lupus  erythema- 


FIGURE  2 

Osmotic  Response  to  Infusion  of  Aqueous  Pitressin 
on  Twelfth  hospital  day  in  Case  II.  Water  was  given 
orally  to  establish  an  adequate  urine  flow.  The  initial 
rise  in  urine  osmolarity,  prior  to  infusion  of  pitressin. 
inferred  that  some  continuous  secretion  of  endogenous 
ADH  was  present.  However,  the  response  elicited  by 
the  administered  exogenous  intravenous  pitressin 
inferred  the  absence  of  maximal  endogenous  ADH 
secretion. 
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tosus  cells,  abnormal  protein  elements,  urine  porphy- 
rins, urine  17-ketogenic  steroid,  bone  marrow,  sub- 
sequent electrocardiograms,  and  a second  lumbar 
puncture  for  study  of  cerebrospinal  fluid  were  all 
normal. 

She  was  also  found  to  have  a normal  echo- 
encephalogram,  normal  skull  films,  but  an  abnormal 
electroencephalogram  suggesting  a left  temporal  lobe 
focus.  A left  carotid  arteriogram  was  done  and  no 
abnormality  was  found.  Anterior  and  left  lateral  brain 
scans  were  performed  and  showed  no  abnormalities. 

Additional  data  gathered  during  her  hospitalization 
included  the  fact  that  she  had  a negative  Papanicolaou 
smear,  negative  sputum  study  for  malignant  cells, 
chest  x-ray  films  showing  some  pulmonary  fibrosis, 
and  films  of  her  lumbosacral  spine  showing  osteo- 
porotic collapse  of  her  11th  thoracic  and  6th  lumbar 
vertebrae. 

She  remained  essentially  afebrile  throughout  her 
hospitalization  and  required  support  for  neither 
blood  pressure  nor  respiration.  Her  condition  at  the 
time  of  discharge  from  the  hospital  suggested  a 
pseudo-bulbar  syndrome,  but  she  was  able  to  eat, 
dress,  and  use  the  toilet  without  undue  difficulty. 
She  was  aware  of  her  surroundings,  but  could  com- 
municate only  by  pantomine.  Emotional  lability, 
echolalia,  inattention,  and  restlessness  were  all  prob- 
lems. She  was  discharged  with  recommendation  for 
management  to  include  only  nursing  care  as  needed. 

When  seen  on  April  10,  1966,  she  had  improved 
remarkably,  both  physically  and  emotionally.  Residu- 
als which  were  subsiding  were  only  emotional 
lability,  undue  dependence  on  her  daughter,  and  a 
shuffling  gait. 

Discussion 

The  continuous  secretion  of  antidiuretic 
hormone  in  the  presence  of  hypoosmotic 
serum  is  a relatively  newly  recognized  clinical 
entity.  Its  frequency  and  the  range  of  con- 
ditions with  which  it  is  associated  is  becom- 
ing more  widely  appreciated.  The  occurrence 
of  a low  serum  sodium  in  the  presence  of 
cerebral  lesions  was  reported  in  1950, 7 and 
was  attributed  to  decreased  tubular  reabsorp- 
tion of  sodium.  However,  in  retrospect  this 
so-called  “cerebral  salt  wasting  syndrome” 
may  have  been  a reflection  of  water  retention 
secondary  to  secretion  of  ADH. 

Normal  ADH  secretion  is  governed  pri- 
marily by  serum  osmotic  pressure  to  which 
sodium  is  the  chief  contributor.  Reduction  of 
serum  osmolarity  secondary  to  the  ingestion 
of  water  stimulates  the  osmoreceptors  in  the 
supraoptic  nuclei  of  the  hypothalamus  to 


mediate  the  suppression  of  release  of  ADII 
from  the  posterior  pituitary  gland.  In  the  ab- 
sence of  ADH,  the  kidney  loses  water  and  a 
dilute  urine  is  formed.  In  a like  manner,  in- 
creasing serum  osmolarity,  by  either  water 
deprivation  or  solute  loading,  initiates  ADH 
release,  resulting  in  the  conservation  of  water 
and  the  formation  of  concentrated  urine.8  It 
is  currently  thought  that  ADII  acts  by  allow- 
ing the  cells  of  the  distal  convoluted  tubules 
and  the  collecting  ducts  to  become  permeable 
to  water." 

Therefore,  inappropriate  ADH  secretion 
would  be  characterized  by  the  continuing  re- 
lease of  the  hormone  in  the  presence  of  a low 
serum  osmolarity  and  characteristically  hypo- 
natremia. Further  secretions  of  ADH  causes 
further  retention  of  water  and  thus  aggravates 
the  hyponatremia.  Apparently  in  extreme 
hyponatremia  ADH  secretion  becomes  in- 
dependent of  both  volume  and  tonicity."  The 
mechanisms  by  which  the  primary  disease 
processes  lead  to  increased  ADH  secretion 
remain  unresolved,  and  the  reasons  for  the 
failure  of  overexpansion  of  extracellular  fluid 
volume  to  cut  off  excessive  ADH  secretion 
are  also  unknown.  In  at  least  one  report,  the 
pituitary  gland  was  normal  at  necropsy.10  Also 
inappropriate  ADH  secretion  has  been  found 
to  follow  hypothalamic  damage  from  sub- 
arachnoid hemorrhage.14  In  addition  it  has 
been  shown  that  ADH  secretion  may  be  con- 
tinuous or  intermittent,  and  restoration  of  the 
liberal  fluid  intake  may  re-establish  the 
sodium  losing  syndrome.3’ 11 

The  mechanism  of  sodium  loss  in  these  pa- 
tients may  include  a decreased  mineral  corti- 
coid  hormone  release  secondary  to  an  over- 
expanded  plasma  volume.1’ 3’  “’ 10  Aldosterone 
secretion  is  dependent  upon  changes  in  extra- 
cellular fluid  volume..  Aldosterone  acts  on 
the  distal  tubule  to  promote  sodium  retention. 
Suppression  of  aldosterone  secretion  con- 
tributes to  the  sodium  loss.  There  is  also 
evidence  that  an  increase  in  glomerular  filtra- 
tion rate,  a possible  explanation  for  the  low 
value  obtained  for  the  blood  urea  nitrogen  in 
these  cases,  may  contribute  to  sodium  loss.1’ 0 
Carter  and  his  associates,"  in  a study  of  2 of 
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these  patients,  showed  that  loads  of  hypertonic 
saline  were  followed  by  an  exaggerated  ex- 
cretion of  sodium  in  the  urine  despite  the 
presence  of  hyponatremia.  This  was  also  ob- 
served in  our  second  case  (Figure  1 ).  In  order 
to  facilitate  renal  conservation  of  sodium, 
extracellular  volume  must  be  reduced  by 
water  deprivation.  When  a positive  sodium 
balance  is  achieved  with  water  diuresis  and  a 
decreased  urinary  sodium  concentration,  ADH 
secretion  is  also  suppressed. 

The  severe  hypokalemia  as  seen  in  the 
second  patient  has  been  observed  previ- 
ously. 10  The  original  description  of  the  cere- 
bral salt-wasting  syndrome  included  mild 
potassium  depletion.7  The  dilutional  element 
probably  plays  only  a minor  part.  Several  etio- 
logical mechanisms  can  be  considered.  An 
intracellular  shift  of  potassium  in  face  of 
severe  total  body  sodium  depletion  might 
occur.  In  our  second  patient  her  gastro- 
intestinal loss  secondary  to  vomiting  is  also  a 
possibility.  No  reason  for  excessive  urinary 
losses  of  potassium  was  found.  Although  there 
are  no  data  in  either  of  these  cases  to  sustain 
it,  an  intracellular  potassium  shift  remains  the 
best  possibility.  The  role  of  steroid  therapy  in 
aggravating  an  already  established  hypo- 
kalemic state  is  to  be  noted.  Leaf,  et  al  did  not 
observe  hypokalemia  as  part  of  the  syndrome 
of  water  retention  after  administration  of 
pitressin  and  water  to  normal  subjects. 

Excessive  ADH  secretion  of  itself  produces 
few  ill  effects.  The  hyponatremia  is  not  asso- 
ciated with  vascular  collapse.  ADII  activity 
itself,  in  the  absence  of  other  independent 
mechanisms,  does  not  result  in  edema.1  These 
patients  are,  however,  susceptible  to  water 
intoxication.  Headache,  (and  this  underlies 
most  of  their  symptoms)  confusion,  restless- 
ness, and  inappropriate  behavior  progressing 
j to  coma  and  convulsion  with  their  inherent 
complications  are  outstanding  in  the  clinical 
picture.  Gastrointestinal  symptoms  with 
nausea,  vomiting,  and  ileus  may  be  present. 
Suspicion  of  inappropriate  secretion  of  ADH 
should  be  confirmed  by  the  demonstration 
that  the  urine  is  hypertonic  to  serum  in  the 
presence  of  normal  renal  function  and  hypo- 


natremia. This  paradox  exists  in  few  other 
conditions.  One  is  iatrogenic,  in  which  the 
patient  is  given  large  quantities  of  both  water 
and  pitressin.  Severe  dilutional  hyponatremia 
which  occurs  in  cirrhosis  and  the  hepatorenal 
syndrome,  and  many  forms  of  acute  renal 
failure  are  not  accompanied  by  a hypertonic 
urine.  Water  intoxication  is  also  a hazard  in 
certain  post-operative  patients  in  whom  there 
is  need  to  conserve  water  out  of  proportion  to 
sodium.  In  situations  in  which  there  is  a pro- 
found contraction  of  extracellular  fluid  vol- 
ume, the  critical  need  to  maintain  volume 
supersedes  the  need  to  maintain  tonicity,  and 
the  patient  will  retain  water  despite  the  fact 
that  osmolarity  of  body  fluid  falls  pro- 
gressively.6 In  chronic  renal  failure  and 
terminal  congestive  failure  where  low  glo- 
merular filtration  rates  do  not  allow  excretion 
of  excessive  water  loads,  water  intoxication 
often  complicates  the  clinical  picture.  How- 
ever, both  of  these  conditions  are  readily 
recognized. 

Proper  treatment  depends  on  proper  assess- 
ment of  the  severity  of  the  condition.  Milder 
cases  with  symptoms  of  a vague  unwell  feel- 
ing with  periodic  episodes  of  minor  confusion, 
nausea  or  vomiting,  may  respond  adequately 
to  simple  water  deprivation. 

Ludwig  and  Goldberg11  have  reported  that 
hyponatremia  due  to  inappropriate  ADH 
secretion  was  found  in  8 patients  during  at- 
tacks of  acute  porphyria.  Restricting  fluid 
intake  to  less  than  one  liter  per  day  brought 
about  a definite  improvement  in  their  pa- 
tients, whereas,  in  one  patient  when  fluids 
were  offered  up  to  3 liters  per  day,  exacerba- 
tion of  an  attack  of  porphyria  occurred.  More 
severe  cases  of  inappropriate  ADH  secretion 
with  electrolyte  derangement  require  more 
aggressive  electrolyte  replacement.  In  addi- 
tion to  water  restriction,  large  quantities  of 
are  indicated.  Alpha-fluorohydrocortisone  is 
the  most  potent  of  the  synthetic  sodium  retain- 
ing hormones.  It  may  therefore  be  of  value  in 
facilitating  sodium  retention  in  the  uncon- 
scious patient."  Alpha-fluorohydrocortisone 
initially  in  moderately  high  dosages  may  aid  in 
reducing  the  cerebral  edema  and  controlling 
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the  metabolic  encephalopathy.12' 13  Potassium 
supplements  should  be  given  as  needed. 
Meticulous  nursing  care  is  of  prime  impor- 
tance. After  treatment  of  the  acute  episode, 
close  observation  and  follow  up  is  indicated  to 
detect  possible  exacerbation  of  the  syndrome. 

The  management  of  the  patient  with  in- 
appropriate ADH  secretion  is  not  complete 
unless  a diligent  search  is  made  for  an  under- 
lying cause.  Bronchogenic  carcinoma  and  a 
variety  of  central  nervous  system  lesions  are 


most  common,  but  melanoma  and  other  neo- 
plasms have  also  been  found.  However,  in  a 
large  number  of  cases  no  definite  etiology 
can  be  identified. 

Summary 

Two  cases  of  inappropriate  secretion  of 
antidiuretic  hormone  are  presented.  It  is 
suggested  that  this  syndrome  should  be  con- 
sidered in  all  eases  of  unexplained  metabolic 
coma.  Management  of  severe  dilutional  hypo- 
natremia is  discussed. 
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THE  CHERNEY  INCISION* 

WILLIAM  C.  CANTEY,  M.  D. 

Columbia,  S.  C. 


Several  years  ago,  I read  an  article  in  the 
JAMA  entitled  “Transverse  Low  Ab- 
dominal Incision  with  Detachment  of  the 
Recti  from  the  Pubis,”  by  L.  S.  Cherney,  Uni- 
versity of  California  Medical  School,  San 
Francisco.  This  incision,  new  to  me,  has  now 
been  done  by  me  97  times,  and  I report  it 
merely  to  bring  it  again  to  the  attention  of 
those  familiar  with  it  and  to  explain  its  tech- 
nique to  those  who  haven’t  tried  it. 

Cherney  says  an  abdominal  incision  is  evalu- 
ated on  the  basis  of  ( 1 ) exposure  ( 2 ) techni- 
cal simplicity  (3)  cosmetically  pleasing  scar 
(4)  strength  of  the  resulting  wound,  and  (5) 
relative  postoperative  comfort.  I have  found 
all  of  these  values  to  be  positive. 

There  are  four  classical  lower  abdominal 
transverse  incisions.  The  first  was  described 
by  Maylard  in  England  and  Bardenheuer  in 
Germany  in  1907.  This  was  completely  trans- 
verse in  all  planes.  The  next  was  the  low, 
curvilinear  suprapubic  incision  with  retraction 
of  the  upper  skin  (lap  and  then  a longitudinal 
midline  between  the  recti.  Pfannenstiel  im- 

#Presented  to  the  South  Carolina  Surgical  Society, 
Hilton  Head.  S.  C.  May  20,  1906. 


proved  this  to  a degree  by  incising  the  anterior 
rectus  sheath  transversely,  then  separating  the 
recti  in  the  midline.  Cherney  first  reported  his 
incision  in  194 1.1 

The  two  curvilinear  incisions  other  than  the 
Cherney  were  for  cosmetic  reasons  more  than 
for  the  other  values  of  an  incision.  The  one 
real  serious  disadvantage  of  all  of  the 
curvilinear  suprapubic  incisions  has  been  said 
to  be  anesthesia  of  the  mons  veneris.  I have 
not  found  this  to  be  a complaint  in  these 
cases. 

In  this  series  a total  abdominal  hysterectomy 
was  done  94  times.  There  were  9 postopera- 
tive complications  including  5 wound  in- 
fections. One  patient  later  died  from  a retro- 
peritoneal lymphosarcoma.  She  had  bled  from 
her  vaginal  cuff  on  the  23rd  postoperative  day 
and  it  became  obvious  that  the  tumor  was 
not  discovered  at  the  time  of  operation.  There 
have  been  no  hernias  to  our  knowledge. 

I have  a very  definite  and  positive  idea 
that  patients  with  this  incision  do  better- 
faster— than  with  a vertical  incision.  Obviously, 
the  use  of  the  incision  is  limited  to  pelvic  sur- 
gery but  I assure  you  if  you  will  bear  with 
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the  added  time  to  open  and  close  the  ab- 
domen, you  will  be  pleased  with  the  exposure 
and  resulting  postoperative  course.  We  made  a 
serious  attempt  to  get  specific  data  from  each 
of  these  97  patients’  charts  but  from  a practical 
standpoint  the  information  was  considered 
useless.  The  day  out  of  bed  was  charted,  but 
I do  not  force  patients  out  of  bed,  so  our 
results  would  not  compare  with  one  who  de- 
mands early  ambulation.  With  the  nursing 
situation  becoming  more  incompetent  and  in- 
tolerable, I have  routinely  inserted  a Foley 
catheter  in  the  bladder  after  the  vaginal 
preparation.  We  tabulated  the  day  the  cathe- 
ter was  removed  permanently  but  this  would 
not  compare  with  a series  where  the  surgeon 
and  nurses  took  such  excellent  postoperative 
care  that  the  patients  voided  spontaneously 
at  an  early  hour. 

The  operating  time  was  assessed  but  this 
becomes  of  no  real  value.  Then,  we  made  an 
attempt  to  determine  the  number  of  hypo- 
dermics given  postoperatively  to  the  Cherney 
incision  patients  and  those  with  a vertical  in- 
cision or  a vaginal  approach.  It  grieves  me  to 
report  that  in  the  nurses’  notes  which  we  were 
able  to  study  there  was  little,  if  any,  differ- 
ence. I do  know,  however,  that  the  patients 
with  a Cherney  incision  do  well. 

Technique 

The  incision  begins  about  two  finger- 
breadths  below  and  medial  to  the  anterior 
superior  spine  and  continues  downward  to  the 
midline  in  a curvilinear  fashion  to  just  within 
the  pubic  hairline  and  on  to  an  equal  length 
on  the  opposite  side.  Most  of  the  superficial 
subcutaneous  vessels  run  longitudinally  and 
therefore  will  be  transected.  This  is  one  of  the 
disadvantages  of  any  transverse  incision  and 
is  time  consuming. 

The  anterior  sheath  of  the  rectus  is  opened 
in  the  same  skin  incision  line  and  extended 
upward  and  laterally  until  it  divides  and  then 
the  internal  and  external  oblique  muscle 
fibers  are  separated  for  as  much  exposure  as 
desired.  Cherney  has  extended  it  upward  for 
an  approach  to  the  kidney  or  colon. 

The  lower  flap  of  the  rectus  sheath  is  then 
grasped  in  the  midline,  retracted  downward 
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and  separated  from  the  muscle,  including  the 
pyramidalis,  to  its  pubic  attachment.  The 
preperitoneal  space  is  then  entered  on  each 
side  of  the  recti  and  by  blunt  and  sharp  dis- 
section the  pubic  insertion  of  the  muscles 
(often  an  aponeurosis  only)  is  delineated. 
Finger  dissection  then  encircles  the  attach- 
ment. The  muscle  attachment  is  then  cut  at 
its  insertion  leaving  no  cuff.  Usually  a small 
nuisance  vessel  is  encountered  on  each  side  of 
the  pubis  and  must  be  secured  on  that  side 
only.  The  rectus  muscle  is  then  dissected  up- 
ward and  the  peritoneum  entered  at  a lateral 
angle  and  above  the  bladder.  Here  again,  the 
transverse  peritoneal  opening  crosses  several 
vessels  which  require  hemostasis  — the  most 
annoying  part  of  the  procedure  to  me.  At  each 
lateral  angle,  the  inferior  or  deep  epigastric 
vessels  are  seen  and  can  either  be  retracted  or 
ligated,  depending  on  the  exposure  required. 

A Balfour  or  similar  self-retaining  retractor 
is  put  in  vertically  with  one  arm  over  the 
pubis.  Except  on  occasions  with  large  tumors 
this  is  the  only  retractor  used  and  this  is  a 
definite  advantage.  It  is  also  sometimes 
necessary  to  retract  the  bladder  flap  further  in 
doing  a hysterectomy. 

In  closing,  the  peritoneum  is  closed  trans- 
versely and  the  rectus  placed  back  in  its  bed. 
The  cut  ends  of  the  recti  are  then  sutured  to 
the  underside  of  their  own  anterior  sheaths 


Figure  I 

Shows  the  “Smiley”  Incision  in  the  upper  left  and 
the  lower  right  depicts  the  recti  with  the  anterior 
sheath  retracted  downward.  The  external  obliques 
are  shown  at  the  edge  of  the  recti. 
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just  superior  to  the  pubis  and  not  on  the  cuff. 
This  theoretically  shortens  the  rectus  stretch. 
Actually,  I doubt  if  it  does.  I use  cotton  for 
these  sutures,  which  are  begun  in  the  midline 
and  extended  laterally  to  the  angles  of  the 
wound.  The  interior  and  exterior  oblique 
layers  are  closed  laterally  on  each  side  until 
they  fuse  toward  the  midline  as  the  anterior 
sheath.  The  subcutaneous  space  and  skin  are 
then  closed  — the  latter  with  a continuous 
whip-over,  very  loose  suture. 

Evaluations 

Exposure:  Cherney2  claims  that  the  trans- 
verse diameter  of  the  lower  part  of  the  ab- 
domen is  about  25%  longer  than  the  midline 
distance  from  the  pubis  to  the  umbilicus  in  the 
male  and  longer  still  in  the  female.  By  calcu- 
lation he  determines  that  the  transverse  in- 
cision is  capable  of  providing  one  and  one  half 
to  twice  the  operative  field  as  a vertical  in- 
cision from  the  umbilicus  to  symphysis.  The 
broad  suprapubic  exposure  certainly  affords 
an  easier  access  to  the  supracervical  region. 
My  experience  with  this  incision  has  been 
largely  gynecological;  however,  it  does  provide 
adequate  exposure  to  both  ureters  and  bladder, 
the  sigmoid,  rectosigmoid  and  appendix.  For 
pelvic  work  the  small  bowel,  sigmoid  and 
cecum  are  easily  packed  under  the  upper  flap 
and  usually  do  not  require  further  repacking. 
The  Cherney  incision  is  especially  good  for  the 
obese  patient  with  an  overhanging  fat  apron. 
The  incision  is  made  in  the  crease  below  this 
roll  and  this  decreases  the  depth  of  the  wound. 

Technical  Simplicity:  The  skin  incision  is  in 
a curvilinear  crease  which  falls  together  on 
loose  closing.  The  anterior  rectus  sheath  sepa- 
rates easily  from  the  lower  part  of  the  muscle 
and  closes  without  any  tension.  The  rectus 
muscle  is  simple  to  detach  and  reapproximates 
to  its  own  sheath  in  a firm  bond.  As  mentioned 
before,  the  only  nuisance  to  me  is  the  control 
of  bleeding  as  the  peritoneum  is  opened 
transversely. 

Cosmetic  Result:  The  incision  is  almost  in- 
visible after  several  months,  the  center  part 
being  in  the  pubic  hairline.  There  is  no  widen- 
ing of  the  scar  as  in  a vertical  incision.  This 
“Bikini  Incision”  is  well  liked  by  the  patient 


Figure  II 

Shows  the  line  of  incision  detaching  the  recti. 


and  is  also  a good  conservation  piece.  When 
this  procedure  is  the  first  lower  abdominal 
incision,  we  facetiously  speak  of  it  as  “Smiley” 
and  when  it  partially  bisects  a previous  mid- 
line incision,  it  is  called  “Anchors  Aweigh.” 

Strength  of  Wound:  Transverse  incisions 
are  conceded  to  be  stronger  than  vertical  in- 
cisions for  the  pull  of  the  abdominal  wall  is 
parallel  to  the  transverse  muscle  fibers  of  the 
oblique  muscles.  In  addition  the  Cherney  in- 
cision opens  and  closes  the  various  abdominal 
layers  at  different  levels.  The  anterior  rectus 
sheath  is  opened  transversely  in  the  midline 
and  proceeding  laterally  and  upward  the 
sheath  divides  into  the  oblique  muscles  which 
are  separated  between  their  fibers.  In  any  act 
of  straining  these  muscles  are  closed  and  not 
pulled  apart.  The  transversalis  fascia  is  opened 
below  the  line  of  the  anterior  sheath  opening 
and  the  recti  muscles  detached  still  lower  — 
at  the  pubis.  The  peritoneum  is  opened  at  the 
highest  level  of  the  lateral  edges  of  the  oblique 
muscles.  This  is  truly  a staggered  incision!  No 
part  of  any  muscle  is  denervated  and  practi- 
cally all  of  the  suturing  is  in  tendinous  struc- 
tures. The  rectus  muscles  are  attached  firmly 
to  their  anterior  sheaths  in  their  entire  length 
and  the  longitudinal  striations  prevent  any 
undue  pulling  on  the  re-attached  pubic  suture 
line.  In  the  cases  presented  there  have  been  no 
hernias  even  though  there  was  one  sub- 
cutaneous wound  abscess  extending  the  length 
of  the  incision. 

Since  using  the  Cherney  incision  I am  con- 
vinced that  the  patients  do  better  — faster  — 
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than  with  a vertical  incision  and  for  several 
reasons.  The  lower  abdominal  muscles  are  not 
as  much  involved  with  respiration,  and  the 
adhesive  dressing  is  narrow  and  does  not 
interfere  with  ventilation.  Coughing  and 
moving  in  bed  are  not  as  painful  for  the 
muscle  pull  is  in  line  with  its  fibers.  The  last 
also  accounts  for  the  ability  of  the  patients  to 
bear  down  harder  and  void  earlier.  I feel  the 
patients  require  and  take  fewer  narcotics  with 
this  incision  although  this  cannot  be  sub- 
stantiated. The  microfilming  of  the  charts  did 
not  include  the  nurses’  notes  in  the  earlier 
cases  but  those  which  could  be  studied 
showed  the  number  of  hypodermic  injections 
to  be  about  the  same  as  those  with  a midline 
incision. 

Disadvantages:  It  takes  longer  to  open  and 
close  the  abdomen.  The  longitudinal  vessels 
are  transected  ( as  with  any  transverse  in- 


cision) and  this  requires  more  time  for  hemo- 
stasis. The  incision  has  been  used  by  Cher- 
ney  for  other  than  pelvic  surgery,  but  gen- 
erally its  use  is  limited  to  the  lower  abdomen. 

Summary 

The  Chemey  transverse  lower  abdominal  in- 
cision detaching  the  recti  from  the  pubis  is 
discussed  and  the  technique  described  along 
with  the  experience  of  97  cases.  It  is  felt  that 
in  selected  cases,  where  the  upper  abdomen  is 
not  to  be  approached,  it  is  a fine  incision,  giv- 
ing more  exposure  to  the  pelvis  and  a strong 
cosmetically  attractive  closure.  It  is  ideal  for 
the  obese  patient  and  the  postoperative  pain 
and  discomfort  from  coughing  and  moving 
are  distinctly  reduced.  Respiratory  difficulties 
and  urinary  retention  are  less.  All  of  these 
attributes  are  the  result  of  the  staggered  in- 
cision always  in  the  line  of  the  muscle  pull. 
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Over  a four-year  period,  62  fractures  occurred  in 
children  under  the  age  of  16  years  who  suffered  from 
residual  paralysis  following  poliomyelitis.  Only  5 of 
the  62  fractures  occurred  in  normal  limbs,  while  the 
remaining  57  occurred  in  severely  paralyzed  limbs. 
Most  commonly  involved  was  the  femur,  in  which  32 
fractures  occurred,  29  of  them  in  the  supracondylar 
region.  Eighteen  fractures  occurred  in  the  tibia  and 
seven  in  the  humerus  of  the  paralyzed  limbs.  Of  the 
five  fractures  occurring  in  normal  limbs,  one  was 
in  the  supracondylar  region  of  the  humerus,  two 
were  in  the  distal  end  of  the  radius,  and  one  each  was 
in  the  lateral  malleolus  and  in  the  proximal  phalanx 
of  the  finger.  There  were  no  open  fractures.  Most  of 
the  injuries  were  of  the  infraction  type,  with  little 
displacement.  Several  were  considered  to  be  stress 
fractures.  No  epiphyseal  fractures  occurred  among  the 
injuries  of  paralytic  limbs.  The  cause  of  late  appear- 
ing deformity  could  not  be  attributed,  in  retrospect, 
to  epiphyseal  injury.  Simple  falls  gave  rise  to  many 
fractures.  The  most  commonly  noted  factor  in  the 
etiology  of  fractures  was  plaster  immobilization.  Re- 
mobilization of  the  stiff  joint  should  be  carried  out 
as  the  first  stage  of  rehabilitation  after  surgery. 
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Moschcowitz1  in  1925  described  an  ill- 
ness which  occurred  in  a 16  year  old 
female  who  had  weakness  in  her 
arms,  pain  on  motion  of  her  wrists,  petechiae, 
and  pallor.  She  lived  17  days  after  these  symp- 
toms and  died  following  the  development  of 
hemiparesis.  Microscopic  studies  disclosed 
hyaline  masses  occluding  arterioles  and  capil- 
laries, predominantly  in  the  heart  and  kidneys. 
Moschcowitz  thought  that  the  thrombi  were 
composed  of  hyalinized  erythrocytic  masses 
and  that  her  illness  was  due  to  a powerful 
toxin,  possessing  hemolytic  and  hemagglutina- 
tive  properties.  This  occlusive  lesion  is  now 
the  pathologic  hallmark  of  this  disease  which 
is  most  commonly  known  as  thrombotic 
thrombocytopenic  purpura  (TTP).  Since  this 
initial  report,  a number  of  cases  have  been 
recorded  in  the  literature.2  The  present  report 
was  stimulated  by  the  occurrence  of  three 
additional  cases  in  a single  general  hospital 
over  a 2 year  period.  A brief  abstract  of  each 
of  these  cases  follows: 

Case  Reports 

Case  I:  A 45  year  old  white  female  was  admitted 
to  the  hospital  because  of  vaginal  bleeding  and 
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epistaxis.  She  had  been  seen  by  a physician  2 days 
previously  who  had  given  her  an  injection  of  Prostig- 
min  which  was  followed  by  the  onset  of  the  excessive 
vaginal  bleeding  and  epistaxis.  Her  hemoglobin  on 
admission  was  4.7  grams  and  platelets  were  decreased 
on  her  smear.  Three  days  later  she  was  unresponsive 
and  later  in  the  day  had  a convulsion.  There  were  no 
localizing  neurologic  signs,  but  she  complained  of 
headache.  Two  days  later  she  had  purposeless  move- 
ments, bleeding  from  multiple  sites  and  she  was 
jaundiced.  Her  temperature  was  104°  rectally  and 
she  was  quite  lethargic.  Bloody  spinal  fluid  was  ob- 
tained. A direct  Coombs  test  was  negative,  total  bili- 
rubin 4.1  mg/ml  with  an  indirect  of  3.59  mg.  A plate- 
let count  was  20,000/mm.3  She  continued  to  have 
numerous  convulsions  and  expired  7 days  after  ad- 
mission. 

At  autopsy  there  were  occasional  ecchymoses  over 
the  thighs,  but  no  petechiae  were  found  in  the  skin. 
Petechiae  were  present  in  the  epicardium  and  endo- 
cardium. The  myocardium  was  grossly  unremarkable. 
The  coronary  arteries  were  not  unusual.  There  was 
hyperemia  and  focal  atelectasis  of  both  lungs.  The 
spleen  weighed  200  grams  and  had  an  almost  liquid 
pulp.  The  liver  weighed  1900  grams  and  was  not 
remarkable.  The  GI  tract,  adrenals,  and  kidneys  were 
not  grossly  remarkable.  There  were  uterine  leio- 
myomata and  abundant  blood  clot  in  the  endocervical 
canal.  The  brain  was  not  grossly  remarkable. 

Sections  of  myocardium  disclosed  numerous  vascular 
thrombi,  some  with  endotheliozation  and  occasional 
perivascular  hemorrhages. 

Small  vessels  of  the  adrenal  glands,  liver,  kidneys 
and  posterior  lobe  of  the  pituitary  ( Fig.  1 ) contained 
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Fig.  1— Arterioles  of  posterior  pituitary  contain 
occlusive  masses.  X 400. 

numerous  thrombi.  Other  organs  had  few  or  no 
thrombi. 

Case  II:  A 39  year  old  white  male  was  admitted 
because  of  the  rather  sudden  onset  of  left  hemiparesis 
which  was  followed  by  a generalized  convulsion. 
( Ten  days  earlier  he  had  received  a wasp  sting  which 
had  elicited  considerable  soft  tissue  response  about 
the  sting. ) By  the  time  he  reached  the  hospital  he 
was  unresponsive  and  there  were  numerous  petechiae 
over  the  skin  of  the  entire  body.  The  rectal  tempera- 
ture was  102°.  Bleeding  time  was  increased,  but  other 
clotting  studies  were  normal.  The  hemoglobin  was 
10.8  grams,  the  WBC  21,100  and  the  total  bilirubin 
was  3.85  mg.  Platelets  were  scanty  on  the  smear.  The 
patient  had  numerous  generalized  convulsions  and 
expired  3 days  after  admission. 

At  post  mortem  many  petechiae  and  ecchymoses 
were  present  in  the  skin.  On  the  surface  of  the  heart 
were  frequent  petechiae  and  there  were  numerous 
subendocardial  hemorrhages.  The  spleen  weighed 
350  grams.  Focal  petechiae  and  hemorrhages  were 
present  on  the  surfaces  of  the  lungs,  the  lesser  curva- 
ture of  the  stomach,  the  adrenal  cortex  and  the  cut 
surfaces  of  the  pancreas.  There  were  petechiae  over 
the  pia-arachnoid  and  minute  hemorrhages  scattered 
through  the  cerebral  cortex. 

Microscopically,  there  were  numerous  thrombi  in 
the  capillaries  and  arterioles  of  the  myocardium 
(Fig.  2)  which  were  associated  with  perivascular 


hemorrhages  and  foci  of  myocardial  necrosis.  The 
pancreas,  GI  tract,  kidneys,  adrenal  glands  and  bone 
marrow  (Fig.  3)  had  vascular  occlusive  lesions.  The 
bone  marrow  contained  numerous  megakaryocytes. 
Sections  of  cerebral  cortex  revealed  numerous  thrombi 
and  many  perivascular  hemorrhages. 

Case  III:  An  18  year  old  white  male  was  admitted 
in  a moribund  state  with  a 10  day  history  of  head- 
ache, anorexia,  and  increasing  lethargy.  A hemoglobin 
reading  of  30%  was  reported  by  his  physician  7 days 
prior  to  admission  to  the  hospital.  He  expired  less  than 
one  hour  following  admission  and  no  laboratory 
studies  were  performed  prior  to  death. 

The  necropsy  revealed  a 100  ml  pericardial  effusion 
and  occasional  petechiae  of  the  epicardium  and  endo- 
cardium. The  spleen  weighed  325  grams.  The  re- 
mainder of  the  viscera  were  unremarkable. 

The  microscopic  sections  of  the  heart  exhibited 
thrombotic  lesions.  In  the  tissues  about  these  thrombi 
there  was  an  inflammatory  reaction  composed  of 
PMNs,  lymphocytes,  monocytes  and  macrophages 
(Fig.  4).  Perivascular  hemorrhages  were  not  seen  and 
there  was  only  minimal  focal  myocardial  necrosis.  The 
kidneys,  pancreas,  brain  and  adrenals  revealed  fairly 
frequent  vascular  thrombi  with  little  or  no  associated 
inflammatory  reaction. 

Discussion 

In  the  following  discussion  the  clinical  pic- 
ture, especially  those  clinical  and  laboratory 
features  which  would  allow  ante  mortem 
recognition,  will  be  considered  rather  briefly 
then  some  views  concerning  the  pathology  of 
the  vascular  lesion  and  its  possible  causation 
will  be  reviewed. 

A resume  of  the  clinical  picture  and  the  sig- 
nificant laboratory  findings  in  63  reported 
cases  was  prepared  by  Antes  in  1958.’  He 
noted  the  prodromal  signs  to  be  variable  with 
weakness,  mental  changes,  nausea,  vomiting, 


Fig.  2— Large  arteriole  of  myocardium  contains  a Fig.  3— Vessels  in  bone  marrow  section  are  occluded 

finely  granular  thrombus  which  appears  to  arise  from  by  virtually  hyaline  thrombi.  X 100. 
a portion  of  the  vessel  wall.  X 400. 
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and  less  often,  abdominal  symptoms.  The 
rapidly  developing  anemia  was  thought  to  be 
the  basis  for  the  initial  prodromal  signs.  Pallor 
and  purpura  are  present  in  a large  percentage 
of  patients  at  the  time  of  admission.  Mental 
changes  are  best  explained  by  vascular  lesions 
in  the  brain.  Fever  is  usually  present  by  the 
time  of  admission  to  the  hospital,  in  the  range 
of  100°  - 102°  F.  Hyperpyrexia  as  a terminal 
occurrence  is  not  uncommon.  Neurologic 
symptoms  and  mild  icterus  may  be  found  on 
the  initial  examination.  At  some  stage  of  the 
disease,  neurological  manifestations  which 
tend  to  wax  and  wane  in  intensity  and  fluctu- 
ate in  character  are  almost  always  found. 
These  CNS  findings  run  the  gamut  from  head- 
ache, paralyses,  and  convulsions,  to  mania  or 
deep  coma. 

The  age  range  in  typical  reported  cases  is 
9 to  74  years.  Craig  et  al,4  have  a somewhat 
atypical  case  in  a 22  month  old  child.  There  is 
a very  slight  predilection  of  this  disease  for 
the  female  sex.2  Cases  have  been  reported  in 
Caucasians  and  Negroes. 

The  general  physical  examination  will  often 
reveal  mental  changes  and  some  manifesta- 
tions of  the  hemolytic  anemia  and  hemor- 
rhagic phenomena.  Occasionally,  hepato- 
splenomegaly  has  been  noted.  TTP  should  be 
strongly  suspected  when  the  triad  of  thrombo- 
cytopenic purpura,  hemolytic  anemia  and 
variable,  fluctuating  neurological  signs  are 
encountered.  More  recently,  fever  and  renal 
abnormalities  have  been  added— thus  making  a 
pentad  of  physical  and  laboratory  findings 
highly  suggestive  of  this  disease.6 

The  laboratory  examination  usually  reveals 
a marked  normocytic,  normochromic  anemia. 
That  this  anemia  is  mainly  hemolytic  is  re- 
flected by  the  increased  serum  bilirubin,  and 
urine  urobilinogen,  the  reticulocytosis  and  the 
normoblastic  erythroid  hyperplasia  of  the 
bone  marrow.  Some  consider  mechanical  in- 
jury to  the  RBC’s  important  in  producing  dis- 
ruption of  the  cells."  Bizarre  BBC’s  are  some- 
times seen  on  the  peripheral  smear.2  The 
WBC  s may  be  elevated  and  there  is  tendency 
toward  a “shift  to  the  left.”  Coombs  tests, 


Fig.  4— Arterioles  of  myocardium  contain  thrombi 
and  show  an  unusual  inflammatory  reaction  in  ad- 
jacent myocardium.  X 100. 


LE  cell  preparations  and  BBC  osmotic  fragil- 
ity tests  are  almost  always  negative. 

A deficiency  of  platelets  has  been  demon- 
strated in  nearly  all  cases  in  which  a platelet 
count  has  been  performed.  Usually  the 
thrombocytopenia  is  marked  and  there  is  a 
tendency  for  the  platelets  to  decrease  as  the 
disease  progresses.  The  exact  mechanism  of 
the  thrombocytopenia  is  in  a state  of  consider- 
able controversy.  Two  major  theories  exist  at 
this  time.  One  of  these  considers  that  the 
platelets  are  removed  in  the  formation  of  the 
thrombotic  lesions.  The  other  concept  suggests 
that  there  is  a failure  of  normal  numbers  of 
megakaryocytes  to  produce  adequate  numbers 
of  platelets.  Platelet  antibodies  have  rarely 
been  demonstrated.  A prolonged  bleeding 
time  and  clotting  time  with  an  impaired  clot 
retraction  and  other  clotting  studies  essentially 
normal  are  the  usual  findings  in  TTP.  Liver 
function  tests  and  bacteriological  examinations 
have  not  proved  helpful  in  making  a diagnosis. 

In  a moderate  number  of  cases  the  BUN  is 
significantly  elevated.  There  may  be  varying 
amounts  of  proteinuria  and  occasionally  some 
RBC’s  in  the  urinary  sediment.  The  spinal 
fluid  sometimes  reveals  a mild  pleocytosis  and 
increased  protein. 

In  1947,  Carter7  noting  the  widespread 
character  of  the  vascular  lesions  advocated  the 
use  of  a tissue  biopsy  as  a means  of  ante 
mortem  diagnosis.  Cooper  et  al * in  1952  re- 
ported the  diagnosis  of  2 cases,  prior  to  death, 
by  the  use  of  hematoxylin  and  eosin  staining 
of  sections  of  bone  marrow  aspirate  in  which 
the  classical  vascular  lesions  were  identified. 
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Some  more  recent  workers  continue  to  sug- 
gest this  as  useful  diagnostic  study.”  Lymph 
node  biopsy  as  a means  of  diagnosis  was 
described  by  Alcorn  in  1961. 10  Certainly,  if 
any  therapy  proves  efficacious,  the  early 
accurate,  ante-mortem  diagnosis  of  TTP  will 
become  extremely  important. 

Gore11  and  Orbison12  have  contributed 
greatly  to  the  understanding  of  the  pathology 
of  this  disease.  Gore  reported  a “prethrombotic 
hyaline  lesion”  in  the  walls  of  the  vessels  in 
4 cases.  He  felt  that  the  occlusive  material  was 
composed  of  this  hyaline  substance  from  the 
vascular  wall,  plus  an  accretion  of  material 
from  the  blood  and  that  the  thrombotic 
material  was  thus  “bimorphic”  in  character. 
These  thrombi  appear  in  different  stages  of 
evolution  suggesting  that  they  occur  in 
showers  rather  than  all  at  one  time.  That  fibrin 
and  fibrinogen  are  components  of  the  occlu- 
sive substance  has  been  demonstrated  using 
fluorescent  techniques  by  Craig  et  ah*  Using 
similar  methods  they  were  unable  to  demon- 
strate that  platelet  material  formed  a part  of 
the  “thrombotic  mass.”  Others,  however,  feel 
that  they  can  adequately  demonstrate  platelet 
elements  in  these  lesions13  using  these  fluores- 
cent studies.  Very  recent  electron  microscopic 
studies  of  similar  vascular  lesions  failed  to 
reveal  platelets  definitely  as  a component.11 
Furthermore,  these  studies  did  not  show  un- 
equivocally the  presence  of  fibrin.  It  was 
suggested  that  perhaps  the  polymerization  of 
fibrin  in  these  lesions  may  have  altered  its 
electron  microscopic  appearance. 

Orbison,12  with  the  skillful  use  of  serial  sec- 
tion drawings  of  the  lesions,  was  able  to  re- 
construct models  illustrating  aneurysmal  dila- 
tation in  the  walls  of  the  damaged  vessels.  He 
also  described  vascular  endothelial  prolifera- 
tion, both  with  and  without  thrombus  forma- 
tion. He  commented  on  the  absence  of  sig- 
nificant inflammatory  response  around  the 
vascular  lesions  and  the  lack  of  venous  in- 
volvement, but  did  note  occasional  hemor- 
rhages about  the  areas  of  thrombi.  Some 
workers  have  reported  venous  involvement, 
but  this  has  not  been  definitely  proven.  Other 
investigators  have  noted  that  the  arterio- 


capillary  junction  is  the  most  common  site  of 
involvement.15  Practically  all  organs  have 
been  reported  involved,  but  there  seems  to  be 
a predilection  for  the  vessels  of  the  heart, 
pancreas,  adrenals,  brain  and  kidneys. 

Orbison  considers  TTP  to  be  a disease 
entity  within  the  group  of  collagen  disorders 
rather  than  a variant  of  a previously  character- 
ized disease.12  An  interesting  relationship  be- 
tween TTP  and  disseminated  lupus  erythema- 
tosus ( DLE ) has  been  reported  by  Levine 
and  Shearn.111  They  found  histologic  evidence 
of  DLE  in  34  of  151  cases  of  TTP.  This  asso- 
ciation is  not  new  and  has  been  described 
earlier  by  others.17’ 18  As  in  other  collagen 
diseases,  hypersensitivity  is  suggested  as  an 
etiologic  factor.  Its  frequent  association  with 
upper  respiratory  infections  and  the  not  un- 
common link  between  the  ingestion  of  certain 
drugs  and  some  immunizations  (smallpox  and 
tetanus)  do  afford  examples  in  which  hyper- 
sensitization might  be  considered  a causative 
factor. 

Although  at  present  an  immunologic 
(hypersensitivity)  etiology  seems  most  likely, 
it  must  be  kept  in  mind  that  other  factors 
could  produce  similar  pathologic  findings.  In 
certain  experimental  animals,  similar  lesions 
have  been  produced  by  such  measures  as 
rapid  increase  in  blood  pressure  and  in  other 
animals  dietary  alterations  have  produced 
these  vascular  changes.  The  association  of 
TTP  with  pregnancy  has  been  reported19  and 
perhaps  careful  studies  of  this  relationship  will 
cast  more  light  on  the  etiology  of  this  disease. 

Aside  from  supportive  therapy,  mainly 
blood  transfusions,  the  corticosteroids  and 
ACTH  are  the  drugs  which  have  been  used 
most  vigorously  in  treatment.  In  view  of 
adrenal  hemorrhage  occurring  in  several  cases, 
it  has  been  suggested  that  the  use  of  cortisone 
rather  than  ACTH  would  be  a more  rational 
approach.  Burke  and  Hartmann20  have  re- 
ported 2 cases  with  long  remissions  who  were 
treated  with  massive  steroid  dosage.  Splen- 
ectomy has  been  tried  on  a number  of  occa- 
sions usually  without  significant  benefit,  al- 
though there  are  reports  of  several  patients 
surviving  up  to  3 years  after  this  procedure.21 
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Despite  the  thrombotic  nature  of  the  vascular 
lesions,  anticoagulants  have  not  been  tried  in 
any  significant  number  of  reported  cases.22 
However,  since  the  primary  lesions  appear  to 
affect  the  walls  of  the  vessels,  at  times  without 
thrombus  formation,  the  benefit  to  be  derived 
from  anticoagulants  would  probably  be 
limited.  Streptokinase  therapy  has  been  sug- 
gested but  its  effectiveness,  too,  may  be 
doubted  on  the  basis  of  the  character  of  the 
vascular  lesions.  Antibiotics  as  treatment  for 
the  primary  lesion  have  shown  no  promise. 

Nevertheless,  despite  the  form  of  therapy 
employed,  the  outcome  has  been  uniformly 
fatal  in  all  proven  cases  with  adequate  fol- 
low-up. Generally,  life  expectancy  is  measured 
in  days  or  weeks  following  the  onset  of  symp- 
toms, however,  a number  of  cases  have  sur- 
vived several  months  to  several  years. 
Actually,  there  is  one  fairly  well  documented 
case  of  a 19  year  survival.23 

Certain  features  of  the  3 new  cases  of  TTP 
reported  in  this  paper  deserve  some  comment. 
In  both  Case  I and  Case  II  the  possibility  of 
a hypersensitizing  substance  exists.  In  Case  I 
the  use  of  prostigmin  was  followed  by  the  dis- 
ease and  in  Case  II  the  wasp  venom  may  have 
been  an  immunologic  agent.  In  neither  of 
these  cases  can  these  substances  definitely  be 
proved  to  be  the  causative  agent,  but  specula- 
tion on  this  pathogenesis  is  interesting.  During 
the  very  brief  time  Case  III  was  under  medi- 


cal observation,  no  specific  etiologic  agent 
could  be  implicated.  This  case,  however,  does 
have  one  unique  feature.  This  is  the  moderate 
inflammatory  infiltrate  in  the  heart  about  the 
areas  of  damaged  vasculature.  As  previously 
mentioned,  inflammatory  reaction  in  the  areas 
of  vascular  lesions  is  uncommon.  Otherwise, 
this  case  is  histologically  typical  in  all  re- 
spects of  most  of  the  reported  cases  of  TTP. 

Summary 

TTP  is  a disease  of  unknown  etiology  pro- 
ducing a pentad  of  findings  consisting  of 
hemolytic  anemia,  thrombocytopenic  purpura, 
neurological  symptoms,  fever  and  renal  in- 
volvement. This  illness  generally  progresses 
to  death  in  a short  period  of  time.  It  is  possibly 
a hypersensitivity  disease  and  probably  be- 
longs in  the  family  of  collagen  disorders.  The 
target  organ  is  small  blood  vessels  where  an 
occlusive  lesion  is  produced  which  is  con- 
sidered to  be  formed  by  fibrin,  altered  vascu- 
lar wall  tissues  and  possibly  platelets.  Defini- 
tive diagnosis  is  made  by  finding  the  vascular 
lesion  in  biopsy  material  (bone  marrow, 
lymph  nodes,  etc.)  in  conjunction  with  the 
classical  clinical  signs  and  symptoms.  Treat- 
ment consists  of  blood  transfusions,  steroids 
and  occasionally  splenectomy  though  there 
are  no  significantly  beneficial  effects  produced 
by  any  of  these  means  in  the  vast  majority  of 
cases. 
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Reversal  of  the  right  colon  after  radical  left 
colectomy.  Bernard  E.  Ferrara,  M.  D.,  Wendell  M. 
Levi,  Jr.,  M.  D.  Amer  Surg  31:44-49,  January  1965. 

An  adequate  operation  for  carcinoma  of  the  left 
colon  may  make  difficult,  or  impossible,  anastomosis  of 
the  right  transverse  colon  to  the  rectum.  Reversal 
of  the  right  colon  has  been  proposed  as  a solution. 
The  ileum  is  anastomosed  to  the  transverse  colon  and 
the  cecum  to  the  rectum,  thereby  reversing  the  fecal 
flow  in  the  right  colon.  Although  not  a new  pro- 
cedure, its  usefulness  has  not  been  exploited.  Recent 
laboratory  and  clinical  experience  suggests  that  prior 
objection  to  intestinal  reversal  may  be  invalid.  A 
review  of  pertinent  literature  is  presented.  The 
authors  report  a case  in  which  resection  of  the  left 
colon  was  performed  for  carcinoma  of  the  sigmoid. 
Peritoneal  and  liver  metastases  were  apparent  at 
operation.  The  resection  extended  from  the  right 
transverse  colon  to  the  rectum.  Ileum  was  anastomosed 
to  the  transverse  colon;  the  cecum  was  amputated; 
and  the  ascending  colon  was  anastomosed  to  the 
rectum.  In  the  early  post-operative  period  the  patient 
had  one  to  four  loose  stools  daily.  At  times  he  re- 
quired oral  potassium  for  replacement  treatment. 
The  patient  tolerated  the  operative  procedure  without 
undue  incident.  He  survived  18  months  with  a good 


functional  operative  result.  The  cause  of  death  was 
extensive  metastatic  carcinoma. 

B.  E.  F. 


Colorectal  anastomosis  by  invagination.  Bernard  E. 
Ferrara,  M.  D.  Dis  Colon  Rectum  9:  113-115,  March- 
April  1966. 

The  author  presents  a case  in  which  colorectal 
anastomosis  was  performed  by  invagination  of  the 
proximal  colon  segment  into  the  rectal  stump.  Follow- 
ing radical  left  colectomy  for  carcinoma  of  the  sigmoid 
colon,  the  patient  developed  a stricture  at  the  colo- 
rectal anastomosis.  Out-patient  dilatation  with  a 
sigmoidoscope  resulted  in  perforation  through  the 
stricture.  At  re-operation  there  was  dense  inflam- 
matory scar  in  the  colon.  Soft,  pliable  bowel  was  not 
available  for  safe  end-to-end  anastomosis.  Further 
resection  of  bowel  was  limited  by  the  extent  of  prior 
resection.  Therefore,  it  was  decided  to  perform  the 
anastomosis  by  invagination.  Exteriorizing  cecostomy 
complemented  the  procedure.  Convalescence  was  un- 
eventful, and  healing  without  stricture  resulted.  The 
author  does  not  recommend  this  procedure  except  for 
inflammatory  conditions  in  the  pelvis. 

B.  E.  F. 
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I Epidemic  syphilis  has  occurred  in  Spartan- 
burg County.  Between  January  and 
August  of  1966,  through  the  combined 
efforts  of  physicians  in  private  practice  and 
the  Spartanburg  County  Health  Department, 
111  persons  infected  with  early  syphilis  were 
diagnosed,  treated,  and  confidentially  inter- 
viewed to  obtain  knowledge  of  their  sex  con- 
tacts. The  following  narrative  describes 
briefly  events  which  typify  situations  that  are 
occurring  in  South  Carolina  at  an  increasing 
rate. 

The  111  eases  reported  through  August  of 
this  year  are  a significant  increase  over  pre- 
vious years.  As  can  be  seen  in  Chart  A, 

A 

EARLY  SYPHILIS 
MORBIDITY 
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through  August  we  have  already  more  than 
doubled  the  number  of  cases  reported  last 
year.  Recent  reports  by  the  South  Carolina 
State  Board  of  Health  indicate  that  Spartan- 
burg County  has  reported  11%  of  the  in- 
fectious (lesion)  syphilis  in  the  State.  South 
Carolina  has  the  third  highest  reported  case 
rate  per  population  in  the  nation.  Spartanburg 
County’s  rate  of  66.3  per  100,000  population 
as  compared  to  South  Carolina’s  rate  of  35.4 
and  the  national  rate  of  12.1  evinces  the 
magnitude  ot  our  problem. 

Several  major  factors  have  contributed  sig- 
nificantly to  the  upsurge  of  reported  cases  in 
Spartanburg  County.  Foremost  is  the  role  that 
physicians  in  private  practice  have  played. 
Twenty  per  cent  of  the  cases  were  reported  by 
physicians,  indicating  their  awareness  of  the 
epidemic.  This  does  not  begin  to  reflect  the  co- 
operation of  physicians,  however,  as  they  ex- 
amined many  persons  who  were  referred  to 
them,  diagnosing  and  treating  the  infected 
ones.  For  example,  as  we  have  exploited  known 
chains  of  infection  to  an  end  point  and  as  re- 
ported cases  have  fallen,  we  were  directed  to 
new  chains  by  key  cases  reported  by  practicing 
physicians.  This  process  exemplifies  the  suc- 
cess achieved  in  this  epidemic,  producing 
periods  of  peak  morbidity  reflected  in  Chart 
B.  As  no  one  case  of  early  syphilis  is  an  entity 
unto  itself,  so  too  were  these  cases  involved 
in  numerous  chains  of  infection.  As  a result 
of  contact  tracing,  11  new  cases  were  found 
among  the  sex  contacts  of  the  cases  reported 
by  the  physicians.  Of  course  these  led  to 
additional  cases,  contributing  significantly  to 
the  epidemic. 
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A second  major  factor  was  the  rapid  applica- 
tion of  tracing  contacts  to  every  reported  case, 
thereby  reducing  the  reservoir  of  untreated 
syphilis.  After  a confidential  interview  by  an 
experienced  and  qualified  venereal  disease 
epidemiologist  to  obtain  lists  of  all  known  sex 
contacts,  every  effort  was  made  to  locate  and 
refer  all  sex  contacts  for  medical  treatment 
within  24  hours.  Since  every  case  is  treated  on 
an  emergency  basis,  this  acceleration  of  our 
efforts  has  in  fact  contributed  to  the  increase 
in  the  number  of  cases  reported,  and  is  a 
necessary  feature  in  any  modern  syphilis  con- 
trol program. 

We  have  noted  in  the  present  epidemic  a 
pattern  similar  to  the  national  average  for  age 
of  infected  persons.  Sixty-three  persons  who 
were  infected  fell  in  the  teenage  and  young 
adult  group  of  15  to  24  years.  The  oldest  pa- 
tient was  a 61-year-old  male  and  the  youngest 
was  a 15-year-old  female. 

In  order  to  achieve  a degree  of  control  it 
was  of  utmost  importance  to  maintain  a work- 
ing relationship  between  public  health  author- 
ities and  private  physicians,  keeping  open  all 
lines  of  communication.  Physicians  in  Spartan- 
County  utilized  darkfield,  consultative,  and 
diagnostic  services  in  addition  to  the  pre- 
viously mentioned  contact  tracing  by  quali- 
fied field  epidemologists. 

Another  important  technique  of  control  used 
was  the  process  of  “clustering.”  Briefly,  this  is 


a method  of  tactfully  expanding  our  intel- 
ligence about  infected  patients  by  examining 
selectively,  and  without  breaching  confidence, 
persons  situated  socially  or  geographically 
around  the  patient.  A total  of  194  “clusters” 
were  examined  from  which  16  cases  of  early 
syphilis  were  brought  to  treatment.  Without 
this  casefinding  technique  a major  portion  of 
the  cases  brought  to  treatment  would  have 
either  been  lost  or  would  have  spread  the 
disease  to  several  other  persons  before  coming 
to  treatment. 

A total  of  653  sex  contacts  and  “clusters” 
were  located  and  referred  for  examination.  A 
goal  in  all  epidemics  is  to  ascertain  the  high- 
est possible  percentage  of  cases  that  could  be 
the  source  of  known  cases.  For  example,  of 
the  111  cases,  86  were  determined  to  be  asso- 
ciated with  cases  in  a more  advanced  stage. 
Similarly,  for  every  two  known  cases  approxi- 
mately one  additional  ease  was  brought  to 
treatment,  giving  us  a spread  rate  of  .53  per 
known  case. 


C 

RE  ASON  FOR 
OBSERVAT ION 


Contact  Volunteer: 

Cluster  Clinic 

Pri.Phy.« 
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SYPHILIS 


We  realized  in  this  epidemic,  as  with  any 
disease,  that  in  order  to  prevent  the  spread  of 
cases  we  had  to  eliminate  or  reduce  the 
incubation  of  the  disease.  To  achieve  this, 
42%  of  the  serologically  and  clinically  nega- 
tive contacts  exposed  within  90  days  of  the 
infection  were  given  treatment  prophylactic- 
ally.  The  sex  contacts  who  were  not  treated 
prophylactically  were  followed  by  serum  tests. 
By  employing  this  technique  the  rate  of 
spread  was  further  reduced. 


Ill  persons  with  infectious  syphilis  have  been 
diagnosed,  treated,  and  reported  in  Spartan- 
burg County.  The  sudden,  marked  rise  in 
cases  was  attributed  to  an  excellent  working 
relationship  with  physicians  in  private  practice 
and  prompt  action  by  health  department 
workers  in  the  application  of  confidential 
interviewing,  contact-tracing,  cluster  testing, 
and  prophylactic  treatment.  Further  spread 
and  a potential  reservoir  of  untreated  syphilis 
has  been  averted  in  Spartanburg,  but  only 
constant  surveilanee  and  vigilance  will  prevent 
similar  episodes,  here  or  in  other  areas. 


Summary 


During  the  first  eight  months  of  this  year, 


Closed  colon  anastomosis  for  control  of  tumor 
spread.  Felix  J.  Mathieu,  M.  D.,  C.  Edward  Floyd, 
M.  D.  (Florence),  Isidore  Cohn,  Jr..,  M.  D.  Amer 
Surg  32:5,  Jan  1966. 

This  is  an  evaluation  of  the  role  of  a closed  colon 
anastomosis  on  tumor  implantation  at  the  suture  line 
in  the  peritoneal  cavity. 

Brown-Peace  tumor  was  grown  in  the  anterior 
chamber  of  a rabbit’s  eye.  The  fully  grown  tumor  was 
divided  into  several  portions:  one  part  for  culture,  one 
part  for  histology,  one  part  for  transplantation  into 
another  rabbit’s  eye,  and  the  major  portion  was 
divided  into  two  equal  parts  and  used  in  paired 
rabbit  experiments. 

Tumor  suspension  was  injected  into  a 15  cm  seg- 
ment of  colon  isolated  between  clamps.  In  the  control 
animal  the  colon  was  divided  mid-way  between  the 
clamps  and  bowel  continuity  was  re-established  using 
an  end-to-end  one-layer  open  anastomosis.  In  the 
treated  animals,  a one-layer  closed  anastomosis  was 
used. 

A total  of  33  paired  experiments  were  included  in 
this  study.  Tumor  was  present  at  the  anastomosis  in 
39  per  cent  of  the  open  anastomosis  as  contrasted  to 
6 per  cent  of  the  closed  anastomosis,  a difference 
which  is  statistically  significant. 

The  peritoneal  cavity  contained  tumor  in  64  per 
cent  of  the  open  anastomosis  series  as  contrasted 
with  9 per  cent  of  the  closed  anastomosis  series,  a 
difference  which  also  is  statistically  significant. 

Twenty-one  per  cent  of  the  rabbits  of  the  open 
anastomosis  group  contained  extensive  tumor  growth 
or  carcinomatosis  whereas  none  of  the  closed  ana- 
stomosis group  contained  more  than  a few  tumor 
implants. 

In  summary  we  feel  that  the  closed  anastomosis 
was  effective  in  reducing  the  incidences  of  tumor 
implantation  at  the  anastomosis  and  in  the  peritoneal 
cavity. 


December,  1966 
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X-RAY  FILM  OF  THE  MONTH. 


S.  E.  PUCKETTE,  JR.,  M.  D. 

Medical  College  Hospital 
Charleston,  S.  C. 


This  lateral  spot  film  of  the  cervical  area 
taken  with  a barium  swallow  is  on  a 
41  year  old  white  male  who  two  years 
previously  had  begun  to  notice  a funny  feel- 
ing in  his  throat  while  eating.  This  gradually 
worsened  so  much  that  for  the  last  six  months 
he  had  had  a fairly  continuous  feeling  of  dis- 
comfort in  his  throat.  He  noticed  that  he 
choked  on  food,  at  times  would  regurgitate 
while  eating  and  would  bring  up  food  at  times 
with  coughing.  The  physical  examination  on 
this  patient  was  normal. 

This  is  a case  of  a Zenker’s  pulsion 
pharyngo-esophageal  diverticulum.  These  di- 
verticula have  a very  constant  site  of  origin 
on  the  posterior  wall  of  the  pharynx  at  a 
point  where  the  muscular  wall  is  congenitally 
weak  or  deficient  between  the  transverse  and 
oblique  fibers  of  the  constrictive  muscle  just 
above  the  beginning  of  the  esophagus.  The 
esophageal  mucosa  gradually,  over  a period 
of  years,  herniates  through  this  area  to  the 
point  where  there  is  more  or  less  constant  dis- 
tention of  the  sac  with  retained  secretions  and 


food.  The  enlarging  sac  causes  compression 
and  forward  angulation  of  the  esophagus  so 
that  the  preferential  lumen  is  that  of  the  di- 
verticulum. Therefore  once  the  diverticulum 
has  developed,  it  tends  to  increase  its  size  at 
an  accelerated  rate  and  produce  symptoms 
of  increasing  severity.  These  diverticula  are 
rarely  encountered  in  patients  less  than  30 
years  old,  and  most  occur  past  the  age  of  50. 

In  addition  to  the  above  mentioned  sympto- 
matology, one  at  times  encounters  nausea, 
gurgling  in  the  throat  with  swallowing,  and 
occasionally  complaints  of  an  offensive  breath 
due  to  the  decomposing  contents  of  the 
diverticulum.  The  patient  may  also  complain 
of  a soft  mass  in  the  area,  hoarseness,  or 
severe  coughing  and  choking  spells  secondary 
to  regurgitation  of  the  diverticular  contents 
into  the  trachea.  If  the  symptoms  are  ignored, 
eating  becomes  a slow  and  laborious  process, 
with  malnutrition  developing.  Lung  complica- 
tions such  as  abscess  may  also  occur. 

The  diagnosis  is  firmly  established  by  x-ray 
examination  of  the  esophagus.  Esophagoscopy 
is  to  be  avoided  except  in  unusual  circum- 
stances because  of  the  hazard  of  accidental 
perforation.  In  fact,  because  this  condition 
always  has  to  be  suspected  in  patients  with 
dysphagia  (particularly  in  the  upper  esopha- 
gus ) one  should  obtain  a barium  swallow 
prior  to  an  esophagoscopy. 

Any  diverticulum  capable  of  producing 
significant  symptoms  is  usually  considered 
large  enough  to  warrant  operation  for  its  re- 
moval. The  surgical  procedure  usually  done 
is  a one-stage  pharyngeal-esophageal  di- 
verticulectomy. 
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UIBB  NOTES  ON  THERAPY 


‘Tranquilizer’  is  not  a good  word”1 


' HIS  classification  is  psychologi- 
cally too  seductive,  pharmaco- 
|,ically  too  unspecific,  and  in 
l ns  of  results  not  infrequently 
i rue."2 

Hat  is  a tranquilizer?  According 
I the  24th  Edition  of  Dorland's 
! dical  Dictionary3  a tranquilizer 
i 'an  agent  which  acts  on  the 
f otional  state,  quieting  or  calm- 
i the  patient  without  affecting 
t rity  of  consciousness." 

I fining  a drug  by  its  effects,  how- 
( :r,  can  be  misleading.  The  same 
( ects  by  which  the  dictionary 
( ines  a tranquilizer  have  some- 
l,es  been  seen  after  administra- 
h of  a sedative  — or,  for  that 
i tter,  a placebo. 

obiguous  though  the  term  may 
I it  appears  to  be  here  to  stay. 
' ? 1966  edition  of  the  Physicians' 

I sk  Reference4  lists  42  tranquil- 
i rs  indicated  for  treatment  of 
;<iety  and  apprehensive  states. 

anquilizers'  have  differences  in 
. ion,  differences  in  effect 

.hough  all  tranquilizers  are  in- 
ided  to  calm  anxious  patients 
Hre  are  differences  in  their 
. ions  — and  in  their  effects.  They 
l/e  been  divided  into  three  cate- 
yies  — the  rauwolfia  group,  the 
inor'  tranquilizers,  and  the  phe- 
ithiazines.5 

.hough  the  tranquilizing  effect 
i rauwolfia  has  been  known  for 
nturies,  its  use  as  an  antipsy- 
otic  agent  in  current  practice 
I;  diminished.5 

.minor'  tranquilizer  is  often  pre- 
' ibed  to  achieve  more  than  one 

• ect.  Thus,  besides  being  tran- 
lilizers  some  of  these  com- 
|unds  may  be  muscle  relaxants, 

• ihistaminics  with  some  calming 

• ion,  anticholinergic  sedatives, 
1 antispasmodics.5 

? phenothiazines  are  considered 
' ajor'  tranquilizers  because  they 
>?r psychotic  behavior.1  This  clas- 
! cation  may  have  done  them 
lire  harm  than  good  because  it 

• olies  that  the  phenothiazines 
■ >uld  be  reserved  for  the  more 


severely  disturbed.  This  is  not  nec- 
essarily true. 

The  phenothiazines  — and  the 
problem  of  sedation 

One  of  the  problems  of  prescrib- 
ing phenothiazines  for  ambulatory 
patients  has  been  the  fear  that  ex- 
cessive sedation  will  impair  the 
patient's  ability  to  function.  This, 
however,  is  less  of  a problem  with 
some  of  the  phenothiazines. 
"Clinically  they  may  be  differenti- 
ated primarily  in  terms  of  their 
potency  and  the  extent  of  their 
sedative  effect,  which  appear  to  be 
inversely  proportional.  That  is,  the 
least  potent,  the  one  which  is  used 
in  highest  dosage,  chlorpromazine, 
is  the  most  sedative,  while  the  re- 
verse holds  true  for  fluphenazine."6 
In  a recent  report  on  various  stud- 
ies conducted  over  several  years 
evaluating  360  patients  treated  for 
anxiety  and  stress  with  seven  phe- 
nothiazines, this  inverse  relation- 
ship of  potency  to  sedation  was 
confirmed.7  Also  under  considera- 
tion was  the  degree  to  which  the 
particular  phenothiazines  neutral- 
ized anxiety  (the  angolytic  index). 
Interestingly  enough  there  was, 
again,  an  inverse  relationship.  The 
most  sedative  of  the  phenothia- 
zines appeared  to  be  the  least 
active  in  neutralizing  anxiety.  Flu- 


Contraindications:  Do  not  use  with  high  doses  of 
hypnotics  or  in  patients  with  subcortical  brain 
damage.  Use  with  caution  in  patients  with  a his- 
tory of  convulsive  disorders.  Severe  reactions  may 
occur  in  patients  with  idiosyncrasy  to  other  cen- 
trally-acting drugs,  and  severe  hypotension  may 
occur  in  patients  with  special  medical  disorders, 
e.g.  mitral  insufficiency  and  pheochromocytoma. 
Precautions:  Effects  of  atropine,  anesthetics  and 
C.N.S.  depressants  may  be  potentiated.  Hypoten- 
sion may  occur  in  patients  undergoing  surgery.  Do 
not  use  epinephrine  for  treatment  of  the  hypo- 
tensive reactions  which  may  appear  in  patients  on 
phenothiazine  therapy. 

Side  Effects:  Extrapyramidal  reactions,  allergic  skin 
reactions,  the  possibility  of  anaphylaxis,  drowsi- 
ness, visual  blurring,  dizziness,  insomnia,  nausea, 
anorexia,  salivation,  edema,  perspiration,  dry 


phenazine,  one  of  the  least  seda- 
tive, on  the  other  hand,  was  found 
to  be  most  effective  in  relieving 
anxiety.7 


RELATIVE  SEDATIVE  AND 
ANGOLYTIC  INDICES  OF 
PRINCIPAL  PHENOTHIAZINES* 

BASED  ON 

SEDATIVE  ANGOLYTIC  STANDARD 


DRUG 

INDEX 

INDEX 

DOSE  OF 

Chlorpromazine 

100 

15 

25  mgs. 

Triflupromazine 

100 

15 

25  mgs. 

Thioridazine 

90 

17 

25  mgs. 

Perphenazine 

15 

25 

4 mgs. 

Carphenazine 

25 

25 

25  mgs. 

Trifluoperazine 

3.3 

95 

2.0  mgs. 

Fluphenazine 

3.5 

100 

2.5  mgs. 

•adapted  from  Sainz7 


Prolixin  is  therapeutically  effective 
without  excessive  sedation 

When  used  as  a 'tranquilizer'  in 
general  medical  practice,  in  many 
patients  Prolixin  (Squibb  Fluphe- 
nazine  Hydrochloride)  suppresses 
anxiety,  but  not  normal  activity. 
These  two  features  are  of  particu- 
lar importance  to  patients  who 
must  be  able  to  live  and  work  with- 
out their  normal  daily  activities 
being  restricted. 

Because  of  its  longer  duration  of 
action,  Prolixin,  in  doses  of  as  little 
as  one  to  three  milligrams  in  adults, 
generally  taken  once  a day,  is  ef- 
fective in  maintaining  many  pa- 
tients free  of  their  symptoms  of 
anxiety  and  tension. 


mouth,  abnormal  lactation,  polyuria,  hypotension, 
and  jaundice  and  biliary  stasis  may  occur.  Routine 
blood  counts  are  recommended  to  determine  pos- 
sible blood  dyscrasias;  if  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  drug  and 
institute  appropriate  therapy. 

Available:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  prescribing  information, see  package  insert. 

References:  1.  Simpson,  C.M.:  Postgrad.  Med. 
39:557,  1966.  2.  Freyhan,  F.A.:  Am.  J.  Psychiat. 
175:577,  1959.  3.  Dorland's  Illustrated  Medical  Dic- 
tionary, ed.  24,  Philadelphia,  W.  B.  Saunders  Co., 
1965,  p.  1603.  4.  Physicians'  Desk  Reference,  1966, 
Oradell,  N .).,  1965,  p.  310.  5.  Cohen,  S.:  Northwest 
Med.:  65:197,  1966.  6.  Detre,  T.,  and  Jarecki,  H.: 
Connecticut  Med.  25:553,  1961.  7.  Sainz,  A.:  Psy- 
chosomatics  5:167,  1964. 


PROLIXIN 

SQUIBB  FLUPHENAZINE  HYDROCHLORIDE 


Sql'I 


(.  ’The  Priceless  Ingredient*  of  every  product 
is  the  honor  and  integrity  of  its  maker 
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LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate  0.025  mg. 


tablets/ liquid 


tackles  the  problem 
of  diarrhea  directly 


Effectiveness — Physiologic  evidence  indicates  that  Lomotil  acts 
directly  on  the  smooth  muscle  of  the  bowel  to  lower  motility  and 
control  diarrhea.  This  action  is  unsurpassed  in  promptness  and 
efficiency. 

Convenience — Lomotil  is  available  as  small,  easily  carried,  vir- 
tually tasteless  tablets  and  as  a pleasant,  fruit-flavored  liquid. 
Versatility — The  therapeutic  efficiency,  safety  and  convenience 
of  Lomotil  may  be  used  to  advantage  alone  or  adjunctively  in  diar- 
rhea associated  with : 


• Functional  hypermotility  • Acute  infections  • Malabsorption  syn- 
drome • Drug  therapy  • Gastroenteritis  and  colitis  • Irritable  bowel 

• Regional  enteritis  • Ileostomy  • Ulcerative  colitis  • Food  poisoning 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  diyided  doses  until  diar- 
rhea is  controlled,  are: 


Children:  Total  Daily  Dosage 

3-6  mo.  . . V2  tsp’  t.i.d.  (3  mg.)  1 jj  |[ 

6-12  mo.  . >/2  tsp.  q i d.  (4  mg.)  . • . l 

j J (I  J 

1 -2  yr.  . Vi  tsp.  5 times  daily  (5  mg  ) n 

(1 

2-5 yr.  . . 1 tsp.  t.i.d.  (6  mg.)  4 4 4 

5-8  yr.  . . 1 tsp.  q.i.d.  (8  mg.)  Mil 

8-12  yr.  . 1 tsp.  5 times  daily  (10  mg  ) 4 < 

Adults:  2 tsp.  5 times  daily  (20  mg  )i . 

(or  2 tablets  q.i.d.)  oe  „„  00  ..0 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as 
one-fourth  the  initial  daily  dosage. 


Precautions : Lomotil,  brand  of  diphen- 
oxylate hydrochloride  with  atropine  sul- 
fate, is  a Federally  exempt  narcotic 
preparation  of  very  low  addictive  poten- 
tial. Lomotil  should  be  kept  out  of  reach 
of  children  since  accidental  overdosage 
may  cause  severe  respiratory  depression. 
Recommended  dosages  should  not  be  ex- 
ceeded. Lomotil  should  be  used  with  cau- 
tion in  patients  with  impaired  liver 
function  and  in  patients  taking  addicting 
drugs  or  barbiturates.  The  subtherapeutic 
amount  of  atropine  is  added  to  discourage 
deliberate  overdosage. 

Side  Effects:  Side  effects  arc  relatively  un- 
common but  among  those  reported  are 
gastrointestinal  irritation,  sedation,  dizzi- 
ness, cutaneous  manifestations,  restless- 
ness, insomnia,  numbness  of  extremities, 
headache,  blurring  of  vision,  swelling  of 
the  gums,  euphoria,  depression  and  gen- 
eral malaise. 

Research  in  the  Service  of  Medicine 


REGIONAL  WEATHER  FORECAST 

Severe  Snow  Storms,  Strong  Winds  and  Bitter  Cold  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  ......  325  mg. 


Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 


MEDICAL  SCHOOLING  IN  SOUTH  CAROLINA.  X. 

STATE  OWNERSHIP:  FIRST  PERIOD,  1913-43 


KENNETH  M.  LYNCH,  M.D.,  D.Sc.,  LL.D. 
Charleston,  S.  C. 


When  the  offer  of  the  Medical  College  of 
South  Carolina  to  join  the  University 
of  South  Carolina  was  declined  in 
1911,  the  school  was  blocked  from  that  route 
to  state  sponsorship.  It  was  left  in  the  un- 
acceptable position  of  having  no  means  of 
support  of  permanently  dependable  nature- 
being  dependent  upon  student  fees— and  was 
relegated  to  C class  in  the  ratings  of  medical 
schools  in  the  United  States  in  the  first  survey 
ever  made  for  accreditation.  Moreover,  it 
suffered  exclusion  from  the  elite  company  of 
those  which  could  be  called  “university  medi- 
cal schools”— and  it  still  does. 

Faced  with  probable  extinction  of  the 
school,  the  faculty,  led  by  Dean  Robert  Wil- 
son, and  joined  by  influential  forces  from 
the  political,  professional  and  civic  areas, 
launched  a drive  for  legislation  to  make  the 
school  a separate  state  institution  in  owner- 

! I ship  and  control  and  in  operation,  through  a 
Board  of  Trustees  whose  elective  members 
were  to  be  chosen  by  the  Legislature.  As 
Governor  Coleman  L.  Blease  (the  major 
political  factor  in  the  move)  expressed  it,  the 
school  would  be  “The  Medical  Unit  of  the 
State  University  System.” 

Actually  there  was  no  “university  system”— 
nor  is  there  now— but  just  a chain  of  five  state 
“institutions  of  higher  learning,”  each  under 
its  separate  board  of  control  and  administra- 
tion, one  named  the  University  of  South  Caro- 
lina and  another  (Clemson)  whose  title  has 
recently  been  changed  from  “College”  to 
“University.” 

On  February  12,  1913,  the  General  Assembly 
passed  the  Act  establishing  the  Medical  Col- 


lege of  the  State  of  South  Carolina  as  a state 
institution,  and  it  was  immediately  raised  to 
B class  by  the  accreditation  authorities— mean- 
ing that  its  new  base  assured  support  and 
control  from  which  it  could  be  expected  to 
meet  the  requirements  for  full  acceptability. 

With  this  new  instillation  of  life  the  institu- 
tion set  forth  in  high  hopes  on  what  was  to 
prove  a long  dry  road.  The  only  administra- 
tive change— and  the  only  one  made  until  the 
late  1940’s-  was  the  addition  of  the  position 
of  Vice  Dean,  to  which  Dr.  Lane  Mullally, 
professor  of  obstetrics,  was  named.  Also  pro- 
vided was  the  office  of  Registrar,  but  that 
amounted  to  no  more  than  a business  office 
clerkship  until  1946.  Both  the  dean  and  the 
vice  dean  were  private  practitioners,  and  the 
latter  had  no  duties  except  to  preside  when 
the  dean  was  absent,  and  he  had  no  office 
space.  The  registrar  handled  all  monies,  with- 
out effective  bond  for  years,  and  the  dean 
countersigned  all  checks,  a dangerous  practice, 
as  it  eventually  proved.  The  only  secretary  in 
the  institution  was  in  the  dean’s  office. 

It  has  been  previously  recited1  that  the  only 
faculty  change  made  in  preparation  for  opera- 
tion under  state  sponsorship  was  a reshuffling 
of  essentially  the  same  clinical  people,  all  of 
whom  remained  in  private  practice,  except 
that  a beginning  of  employment  of  professors 
of  the  “basic  science”  departments  was  made. 
It  has  also  been  recited'  that  the  present  nar- 
rator was  the  first  “full  time”  professor  ( path- 
ology) of  the  Medical  College,  elected  soon 
after  the  new  Board  of  Trustees  was  organ- 
ized in  the  Spring  of  1913.  From  that  point 
this  narrative  becomes  one  of  personal  knowl- 
edge and  participation. 
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The  other  professors  selected  as  salaried 
employees  in  that  first  year  were  residents  of 
Charleston  and  were  either  in  other  employ- 
ment or  private  business.  In  bacteriology 
there  was  Dr.  George  McF.  Mood,  who  was 
bacteriologist  of  the  Health  Department;  in 
physiology,  Paul  M.  Rea,  Director  of  the 
Charleston  Museum;  in  chemistry,  Dr.  Fran- 
cis L.  Parker;  in  pharmacology,  W.  H.  Zeigler, 
a druggist.  The  second  professorship  (anat- 
omy ) on  a “strict  full-time”  basis  was  not 
occupied  until  Dr.  W.  R.  F.  Phillips  came  in 
1915.  Dr.  W.  C.  O’Driscoll  served  on  that 
basis  as  assistant  professor  until  then,  and  he 
continued  in  faculty  tenure  until  his  retire- 
ment in  1951. 

After  a full  term  (1913-14)  under  its  new 
status  the  school  moved  to  a new  building 
(now  the  old  main  building)  opposite  the 
Roper  Hospital  on  Calhoun  and  Lucas  (now 
Rarre)  Streets.  Roper  had  replaced  City  Hos- 
pital as  the  associated  clinical  teaching  hos- 
pital in  1905.  “Old  Roper,”  abandoned  in 
1959,  has  just  been  completely  demolished  as 
this  note  is  being  written  (September  1966) 
and  an  era  of  its  service  as  a teaching  hospital 
and  in  the  care  of  the  “pauper  sick,”  for  which 
it  was  founded,  has  been  closed  to  all  except 
history. 

In  organization  the  school  continued  to 
operate  on  a committee  system,  with  reports 
to  the  Faculty  and  decisions  made  in  its  meet- 
ings for  administration  by  the  dean.  Policies 
set  there  were  uniformly  approved  by  the 
Board  of  Trustees,  which  met  regularly  only 
twice  a year.  Now,  committees  are  valuable 
in  almost  any  kind  of  an  organization  to  gather 
information  and  even  make  recommendations; 
they  are  particularly  useful  to  buffer  ad- 
ministrative actions,  but  in  responsible  man- 
agement they  do  not  qualify. 

Admissions,  class  advancement  and  gradua- 
tion were  in  the  hands  of  a Committee  on 
Entrance,  Standing  and  Deficiencies,  but 
record  keeping  and  correspondence  were 
scant,  largely  in  the  form  of  loose  notes  in 
longhand  or  inexpert  typing  by  the  chairman 
of  the  committee,  since  there  was  no  secretary. 
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Requirements  for  admission  were  loosely  in 
conformity  with  the  specifications  for 
“approval”  of  the  Council  on  Medical  Educa- 
tion of  the  American  Medical  Association.  In 
the  first  year  of  state  operation  more  than  one 
student  was  found  to  have  been  advanced  to 
upper  classes  without  having  passed  courses 
of  an  earlier  year  or  years.  Tightening  of 
requirements  for  admission  and  for  promotion 
resulted  in  marked  decrease  of  enrollment. 

The  Curriculum  Committee,  composed  of 
heads  of  departments— in  some  instances  the 
only  person  in  the  department— laid  out  the 
class  schedule  for  each  year  much,  if  not 
entirely,  as  the  department  head  proposed, 
again  loosely  in  conformity  with  specifications 
of  the  Council  of  the  AMA.  Didactic  lectures 
predominated  in  the  clinical  years,  particularly 
the  third  year.  Transformation  from  the  lecture 
courses  of  even  recently  previous  years,  fol- 
lowing inheritance  from  earlier  times  when 
the  courses  were  almost  entirely  didactic,  was 
not  easy,  especially  in  clinical  branches  taught 
by  private  practitioners.  It  is  true  that  until 
recently  there  was  relatively  too  much  didactic 
teaching  in  medicine,  but  there  is  presently  a 
swing  of  the  pendulum  which  may  go  too  far 
the  other  way.  The  “do  it  yourself”  doctrine 
needs  to  provide  for  proper  guidance.  More- 
over, disproportionate  displacement  of  the  in- 
spirational lecture  explaining  principles, 
particulars  and  procedures  by  a gifted  lecturer 
would  be  a great  loss  in  medicine.  Many 
notable  careers  have  been  influenced  by  in- 
spiring teachers.  As  we  enter  the  “computer 
age”  an  early  era,  when  diagnosis  was  de- 
pendent on  a sort  of  mathematical  product 
from  a list  of  symptoms  and  signs,  comes  to 
mind.  It  cannot  be  agreeably  anticipated  that 
a judgment  of  cancer  by  any  machine  shall 
replace  a James  Ewing-or  that  its  calculations 
displace  a master  teacher-clinician. 

The  new  structure  to  which  the  school 
moved  in  the  Fall  of  1914  was  modeled  from 
the  Queen  Street  building  of  1827;  it  was 
practically  a replica  but  of  larger  proportions. 
The  building  was  the  product  of  local  design 
and  interior  arrangement  and  exhibited  no 
evidence  of  forethought  that  went  beyond  the 


The  Journal  of  the  South  Carolina  Medical  Association 


_ 


MEDICAL  SCHOOLING  IN  SOUTH  CAROLINA 


conditions  of  the  early  19th  century.  As  it  now 
stands  there  is  hardly  any  resemblance  of  the 
interior  to  that  of  1914.  At  that  time  most  of 
the  first  floor  was  occupied  by  a central 
assembly  hall.  The  same  amount  of  space  on 
the  upper  floors  was  killed  by  skylighting.  In 
the  entrance  lobby  on  the  right  (south)  was 
the  dean’s  office  and  a faculty  room  extending 
the  depth  of  the  building.  On  the  opposite 
(left)  side  of  the  lobby  a room  corresponding 
in  space  to  the  dean’s  office  housed  the 
library,  while  in  space  corresponding  to  the 
faculty  room  was  a clinical  laboratory.  The 
two  upper  floors  housed  all  of  the  basic 
science  departments.  From  its  several  re- 
arrangements through  the  years,  the  building 
now  contains  only  the  clinical  laboratories  and 
the  departments  of  microbiology  and  chem- 
istry. 

The  library  was  totally  inadequate  in  space 
and  content.  In  a few  steel  stacks  was  a col- 
lection of  ancient  books,  borrowed  from  the 
Medical  Society,  and  there  were  a few  current 
text  books  and  journals.  While  the  library  was 
provided  with  reasonably  adequate  quarters 
in  a new  building  on  the  corner  of  Calhoun 
Street  in  1930  and  improved  greatly,  it  has 
reached  the  limit  of  its  opportunity  and  is  still 

°A  notable  symbolic  feature  is  the  medallion  which 
was  moved  from  the  Queen  Street  building,  where  it 
was  pictured  by  photograph  for  the  first  time  in  the 
catalogue  of  1906,  to  a like  location  over  the  front 
entrance.  The  dates  connected  with  it  in  its  present 
location— 1832  and  1913— relate  to  the  charter  of  1832 
and  the  year  of  transfer  to  state  ownership.  Its  origin 
is  obscure  but  its  preservation  is  hopefully  infinite. 


awaiting  the  relocation  visualized  in  the  plans 
of  the  1940’s— and  now  in  hopeful  prospect 
of  materialization.  A unique  and  invaluable 
adjunct  of  the  library  that  is  not  commonly 
appreciated  is  the  collection  of  old  books  on 
permanent  loan  from  the  Medical  Society  of 
South  Carolina.  These  books,  the  “antiques” 
of  medicine,  are  now  detached  in  location,  but 
(hopefully)  may  find  an  appropriate  show 
place  repository  along  with  other  historical 
archives  as  a special  part  of  library  develop- 
ment. 

This  brief  note  on  the  new  quarters  of  the 
school  in  1914  is  given  merely  to  point  out 
that  in  its  start  as  a state  institution  it  was 
little  better  off  than  before  and  quite  un- 
prepared to  meet  the  requirements  that  had 
already  come  into  view.  Relatively  it  was  not 
as  well  off  as  it  was  during  its  early  period, 
say  1827  to  1860.  Nor  is  it  meant  to  say  that 
any  more  construction  could  have  been  done 
with  the  $76,000  contributed  in  1913  by  popu- 
lar subscription  for  the  purpose,  merely  that 
what  was  built  was  functional  for  the  early 
19th  century  but  not  for  the  20th.  The  school 
was  hard  put  to  it  to  find  the  means,  through 
the  largess  of  alumni  and  a private  donor,  Mr. 
Bernard  M.  Baruch,  augmented  by  small  state 
appropriations  and  tuition  allowances,  to  ex- 
pand its  plant  to  near  completion  of  the 
present  quadrangle  by  1935.  Even  now  it  is 
temporarily  balked  in  the  effort  to  materialize 
plans  for  new  construction  to  replace  much  of 
the  old  plant  which  had  grown  up  like 


December,  1966 


477 


MEDICAL  SCHOOLING  IN  SOUTH  CAROLINA 


“Topsy”  during  the  course  of  some  twenty 
years. 

Not  only  did  state  ownership  and  operation 
fail  to  provide  the  physical  facilities  as  may 
have  been  thought  assured,  but  it  failed  for 
thirty  years  to  furnish  support  for  even  mini- 
mal costs  of  operation  on  a fully  acceptable 
scale. 

The  state  appropriation  for  1913-14  was 
only  $10,000.  What  more  could  have  been 
done  with  that  than  was  done!  After  30  years 
of  slow  paced  annual  increases,  it  was  doubt- 
less considered  bold  when  the  budget  request 
of  $260,000  for  the  fiscal  year  1944-45  was 
presented  in  the  previous  fall.  The  Budget 
Commission  had  slashed  that  to  $201,000  in 
its  recommendation  to  the  General  Assembly 
convening  in  January  1944,  a $32,000  reduc- 
tion from  the  previous  year’s  appropriation. 

During  the  period  of  1913  to  around  1935 
the  relations  between  the  Medical  College 
and  the  Roper  Hospital,  its  sole  teaching 
affiliate,  were  cordial. 

There  was  really  not  as  much  “Town  and 
Gown”  friction  as  was  the  case  in  the  1830’s 
when  the  Faculty  split  with  the  Medical  So- 
ciety and  established  its  own  school.'1  True, 
there  were  some  local  practitioners  w ho  were 
not  satisfied  with  their  faculty  allotments,  but 
that  was  natural,  and  so  was  the  flurry  of  a 
“young  Turks”  movement  in  taking  over  the 
services  of  the  hospital  during  the  non-teach- 
ing summer  months.  Really  nearly  every 
Charleston  doctor  was  taken  into  the  teaching 
staff,  but  the  professors  jealously  guarded 
their  rank. 

The  professors  of  medicine  and  surgery 
were  physician-in-chief  and  surgeon-in-chief 
of  the  hospital,  respectively.  There  was,  of 
course,  no  competition  in  practice  from  the 
employed  basic  science  members  of  the 
faculty,  and  therefore  no  jealousy  of  them.  In 
fact,  the  professor  of  pathology  was  treated 
with  special  favor;1  since  membership  in  the 
Medical  Society  was  limited  to  practitioners 
the  rule  was  changed  so  he  could  join.  He 
was  also  appointed  a member  of  the  Board  of 
Commissioners  of  Roper  Hospital  and  served 


as  its  Finance  Committee  chairman.  Moreover, 
a special  group  of  service  patients  of  the  hos- 
pital was  assigned  to  him  for  treatment.6  These 
evidences  are  presented  to  express  the  ap- 
preciation of  the  present  narrator  for  the 
calibre  of  consideration  given  imported  “full- 
time” faculty  members  by  Charleston’s  physi- 
cians in  the  early  years  of  state  control  of  the 
Medical  College.  However,  that  kind  of  fine 
relations  began  to  deteriorate  in  the  late  1930’s 
and  has  worsened  ever  since. 

It  was  during  the  time  of  his  Roper  Board 
membership  that  the  present  narrator  found 
the  first  opportunity  to  exhibit  the  view  that 
the  State’s  Medical  College  should  look  for- 
ward to  gathering  into  one  coordinated  educa- 
tional organization  and  operation  whatever 
schools  in  the  allied  fields  of  health  and  medi- 
cine the  state  should  and  would  provide  for 
its  citizens.  It  was  proposed  that  the  Roper 
Hospital  Training  School  for  Nurses  be  trans- 
ferred to  the  Medical  College  as  its  School  of 
Nursing.  The  Board  readily  agreed,  as  did  the 
Medical  College  authorities,  and  a plan  of 
cooperative  undertaking  established  this  third 
school  of  the  College  in  1919.  The  Super- 
intendent of  Nurses  of  the  Hospital  became 
the  Director  of  the  School  by  bilateral  ap- 
pointment; the  Medical  College  provided  the 
educational  staff  and  program  and  the  Hos- 
pital retained  the  services  of  the  student 
nurses,  as  well  as  their  keep.  This  simple 
arrangement  held  until  the  present  School  of 
Nursing  building  was  constructed  in  1956, 
when  Roper  gradually  withdrew  participation 
and  developed  its  separate  training  school  of 
practical  nursing. 

The  School  was  operated  as  the  traditional 
type  of  nurses’  training  school,  with  a diploma 
as  Graduate  Nurse  conferred  at  commence- 
ment, until  this  year  (1966). 

In  the  meantime  the  University  of  South 
Carolina  established  a degree-earning  pro- 
gram in  nurse  education,  and  when  an  affiliate 
arrangement  was  made  whereby  its  students 
came  to  the  College  for  their  clinical  experi- 
ence at  the  Medical  College  Hospital,  one  of 
the  first— if  not  the  first— joint  educational 
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ventures  between  the  separate  state  colleges 
was  established.  In  1966  the  Medical  College 
has  announced  the  transformation  of  its  own 
three-year  nurse  education  program  from  the 
diploma  training  school  type  to  a four-year 
degree  conferring  form.  Again  a cooperative 
plan  is  arranged  with  the  University  of  South 
Carolina  whereby  the  required  general  educa- 
tion courses  will  be  given  on  an  affiliated 
basis,  but  such  courses  may  also  be  accepted 
from  other  colleges  by  transfer. 

As  it  will  stand  from  now,  there  will  be  no 
diploma  type  of  nursing  school  in  the  Medical 
Center  at  Charleston,  and  it  appears  that 
many,  if  not  all,  of  the  historically  traditional 
type  of  nurse  training  school  will  disappear. 
Shades  of  Florence  Nightingale!  Many  physi- 
cians and  more  patients  are  concerned;  there 
is  a much  more  acute  shortage  of  service 
nurses  than  doctors.  Many  think  there  may 
be  “more  chiefs  than  Indians.” 

As  it  always  does  when  it  comes,  war  soon 
interfered  with  the  course  of  practically  every- 
thing. While  direct  involvement  of  the  United 
States  in  World  War  I was  comparatively 
short,  it  did  distract  student  and  faculty  inter- 
est. The  Selective  Service  Act  was  passed  in 
April  1917,  and  medical  students  were  in- 
ducted into  the  Student  Army  Training  Corps 
(SATC).  They  were  quartered  in  the  Charles- 
ton Museum,  under  command  of  a regular 
army  sergeant,  elevated  to  temporary  rank  as 
captain;  he  drilled  them,  marched  them  to 
and  from  classes— and  occupied  the  dean’s 
office,  where  the  desk  was  a convenient  rest 
for  feet.  Some  faculty  members  joined  the 
Selective  Service  System  as  medical  ex- 
aminers and  some  enlisted  as  medical  officers 
in  the  military  services;  the  present  narrator 
progressed  from  the  former  to  Captain,  M.C., 
U.  S.  Army,  assigned  as  Medical  Aide  to  the 
Governor  of  South  Carolina  in  charge  of  phy- 
sical examinations  of  draftees  in  the  state. 
Militarily  the  war  ended  successfully,  but  it 
took  a while  longer  for  medical  schools  to 
recover  from  its  crash  programs. 

W ar-time  boom  and  increased  living  costs, 
as  well  as  questions  coming  out  of  the  dis- 
tractions and  the  changes  resulting  from  the 


war,  produced  restiveness  that  love  of  the 
work— teaching,  service  and  stimulation  of 
research  urge— could  not  altogether  cure. 

Salaries  for  “full-time”  professors  were  then 
generally  inadequate  at  medical  schools;  they 
were  particularly  so  at  the  Medical  College. 
The  level  was  a small  $3,000,  without  “fringe 
benefits”  of  any  kind-no  retirement  pension, 
no  social  security,  no  support  for  research,  no 
travel  expense,  no  privilege  of  even  referral 
practice,  not  even  that  of  charging  for  a patho- 
logic examination  for  a pay  patient,  as  was  the 
custom  in  many  good  medical  schools.  In  the 
early  period  of  faculty  organization  following 
the  renaissance  at  the  turn  of  the  19th  century 
into  the  20th,  there  were  only  two  classes  of 
members  of  medical  faculties,  “part-time” 
( non-salaried-although  usually  drawing  some 
honoraria— and  primarily  in  private  practice  or 
other  employment)  and  “full-time”  (salaried, 
having  no  other  occupational  establishment). 
Of  recent  years  there  are  four  categories  gen- 
erally; class  one  is  “voluntary,”  taking  the 
place  of  the  previous  “part-time,”  which,  as  the 
current  second  class,  now  means  what  it  says, 
i.e.,  part-time  salaried  employment.  This  class 
may  have  other  emoluments,  including  offices 
and  other  work  quarters  in  the  institution  as 
well  as  fringe  benefits.  The  other  class  is  now 
divided  into  two,  “geographic  full-time”  and 
“strict  full-time,”  terms  which  are  not  fully 
understandable  without  definition.  “Geo- 
graphic full-time”  means  on  salary  and  on 
institutional  location  only,  but  privileged  to 
accept  there  remunerative  referral  practice  of 
whatever  nature  the  individual’s  specialty 
happens  to  be.  “Strict  full-time”  means  what  it 
says,  although  the  term  has  a harsh  sound;  it 
means  that  the  individual  has  no  outside  re- 
munerative occupation,  not  even  referral 
practice,  and  that  implies  that  he  is  on  the 
maximum  salary  provided  and  is  willing  to 
forego  any  augmenting  earnings  effort.  Both 
of  these  full-time  classes  have  fringe  benefits, 
varying  among  the  schools.  Later  in  this  series 
of  articles  “Faculty  Compensation”  plans  will 
be  discussed. 

It  was  with  regrets  amounting  to  sadness 
that  the  present  narrator  resigned  as  professor 
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of  pathology  at  the  end  of  the  1921  academic 
year,  and  entered  practice  as  a member  of  a 
private  group  clinic  in  Dallas.  At  the  same 
time  there  was  a commitment  to  return  to  the 
academic  life  of  a medical  faculty  when  and 
if  conditions  were  improved  to  provide  satis- 
factory teaching,  research  and  service  oppor- 
tunity and  to  promise  participation  in  forward 
progress  in  the  front  ranks  of  medical  educa- 
tion with  pride— and  a respectable  livelihood. 

During  the  next  five  years,  in  which  the 
chair  of  pathology  at  the  Medical  College 
changed  occupants  four  times  and  was  looking 
for  another,  invitations  to  return  came  at  each 
turnover,  but  it  was  not  until  1926  that  ac- 
ceptable provisions  and  prospects  were 
offered,  and  the  career  of  first  choice  resumed. 

The  provisions  were  not  carried  out  as 
fully  as  promised,  and  it  took  another  resigna- 
tion, in  1927,  to  safeguard  the  privilege  of 
referral  practice  in  pathologic  examinations. 


That  correction  was  quickly  made,  and  the 
resignation  withdrawn— the  position  became 
one  of  “geographic  full-time”  and  it  has  re- 
mained so. 

Nor  did  the  prospects  for  improvement  of 
the  institution  prove  as  rosy  as  painted.  To  the 
end  of  the  period  ( 1943 ) little  real  change  had 
occurred.  Although  a degree  of  slow  progress 
had  been  made,  it  was  not  enough  to  keep 
pace.  Of  course,  the  great  depression  of  the 
1930’s  intervened,  while  the  greatest  war  of 
all  was  in  sight-both  having  profound  effect. 

Complacency  could  no  longer  be  accepted 
as  the  view  at  the  end  of  a long  dry  road.  It 
had  become  clear  that  a do  or  die  effort  must 
be  made  to  break  through  to  the  vision  of  the 
era  of  change— of  expansion  and  develop- 
ment—that  was  already  dawning.  The  mid 
1940’s  would  be  the  next  crucial  period;  the 
plans  were  already  in  mind. 


REFERENCES 


1.  Lynch,  Kenneth  M.:  Medical  schooling  in  South 
Carolina.  VIII.  Leadership,  administration  and  ad- 
ministrators. T S Carolina  Med  Ass  62:238,  June 
1966. 

2.  Lynch,  Kenneth  M.:  The  development  of  pathology 
in  South  Carolina.  J S Carolina  Med  Ass  61:190, 
July  1965. 


3.  Lynch,  Kenneth  M.:  Medical  schooling  in  South 
Carolina.  VII.  Cycle  of  history.  1 S Carolina  Med 
Ass  62:195.  May  1966. 

4.  Ibid.  p.  198. 

5.  Lynch,  Kenneth  M.:  The  development  of  path- 
ology in  South  Carolina.  J S Carolina  Med  Ass 
61:192,  July  1965. 


480 


The  Journal  of  the  South  Carolina  Medical  Association 


Editorials 


The  Increasing  Problem  of  Obtaining 
Skilled  Operating  Assistants 

In  many  hospitals  surgeons  are  finding  it 
increasingly  difficult  to  obtain  assistants  for 
operations.  This  condition  results  primarily 
from  an  insufficiency  of  applicants  to  fill  the 
increasing  number  of  approved  residency  pro- 
grams and  also  the  policy  of  hospitals  to 
require  formal  training  for  the  granting  of  full 
surgical  privileges,  with  the  inevitable  effect 
of  a steady  decrease  in  the  number  of  physi- 
cians in  practice  available  as  assistants  on  an 
apprenticeship  or  preceptorship  basis.  While 
it  is  necessary  to  make  adjustments  to  these 
changes,  every  effort  should  be  made  to  pre- 
vent lowering  the  standard  of  the  conduct  of 
operations. 

Registered  surgical  nurses  over  the  years 
have  made  very  good  assistants,  however  their 
availability  is  limited  and  supervisory  positions 
have  a prior  claim  on  their  services.  Efforts 
are  now  being  made  to  train  practical  nurses, 
and  more  recently,  lay  technicians,  as  operative 
assistants.  While  many  become  very  proficient, 
their  lack  of  medical  education  and  surgical 
training  limits  their  field  of  usefulness  to 
operations  requiring  only  technical  assistance. 
There  remains  the  problem  of  providing  for 
operations  requiring  physician  assistants 
possessing  skill  and  judgment  derived  from 
surgical  training  and  experience.  These  can  be 
designated  as  skilled  assistants. 

The  referring  physician  or  a consultant, 
according  to  his  surgical  experience,  may 
serve  as  a technical  or  a skilled  assistant.  In 
both  instances,  in  accordance  with  the  code  of 
ethics  of  the  American  College  of  Surgeons 
with  regard  to  fee  splitting,  the  assistant  ren- 
ders a bill  for  this  service  directly  to  the  pa- 
tient. Under  no  circumstances  can  he  be 
remunerated  in  whole  or  in  part  by  the  sur- 
geon. 

With  the  exceptions  just  noted,  practicing 
surgeons  constitute  the  only  source  of  skilled 
assistants.  In  order  to  maintain  a high  stand- 


ard of  surgery,  it  is  necessary  that  they  make 
themselves  available  for  this  important  and 
necessary  position.  While  surgeons  assist  each 
other  on  a courtesy  or  mutual  benefit  basis 
and  generally  respond  to  individual  requests, 
this  cooperative  professional  relationship  is 
not  developing  on  a scale  sufficiently  broad 
and  in  a manner  to  take  care  of  operations 
requiring  a skilled  assistant.  An  important 
underlying  factor  is  the  lack  of  a generally 
recognized  code  of  ethics  pertaining  to  this 
cooperative  professional  relationship  which 
is  peculiar  to  the  practice  of  surgery. 

The  basic  premise  of  such  a code  is  that  the 
surgeon  is  responsible  for  the  conduct  of  the 
operation  and  accordingly  for  obtaining  ade- 
quate assistance.  As  the  skilled  assistant  takes 
no  part  in  the  management  of  the  case  either 
before  or  after  operation  his  responsibility  is 
to  the  surgeon  in  charge  and  limited  to  the 
period  of  the  operation.  His  name  appears  on 
the  operative  record  but  nowhere  else  on  the 
patient’s  chart.  His  name  is  not  made  known 
to  the  patient  or  his  relatives  because  this 
could  lead  to  awkward  situations  as  a result 
of  a lack  of  understanding  by  them  of  his  role 
and  the  limit  of  his  responsibility  as  a skilled 
assistant. 

The  skilled  assistant  should  be  remunerated 
by  the  surgeon  who  engages  his  services.  He 
should  not  be  paid  by  the  hospital  as  this 
would  introduce  the  objectionable  features  of 
hospital-employee  relationship.  Except  in  the 
case  of  the  referring  physician  or  the  con- 
sultant, he  should  not  be  paid  by  the  patient. 
The  patient  did  not  engage  his  services  and 
furthermore  is  unaware  of  his  participation  in 
the  operation.  His  remuneration  should  be 
based  upon  a well  recognized  fee  schedule. 
Any  exception  to  the  method  of  remuneration 
or  patient  relationship  should  be  by  mutual 
consent  and  clearly  understood  before  opera- 
tion. 

A central  agency  would  be  of  value  in  list- 
ing the  availability  of  surgeons  for  the  role  of 
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skilled  assistant  and  scheduling  them  for  ap- 
propriate operations,  particularly  as  there 
should  be  some  flexibility  to  take  care  of 
emergencies  and  unpredictable  changes.  Also 
it  would  give  the  surgeon  more  latitude  in  the 
choice  of  assistant  and  at  the  same  time  make 
possible  an  impersonal  basis  for  requests  and 
refusals. 

A program  of  this  nature  would  have  the 
educational  value  of  providing  opportunity  for 
an  informal  exchange  of  ideas  among  prac- 
ticing surgeons.  It  would  maintain  and  likely 
raise  the  standard  of  surgery  in  the  com- 
munity. 

W.  H.  Prioleau,  M.  D. 


The  Journal  of  1966 

At  the  end  of  another  fleeting  year,  the 
Editor  offers  his  thanks  for  the  help  given 
him  by  a number  of  faithful  members  of  the 
Association  and  reiterates  with  some  pathos 
the  desire  that  more  of  our  South  Carolina 
readers  would  take  an  active,  contributing 
interest  in  their  Association’s  publication. 

Gloomy  portents  of  a short  while  back  seem 
to  be  dispelled  by  an  upsurge  in  the  amount 
of  our  advertising,  the  source  which  enables 
us  to  publish  the  Journal  at  very  minor  cost 
to  the  members  of  the  Association.  Newer 
approaches  in  the  advertising  field  have 
caused  some  change  of  our  format  to  offer  an 
improved  market  appeal.  We  now  carry  ad- 
vertising material  with  our  editorial  matter  as 


a matter  of  course.  There  seems  to  be  no  real 
valid  objection  to  this  arrangement,  and  cer- 
tainly it  offers  a much  better  inducement  to 
the  manufacturer  who  wants  his  advertise- 
ments read. 

However,  our  aim  is  not  to  have  a fat  jour- 
nal containing  chiefly  displays  of  pharma- 
ceutical products.  They  make  possible  the 
printing  of  scientific  and  organizational 
articles,  and  in  seeking  for  an  adequate  sup- 
ply of  these  desirable  elements  the  Editor 
makes  an  impassioned  plea  for  help  from  his 
readers. 


Committee  on  Medical  Service 

There  are  a number  of  communities  in 
South  Carolina  with  too  few  or  without  any 
doctors.  Our  State  Association  through  its 
Committee  on  Medical  Service,  is  anxious  to 
be  helpful  and  wants  to  have  an  up-to-date 
placement  service.  Already  the  central  office 
in  Florence  knows  of  places  like  Denmark, 
Dillon,  Society  Hill,  Aiken,  and  Calhoun 
Falls.  There  must  be  other  places  where  the 
need  is  great  also.  Physicians  in  the  communi- 
ties where  more  help  is  needed  will  do  the 
Association  and  themselves  a service  by  in- 
forming Mr.  Meadors,  in  the  main  office  in 
Florence,  or  the  Chairman  of  the  Medical 
Service  Committee,  Dr.  Izard  Josey,  in 
Columbia.  It  is  difficult  to  fill  these  spots 
but  the  Association  wishes  to  do  everything 
possible  to  be  helpful. 


SOUTH  CAROLINA  MEDICAL 
ASSOCIATION 

Scientific  Program  1967 

The  Committee  on  Scientific  Medicine 
invites  the  members  of  the  Association 
to  submit  titles  and  abstracts  of  papers 
for  presentation  at  the  Annual  Meeting 
in  May,  1967. 

Communications  should  be  addressed 
to  Dr.  Buford  S.  Chappell,  2011  Hamp- 
ton Street,  Columbia,  South  Carolina. 
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The  third  greatest  cause  of  death  after  heart  disease 
and  cancer  is  accidents.  The  most  common  accident  and 
the  greatest  killer  is  the  automobile.  South  Carolina  has 
the  unhappy  distinction  of  having  one  of  the  highest  rates 
in  the  nation.  The  death  rate  is  based  on  the  number  of 
deaths  per  100,000,000  vehicle  miles.  The  national  aver- 
age in  1965  was  5.57,  South  Carolina’s  was  7.5.  Rhode 
Island’s  was  2.7;  Louisiana’s  was  9.6.  South  Carolina’s 
deaths  in  1965  were  868  and  in  September  of  1966  we 
were  fifty  deaths  above  1965  at  the  same  time. 

The  two  most  common  causes  of  deaths  are  speed 
and  reckless  driving,  and  alcohol.  It  is  time  the  South 
Carolina  Medical  Association  reemphasize  its  concern  for  the  public  health  problem  and  at- 
tempt with  all  other  fine  organizations  already  interested  to  correct  this  needless  slaughter. 
Captain  Fallow  and  his  department  of  the  Highway  Department  have  struggled  for  years  with 
some  slight  success  to  lessen  the  death  rate  on  our  highways.  It  is  time  we,  who  are  more  inter- 
ested in  the  public’s  health  than  anyone  else,  join  hands  with  him  and  all  citizens  to  stamp  out 
the  causes  or  at  least  make  our  highways  safer  than  they  are  now. 

The  Medical  Auxiliary  of  our  association  has  bravely  accepted  the  challenge  to  assist  Cap- 
tain Fallow  and  his  associates  in  organizing  speaking  engagements  and  distributing  leaflets  and 
posters.  A bill  is  to  be  introduced  in  the  next  legislature  calling  for  mandatory  blood  alcohol 
level  testing.  Over  twenty  states  already  have  it.  The  Auxiliary  needs  and  justly  expects  the 
help  of  our  group  as  well  as  our  personal  support  in  their  statewide  efforts.  If  we  physicians  are 
really  interested  in  saving  lives  and  injuries  this  is  our  golden  opportunity  to  stand  up  and 
speak  up.  If  a majority  of  the  doctors  in  the  state  would  meet  with  their  delegation  before  the 
legislature  convenes  the  chances  of  the  bill’s  passage  would  be  enhanced. 

The  death  rate  can  be  reduced.  It  was  done  in  Connecticut  when  the  now  Senator  Ribicoff 
was  governor  of  that  state.  It  was  reduced  by  half.  Last  year  Connecticut’s  rate  was  3.1.  Captain 
Fallow  tells  me  Anderson  County  was  able  to  cut  its  deaths  by  50  per  cent  by  an  intensive  four 
months  campaign.  He  feels  certain  that  with  the  help  of  citizens’  groups  and  the  doctors  of  our 
state  our  high  rate  can  be  reduced  also. 

The  Auto  Crash  Injury  Research  program  needs  the  cooperation  of  physicians.  Without 
facts  — thousands  of  accurate  facts  — this  ambitious  program  will  fail.  The  forms  are  detailed, 
they  are  time  consuming,  but  they  represent  facts  that  only  physicians  with  their  special  knowl- 
edge can  supply.  The  program  moves  from  one  district  to  another  and  when  it  is  in  effect  in 
your  district,  please  cooperate. 

I have  taken  from  the  May  1966  issue  of  the  Southern  Medical  Journal  the  seven  steps 
enumerated  below.  They  are  the  results  of  19  years  of  work,  thought,  and  study  by  Dr.  Fletcher 
D.  Woodward  of  Charlottesville,  Virginia.  They  should  be  our  platform  for  safer,  saner  auto 
driving  in  South  Carolina. 

1.  Education:  Driver  training  course  for  all  beginners,  given  by  approved  instructors  in 
all  schools— private,  public  and  parochial.  The  same  should  be  provided  for  all  adults  who  seek 
a driver’s  license  for  the  first  time  and  for  those  whose  permits  have  been  revoked  by  the 
court  and  who  have  been  ordered  to  complete  such  a course  before  a new  permit  will  be  issued. 
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2.  All  first  time  applicants  and  those  seeking  a new  permit  after  revocation  of  their  original 
one  must  present  a driver  training  course  certificate.  They  should  also  be  required  to  present  a 
certificate  from  their  doctor  or  Health  Department  stating  that  they  have  no  record  of  a disease 
which  might  impair  their  driving. 


3.  Medical  referral  committee:  This  committee  should  be  composed  of  three  general  practi- 
tioners or  internists  with  consultants  in  special  fields.  They  should  receive  fees  for  their  work, 
and  they  should  help  the  courts,  the  health  department,  and  the  highway  department. 

4.  Permits  to  drive:  There  should  be  three  — (a)  for  light  trucks  and  private  vehicles; 
(b)  a graded  type  of  permit  for  certain  classes  of  commercial  vehicles;  (c)  one  for  passenger- 
carrying buses.  Medical  certification  should  be  required  every  three  years. 

5.  The  drinking  driver:  A drinking  driver  is  involved  in  one  third  of  all  accidents  and  in 
from  50%  to  55%  of  these  in  which  death  occurs.  The  average  driver  suffers  impaired  driving 
skill  with  a blood  alcohol  level  of  0.05%.  This  should  be  the  critical  level  rather  than  the  usual 
0T5%.  The  average  individual  under  average  conditions  can  take  two  bottles  of  beer  or  one 
two  ounce  drink  of  whiskey  and  his  blood  alcohol  level  will  remain  under  0.05%.  Four  bottles 
of  beer  or  four  ounces  of  whiskey  will  produce  a blood  level  of  0.10%  and  at  this  level  every- 
one fails  the  driver  test  of  skill  and  judgment.  The  present  day  figure  of  0.15%  represents  the 
ingestion  of  6 bottles  of  beer  or  3 two  ounce  drinks  of  whiskey.  This  obviously  is  ridiculous.  A 
chemical  test  of  the  breath  is  scientifically  accurate  and  should  be  mandatory  in  all  cases  in 
which  driving  while  drinking  is  suspected. 

The  interpretation  of  laws  regarding  drinking  should  not  be  left  to  the  discretion  of  the 
judge  or  consulting  physician  for  they  have  both  failed  miserably  in  the  past.  Full  time  traffic 
court  judges  should  be  appointed  with  a salary  commensurate  with  the  importance  of  their 
function. 

The  most  important  part  is  mandatory  laws.  Those  with  an  alcohol  blood  level  of  0.1% 
should  go  free.  Those  with  an  alcohol  level  above  that  or  higher  should  be  severely  punished  by 
revocation  of  their  licenses,  fines  that  hurt,  and  a jail  sentence  that  cannot  be  suspended  even 
if  only  for  a few  hours.  Repeating  offenders  should  be  dealt  with  even  more  harshly.  These 
laws  should  be  established  by  the  state  legislature. 

6.  Speed  and  reckless  driving:  Speed  and  reckless  driving  account  for  some  30%  or  more 
of  deaths  resulting  from  crashes.  Proper  laws  should  be  made  mandatory  and  enacted.  These 
laws  must  be  strict  enough  to  deter  everyone  from  reckless  and  fast  driving.  Everyone  must 
learn  or  be  taught  that  driving  is  a privilege  and  not  a right. 

7.  Automotive  Design:  Automobiles  will  be  made  safer  in  1967  and  more  so  in  succeeding 
years.  For  instance,  the  three  leading  causes  of  injury  are  (1)  steering  assembly,  (2)  ejection 
from  the  vehicle,  (3)  impact  against  the  dashboard  or  windshield.  If  the  driver  is  thrown  out 
of  the  car,  the  chances  are  five  times  greater  for  death  or  for  injury  than  if  he  had  remained  in 
the  protective  shell  of  the  car.  The  seat  belt,  or  better,  shoulder  harness,  is  the  best  safety 
feature  that  can  be  provided  at  this  time  and  will  prevent  60%  or  more  of  deaths  and  injuries. 
Many,  many  other  safety  features  have  been  recommended  and  will  become  available  as  the 
public  learns  their  value  and  demands  them.* 


George  Dean  Johnson,  M.  D. 


“Seven  Medical  Proposals  for  the  Prevention  of  Injury  and  Death  on  the  Highways. 

Fletcher  D.  Woodward,  M.  D.  Southern  Medical  Journal,  59:577,  1966 
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DOCTORS  IN  THE  NEWS 


Dr.  James  O.  Morphis  was  elected  chief  of  staff 
of  The  Byerly  Hospital  at  the  annual  meeting  of 
the  hospital’s  medical  staff  held  in  September. 
He  succeeds  Dr.  Pickens  K.  Moyd  ....  Dr.  Barney 
F.  Timmons  was  elected  vice-chief  of  staff  and 
Dr.  Andrew  H.  Hursey  was  re-elected  secretary 
of  the  medical  staff  ....  Dr.  Charles  R.  May,  III, 
announced  the  opening  of  his  offices  for  the  prac- 
tice of  General  Medicine  at  the  Professional  Build- 
ing, 210  Market  Street,  Bennettsville.  He  has 
recently  returned  to  the  United  States  from 
Budingen,  Germany,  where  he  was  a battalion 
surgeon  with  the  U.  S.  Army’s  83rd  Field  Artil- 
lery. Dr.  May  is  the  fourth  generation  of  Mays  to 
graduate  from  the  Medical  College  in  Charleston. 
His  father,  Dr.  C.  R.  May,  Jr.;  his  grandfather, 
the  late  Dr.  C.  R.  May,  Sr.,  both  of  Bennettsville; 
and  his  great  grandfather,  Dr.  John  May,  a 
native  of  Scotland  who  settled  at  York;  all  re- 
ceived their  medical  degrees  at  the  South  Caro- 
lina institution  ....  A dinner  honoring  Dr.  J.  R. 
Young  and  T.  Frank  Watkins,  senior  members  of 
the  board  of  trustees  of  Memorial  Hospital  was 
held  October  5 at  the  Anderson  Country  Club. 
Both  the  two  veteran  hospital  supporters  have 
observed  their  85th  birthdays  this  year. 

Dr.  Robert  Southern  Solomon,  Moncks  Corner, 
was  honored  at  Louisville  on  October  25  for  his 
contributions  to  medical-health  and  disaster 
preparedness  at  the  15th  Annual  Conference  of 
the  U.  S.  Civil  Defense  Council.  Dr.  Solomon  is 
one  of  eleven  persons  who  received  the  Pfizer 
Award  of  Merit,  sponsored  by  Pfizer  Labora- 
tories, Division  of  Chas.  Pfizer  & Co.,  Inc 

Drs.  Frank  H.  Stelling,  III  and  Siguard  C. 
Sandzen,  Jr.,  Greenville  orthopedic  surgeons 
spoke  at  the  meeting  of  the  Southern  Medical 
Association  in  Washington  ....  Dr.  George  C. 
Durst  of  Sullivans  Island  presided  at  the  18th 
annual  meeting  of  the  South  Carolina  Chapter  of 
the  American  Academy  of  General  Practice  in 


Clemson  November  10-11.  Dr.  Durst  has  served  as 
president  of  the  state  chapter  for  the  past  year. 
Dr.  J.  Anthony  White  of  Easley  was  installed  as 
presiding  officer  for  the  coming  year  ....  The 
second  team  of  two  surgeons  to  go  to  South  Viet 
Nam  from  the  Medical  College  of  South  Carolina 
on  a special  State  Department  and  American 
Medical  Association  program  left  on  Oct.  26.  The 
surgeons  are  Dr.  C.  Thomas  Fitts,  assistant  pro- 
fessor of  surgery,  and  Dr.  Walter  M.  Newton,  Jr., 
a resident  in  surgery. 

Dr.  Rex  H.  Dillingham,  Jr.,  has  opened  an 
office  in  Lancaster  for  the  practice  of  medicine. 
He  attended  the  Medical  College  of  South  Carolina 
and  interned  at  the  McLeod  Infirmary.  He  re- 
cently completed  his  military  service  in  the  U.  S. 
Air  Force,  including  duty  in  Vietnam  ....  Dr. 
E.  M.  Hicks  has  been  named  Florence  County’s 
1966  Christmas  Seal  Campaign  chairman  . . . . 
Dr.  Julian  P.  Price,  of  Florence,  is  South  Caro- 
lina’s 1966  Christmas  Seal  campaign  chairman. 
He  also  presided  over  the  Governor’s  Conference 
on  Education,  Oct.  27  ...  . Dr.  Henry  Anderson, 
radiologist  at  Spartanburg  General  Hospital  for 
5%  years,  has  been  named  a member  of  the 
American  Roentgen  Ray  Society  ....  Dr.  Hunter 
A.  Causey  of  Texarkana,  Texas  has  opened  an 
office  at  Myrtle  Beach.  Dr.  Causey  is  a graduate 
of  the  University  of  Tennessee  Medical  School. 
He  completed  an  internship  in  the  Memphis  Gen- 
eral Hospital,  and  an  18  months  residency  at 
Memphis  General.  He  has  practiced  medicine  in 
Pine  Bluff,  Arkansas  and  for  the  last  two  years 
he  has  held  the  position  of  chief  surgeon  for  the 
St.  Louis  Southwestern  Railway  Hospital  Trust  in 
Texarkana,  Arkansas.  Dr.  Causey  served  as  Chief 
of  the  Surgical  Service  of  21st  Field  Hospital. 
He  was  awarded  a Bronze  star  medal  while  on 
duty  in  the  Burman  Road  Campaign.  He  was  dis- 
charged with  the  rank  of  major. 


MEDICAL  COLLEGE  OF 
SOUTH  CAROLINA 


All  of  those  persons  who  participated  in  the  out- 
standing activities  of  Founders’  and  Alumni  Day  were 
rewarded  with  intellectual  stimulation  and  the  relax- 
ing fun  of  good  entertainment  and  renewing  of  old 
associations. 

This  year,  for  the  first  time,  three  of  our  schools 
celebrated  the  occasion  on  the  same  day  with  separate 
scientific  programs  for  part  of  the  day  and  came 
together  in  the  afternoon  for  a keynote  address  in 
Baruch  Auditorium.  They  also  came  together  some 
four  hundred  strong  for  the  evening  of  entertainment 
at  the  Francis  Marion  Hotel.  The  evening  event 
seemed  to  be  genuinely  enjoyed  by  everyone. 


The  Founders’  and  Alumni  Day  Committee, 
chaired  by  Dr.  Julian  T.  Youmans,  and  co-chaired  by 
Dr.  E.  J.  Dennis,  put  many  hard-to-come-by  hours 
into  the  planning  and  executing  of  two  days  of  excel- 
lent scientific  seminars.  Some  50  out-of-town  physi- 
cians participated  in  the  Day  of  Obstetrics  and 
Gynecology  last  Thursday,  and  50  out-of-town  physi- 
cians came  to  FAD  on  Friday.  The  Nursing  program 
was  well  attended  by  104  enthusiastic  alumnae. 
Pharmacy  registered  47  alumni  and  Medicine  regis- 
tered a total  of  94  alumni.  Total  attendance  for  all 
programs  including  senior  students,  faculty,  house 
staff,  and  alumni  was  approximately  486. 
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We  had  a good  program  and  those  alumni  who 
attended  voiced  many  favorable  comments  about  the 
entire  program  — perhaps  their  enthusiasm  will  affect 
next  year’s  attendance  by  others. 

Our  faculty  continues  to  grow  in  anticipation  of 
expanded  student  bodies  and  increasing  teaching 
loads. 

Dr.  Keene  M.  Wallace  has  been  appointed  Profes- 
sor of  Radiology,  effective  January  1,  1967.  Dr.  Wal- 
lace received  his  M.  D.  degree  from  George  Wash- 
ington University  School  of  Medicine.  He  was  an 
intern  at  George  Washington  University  Hospital  and 
a surgical  resident  at  Doctors’  Hospital  in  Washington, 
D.  C.  Dr.  Wallace  received  radiologic  training  at 
Walter  Reed  General  Hospital  and  served  on  the 
faculty  of  George  Washington  University.  He  has 
been  a radio-therapist  at  George  Washington  Univer- 
sity Hospital,  District  of  Columbia  General  Hospital, 
and  Hurley  Hospital  in  Flint,  Mich.  From  1952  to 
the  present,  Dr.  Wallace  has  been  Chief  of  the  De- 
partment of  Radiotherapy  and  Chairman  of  the  De- 
partment of  Radioisotopes  at  Harrisburg  Polyclinic 
Hospital  in  Harrisburg,  Pa. 

Dr.  Arthur  V.  Williams  has  been  appointed  Asso- 
ciate Professor  of  Medicine,  effective  September  1, 
1966.  A native  of  Charleston,  Dr.  Williams  graduated 
from  Clemson  College  and  the  Medical  College  of 
South  Carolina.  He  was  in  intern  and  assistant  medical 
resident  at  Milwaukee  County  General  Hospital  in 
Milwaukee,  Wise.  After  serving  three  years  in  the 
U.  S.  Army  Medical  Corps,  Dr.  Williams  continued 
his  residency  at  St.  Joseph’s  Hospital  and  County 
Hospital  in  Milwaukee.  He  held  a position  as 
Assistant  in  Medicine  at  Marquette  University  School 
of  Medicine  during  the  latter  part  of  his  residency. 
Dr.  Williams  has  held  positions  on  the  Clinical  faculty 
of  the  Medical  College  of  South  Carolina  since  1950. 
He  was  in  the  private  practice  of  internal  medicine  in 
Charleston  for  16  years  prior  to  joining  the  full-time 
faculty.  Ilis  special  interest  is  in  the  field  of  cardio- 
vascular-renal disease. 

Dr.  John  F.  Finklea  has  been  appointed  Assistant 
Professor  of  Preventive  Medicine,  effective  October 
25.  1966.  A native  of  Florence  and  a graduate  of 
Davidson  College,  Dr.  Finklea  received  his  M.  D. 
degree  from  the  Medical  College  of  South  Carolina. 
He  served  his  internship  and  residency  training  in 
pediatrics  at  University  Hospital,  Ann  Arbor,  Mich. 
Dr.  Finklea  was  staff  pediatrician  at  the  U.  S.  Naval 
Hospital  here  from  1961  to  1963.  He  held  a 
Louisiana  State  University  fellowship  in  tropical 
medicine  in  Central  America  in  1964.  His  primary 
field  of  interest  is  communicable  diseases  and  diseases 
of  childhood. 

Dr.  R.  Randolph  Bradham  has  been  appointed 
Associate  Clinical  Professor  of  Thoracic  Surgery, 
effective  January  1,  1967.  A graduate  of  the  Univer- 


sity of  South  Carolina  and  the  Medical  College  of 
South  Carolina,  he  was  an  intern  and  resident  at  the 
University  of  Michigan.  In  1956,  he  joined  the  full- 
time faculty  of  the  Department  of  Surgery  at  the 
Medical  College  of  South  Carolina.  In  1964,  Dr. 
Bradham  became  a Fellow  in  Thoracic  and  Cardio- 
vascular Surgery  at  Duke  University  Medical  Center 
and  held  that  position  until  January  of  this  year.  He 
is  presently  Senior  Resident  of  Thoracic  and  Cardio- 
vascular Surgery  at  the  Veterans  Administration  Hos- 
pital in  Oteen,  N.  C. 

Dr.  Kenneth  M.  Lynch,  Jr.,  Chairman  of  the  De- 
partment of  Urology,  spoke  on  “Surgery  of  the  Ureter” 
as  guest  speaker  at  the  annual  meeting  of  the  North 
Carolina  Urological  Association  held  at  Southern 
Pines,  N.  C.,  October  3. 

Dr.  P.  C.  Gazes,  Associate  Professor  of  Medicine, 
spoke  before  the  North  Carolina  Academy  of  Medi- 
cine on  October  18,  in  Durham.  His  subject  was 
“Treatment  of  Acute  Myocardial  Infarction.” 

On  November  14,  Dr.  Gazes  acted  as  moderator  of 
a panel,  “The  Role  of  an  Intensive  Care  Unit  in  the 
Management  of  Acute  Myocardial  Infarction,”  at  the 
meeting  of  the  American  College  of  Chest  Physicians 
in  Washington,  D.  C. 

— 


Lecture  on  Nutrition 


Dr.  E.  H.  Kampmeier 
will  give  the  AMA  Lecture 
in  Clinical  Nutrition  at 
Furman  University  shortly 
after  the  first  of  the  year. 
Dr.  Kampmeier  is  profes- 
sor emeritus  of  medicine  at 
Vanderbilt  and  is  Director 
of  Continuing  Education 
there.  He  is  well  known 
in  the  South  and  else- 
where, having  been  presi- 
dent of  the  Tennessee 
Medical  Association,  Chair- 
man of  the  Section  on  Internal  Medicine  of  the 
AMA,  president  of  the  Southern  Medical  Associa- 
tion, and  is  now  president-elect  of  the  American  Col- 
lege of  Physicians  and  editor  of  the  Southern  Medi- 
cal Journal  and  the  Journal  of  the  Tennessee  Medi- 
cal Association. 
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New  Pharmaceutical  Specialties 

by  Paul  de  Haen 


For  detailed  information  regarding  indications, 
dosage,  contraindications  and  adverse  reactions, 
refer  to  the  manufacturer’s  package  insert  or 
brochure. 

Single  Chemicals — Drugs  not  previously  known, 
including  new  salts. 

Duplicate  Single  Products — Drugs  marketed  by 
more  than  one  manufacturer. 

Combination  Products — Consisting  of  two  or 
more  active  ingredients. 

New  Dosage  Forms — Of  a previously  introduced 
product. 

NEW  DOSAGE  FORMS 

‘A  & D’  CREAM 
Emollient  and  Protective,  o-t-c 

Manufacturer:  White  Laboratories 

Composition: 

Vitamin  A 775  units/Gm. 

Vitamin  D 53  units/Gm. 

Hexachlorophene  %% 

in  a non-reemulsifying  type  base,  lightly 
scented. 

Indications:  Dry  skin  syndrome,  irritated  skin, 
other  minor  dermatologic  irritations. 

Dosage:  As  required. 

Supplied  as:  56  Gm.  (2  oz.)  tubes. 

Hycomine  Pediatric  Syrup 
Cough  Preparation.  Rx 

Manufacturer:  Endo  Laboratories 


Composition: 

Each  5 cc: 

Hydrocodone  bitartrate  2.5  mg. 

Homatropine  methylbromide  0.75  mg. 

Pyrilamine  maleate  6.25  mg. 

Phenylephrine  HC1.  5.0  mg. 

Ammonium  chloride  30.0  mg. 

Sodium  citrate  42.5  mg. 

in  fruit-flavored  vehicle 


Indications:  Productive  and  non-productive 

cough,  allergic  symptoms,  bronchial  congestion. 

Dosage: 

6 months  to  1 year  10  drops 

1 to  3 years  J4  tsp.  (20  drops) 

3 to  6 years  % tsp. 

6 to  12  years  1 tsp. 

over  12  years  2 tsps. 

Supplied  as:  Syrup.  Pint  and  gallon  bottles. 

MUMPS  VACCINE 
Biological.  Rx 

Manufacturer:  Lederle  Laboratories 

Nonproprietary  Name:  Mumps  vaccine,  single 
strain,  inactivated. 

Indications:  In  persons,  particularly  adults,  who 
have  been  exposed  to  mumps;  also  adults  who 
live  in  close  contact  for  any  length  of  time,  such 
as  military  personnel,  college  students,  etc. 

Dosage:  Two  injections  of  1.0  ml  each,  s.c.  or 
i.m.,  1 to  4 weeks  apart. 

Supplied  as:  1 ml  disposable  syringes. 


Symposium  on  Religion  and  Medicine 

A four-man  panel,  including  Dr.  Milford  O.  Rouse, 
president-elect  of  the  American  Medical  Association, 
conducted  a symposium  in  Florence  on  Oct.  6 on 
“How  Much  Should  a Patient  Be  Told.” 

The  symposium,  the  first  of  a series  sponsored  by 
the  Religion  and  Medicine  Committee  of  the  South 
Carolina  Medical  Association,  was  held  at  Moore 
Junior  High  School. 

Dr.  Rouse  of  Dallas,  Tex.,  was  joined  in  the  panel 
discussion  by  the  Rt.  Rev.  Cray  Temple  of  Charles- 
ton. Episcopal  Bishop  of  South  Carolina;  Leroy 
VV'ant.  a Darlington  attorney;  and  James  A.  Rogers, 
editor  of  the  Florence  Morning  News. 

Dr.  N.  B.  Baroody  moderated  the  panel  discussion. 
Dr.  Julian  Price  of  Florence  presided  during  the 
discussion. 


American  College  of  Surgeons 
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Deaths 


Dr.  J.  L.  Valley 

Dr.  John  Lesley  Valley,  of  Pickens,  died  October 

11. 

Dr.  Valley  was  born  Jan.  23,  1883,  in  West  Branch, 
Mich,  and  was  a son  of  the  late  James  K.  and  Annie 
Powrie  Valley.  He  came  to  Pickens  in  1909.  He  was 
a graduate  of  Tennessee  Medical  College.  He  prac- 
ticed medicine  in  Anthras,  Tenn.  for  one  year  before 
relocating  in  Pickens. 

In  civic  and  fraternal  life  Dr.  Valley  was  most 
active.  He  served  as  a member  of  the  Pickens  City 
Council  for  32  years  and  was  a member  of  the  Public 
Works  Commission  for  a number  of  years.  He  was 
one  of  the  founders  of  Pickens  County  Post  No.  11 
of  the  American  Legion  serving  as  commander  for  a 
long  period  of  time.  He  was  very  active  in  Masonry. 

During  World  War  I ,Dr.  Valley  was  medical  ex- 
aminer for  the  local  draft  board,  but  later  volunteered 
for  military  service  in  the  Medical  Corps  with  the 
grade  of  captain. 

Dr.  Valley  served  on  the  staff  of  Six  Mile  Baptist 
Hospital,  Cannon  Memorial  Hospital  St.  Francis 
Hospital,  and  Greenville  General  Hospital.  He  was  a 
member  and  past  president  of  the  Pickens  County 
Medical  Society,  a member  of  the  S.  C.  Medical 
Association  and  the  AMA. 

Dr.  Valley  was  active  in  the  formation  of  the  first 
Pickens  County  Public  Health  Board. 

In  June  of  1949  the  citizens  of  Pickens  County 
honored  Dr.  Valley  by  celebrating  “Dr.  Valley  Day” 
on  June  1.  Almost  all  of  the  6,000  babies  were  on 


hand  to  greet  Dr.  Valley  on  his  40th  anniversary  of 
medical  practice  in  Pickens. 


Dr.  John  L.  Sanders 

Dr.  John  L.  Sanders,  eye-ear-nose  and  throat 
specialist  of  Greenville  died  October  13. 

A native  of  Westminster,  Dr.  Sanders  received  his 
education  at  Peabody  College,  the  University  of 
Nashville,  and  the  University  of  Maryland,  where 
he  received  his  D.D.S.  degree. 

Dr.  Sanders  received  his  M.D.  degree  from  the 
Medical  College  of  South  Carolina  in  1919  and 
served  as  resident  physician  at  Baker  Sanitorium 
there  from  1918-19.  He  did  postgraduate  work  at 
Cornell  University  and  New  York  Eye,  Ear,  Nose 
and  Throat  Clinic  in  New  York  City.  He  was  a 
Teaching  Fellow  at  the  University  of  Minnesota  at 
Minneapolis  and  a resident  physician  at  Mayo  Clinic, 
Rochester,  Minn.,  from  1920-22. 

Dr.  Sanders  came  to  Greenville  in  1922  and  was 
chief  surgeon  EENT  at  Shriner’s  Hospital  and  St. 
Francis  Hospital  for  25  years.  He  was  a member  of 
the  staff  of  Greenville  General  Hospital  and  served 
on  the  staff  of  the  Salvation  Army  Hospital  and 
Bruner  Home. 

He  was  a Fellow  of  the  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Medical  Associa- 
tion. the  Southern  Medical  Association  and  was  a 
member  of  the  Greenville  County  Medical  Society, 
the  South  Carolina  Medical  Association  and  was 
past  president  of  the  Society  of  Eye,  Ear,  Nose  and 
Throat  of  South  Carolina. 

He  was  a Mason  for  more  than  50  years. 


Seminars 

The  University  of  Florida  College  of  Medicine  has 
scheduled  the  following  seminars  for  January  through 
March,  1967. 

January  20-21,  1967  Seminar  on  Burns 
March  2-4,  1967  Seminar  on  “Some  Aspects  of 
Embryology  and  Pathophysiology  of  Congenital 
Heart  Disease” 

March  16-17,  1967  Seminar  in  Obstetrics  and 

Gynecology 

March  17,  1967  Regional  Meeting  of  Psychosomatic 
Medicine  and  Seminar  on  “Psychosomatic  Aspects 
of  Gastrointestinal  Disease” 

March  24-25,  1967  Seminar  on  Tropical  Diseases 
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AMA  COMMITEE  ON  REHABILITATION 


Dr.  Harry  Mims  attended  a meeting  of  the  Com- 
mittee on  Rehabilitation  of  the  American  Medical 
Association  in  Chicago,  September  8 and  9.  1966  as 
representative  of  the  SCMA. 

The  stated  purpose  of  this  conference  was  to  dis- 
cuss the  nature  and  magnitude  of  rehabilitation  prob- 
lems and  needs  and  to  interest  physicians  at  the  state 
level  in  rehabilitation. 

The  speakers  presented  such  a great  amount  of 
statistical  information  supporting  needs  for  various 
types  of  medical  services  and  pointing  out  mostly 
our  deficiencies  rather  than  our  accomplishments  in 
meeting  these  needs,  that  it  is  difficult  to  put  together 
a concise  and  informative  report.  I shall  attempt  to 
do  this  by  briefly  summarizing  the  talks  given  by 
some  of  the  speakers. 

Mr.  Hunt  gave  a brief  history  of  the  Vocational 
Rehabilitation  Association,  its  manpower  needs  and 
general  makeup.  There  are  some  90  state  agencies 
presently  in  operation,  many  in  need  of  medical  con- 
sultants, many  would  like  full  time  state  consultants. 
However,  very  few  full  time  physicians  are  available, 
and  part  time  positions  are  doing  the  job  adequately. 
It  was  emphasized  that  consultants  are  needed  not 
for  clinical  reasons  but  for  the  guidance  of  the  pro- 
gram. Disabilities  served  by  VRA  vary  from  amputa- 
tions and  other  orthopedic  deformities  34%  to  the 
blind,  deaf,  mentally  ill,  mentally  retarded,  heart, 
stroke  and  even  a few  cancer  cases.  The  VRA  goal 
for  the  individual  patient  or  client  is  work  but  not 
necessarily  full  time  employment.  They  feel  that 
part  time  work  may  justify  medical  and  vocational 
care  needed  in  the  individual  case.  75%  of  their 
funds  are  federal,  25%  state  and  this  has  increased 
from  some  $19,000,000  in  1950  to  $350,000,000 
today. 

Under  the  present  program,  approximately  $200,- 
000  per  state  has  been  allowed  for  comprehensive 
planning  to  get  all  VRA  services  up  to  date  by  1975. 
This  is  in  addition  to  that  allotted  for  patient  or 
client  care. 

VRA  receives  many  of  its  referrals  from  physicians 
but  would  like  this  to  increase.  Some  75%  of  physi- 
f cian  cases  are  accepted. 

Sterling  B.  Brinkley  of  the  Vocational  Rehabilita- 
I tion  Administration  spoke  on  training,  research  and 
R related  programs.  Dr.  Brinkley  discussed  the  purposes 
I of  VRA  grants  and  the  needs  for  medical  and  para- 
I medical  people  in  rehabilitation  to  get  more  ad- 
I vanced  techniques  to  the  patient.  He  also  reviewed 
I some  of  the  concrete  results  and  products  that  have 
I come  from  VRA  supported  research.  This  research  is 
I covering  the  whole  medical  spectrum  and  not  just 
R one  or  two  special  fields.  VRA  supports  research  in 
I training  centers  in  many  schools,  not  just  medical 
1 schools,  but  also  for  example  engineering.  23%  of 
l!  training  funds  are  spent  for  medical  training  of  one 


type  or  another  including  various  paramedical  groups 
such  as  social  workers,  occupational  therapy,  etc.  The 
greatest  need  presently  is  for  facilities  and  services 
with  research  development  training  programs  and 
continuing  education. 

Mr.  Henry  Redkey,  Chief  Division  of  Rehabilita- 
tion Facilities  at  the  VRA  discussed  facility  improve- 
ment, planning,  staffing  and  construction  programs. 
Mr.  Redkey  discussed  the  possibilities  for  a patient 
who  has  completed  his  actual  medical  treatment  but 
is  left  with  a disability.  He  felt  that  the  physician 
needed  to  know  what  facilities  are  available  for  such 
people.  He  mentioned  several  rehabilitation  centers, 
medical  and  vocational  and  sheltered  workshops,  the 
need  for  additional  facilities,  the  fact  that  state 
agencies  can  use  funds  to  establish  such  facilities  and 
that  funds  are  available  to  states  for  plans  for  such 
centers  and  to  help  staff  them  for  the  first  few  years, 
also  small  grants  for  community  workshops  are  avail- 
able. In  some  instances,  sheltered  workshops  are 
now  paying  training  allowances  to  the  individual.  He 
pointed  out  that  industry  assistance  to  workshop  is 
helpful  to  all  concerned. 

An  effort  is  now  being  made  through  a national 
performance  council  to  develop  standards  for  re- 
habilitation facilities  and  workshops. 

Nelson  M.  Bortz,  Director,  Bureau  of  Labor  Stand- 
ards, spoke  on  the  Bureau  of  Labor  Standards.  He 
pointed  out  that  there  are  a number  of  training  pro- 
grams for  unemployed,  including  the  handicapped 
in  various  labor  programs  including  the  Youth  Corps. 
There  are  new  areas  of  activity  that  make  projects 
possible  that  are  specifically  tailored  to  the  handi- 
capped. The  Labor  Department  has  vocational  coun- 
selors who  work  with  federal  and  state  employment 
centers.  The  Labor  Department  is  interested  particu- 
larly in  protection  of  the  sheltered  workshops  in  such 
areas  as  setting  up  exemptions  from  minimum  wage 
laws.  The  rehabilitation  of  federal  workers  and 
assistance  to  state  programs  to  expand  their  facili- 
ties through  workman’s  compensation,  prevention  of 
accidents  and  illness  and  industrial  safety,  safety 
codes,  etc.,  are  all  Department  of  Labor  interests. 
The  main  responsibility  for  these  programs  rests  with 
the  states.  He  felt,  however,  that  more  emphasis, 
particularly  on  prevention,  would  decrease  the  strain 
on  all  concerned  in  caring  for  rehabilitation  by  de- 
creasing the  number  of  permanent  injuries. 

Dr.  Marilyn  Hutchinson  gave  a review  of  the 
Crippled  Children’s  programs  and  reviewed  a num- 
ber of  Public  Health  Service  projects.  She  emphasized 
that  the  Public  Health  Service  is  engaged  not  only  in 
preventive  measures  for  communicable  disease  but 
also  in  prevention  of  disabling  complications  and  in 
the  mentally  retarded,  heart  disease,  and  actually  a 
wide  spectrum  of  disease  and  disability.  PHS  is  be- 
coming more  and  more  interested  in  medical  re- 
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habilitation  and  plans  to  put  more  emphasis  in  this 
area. 

The  Welfare  Administration  was  represented  by 
Mrs.  Mary  Steers.  She  noted  that  a large  percentage 
of  all  recipients  of  welfare  services  are  of  low  educa- 
tional background.  She  mentioned  some  of  the  ser- 
vices available  through  welfare  such  as  case  work, 
and  counseling,  volunteer  services,  foster  care  assis- 
tance, etc.  and  reviewed  some  of  the  social  legisla- 
tion now  advocated  such  as  income  floor  and  ser- 
vices as  a right  of  the  individual. 

Dr.  Alice  Chenoweth,  of  the  Children’s  Bureau, 
spoke  on  the  Children’s  Bureau  and  particularly 
their  Crippled  Children’s  program.  There  is  a wide 
latitude  in  their  services  and  many  disabilities  are 
treated.  The  trend  is  to  a broad  approach  including 
dental,  psychiatric  and  actually  practically  all  types 
of  non-acute  child  care.  The  agency  that  administers 
the  program  is  determined  by  the  state  and  in  some 
instances  it  is  under  the  Public  Health  Service,  others 
the  welfare  program. 

Funds  are  available  for  many  things  including 
transportation,  foster  home  care,  etc.,  training  grants 
and  special  projects.  Particular  interest  is  now  being 
paid  to  the  severely  disabled  and  dental  problems. 

Foy  L.  Lunceford,  representing  the  Bureau  of 
Disability  Insurance,  noted  that  there  is  a free  ex- 
change of  information  between  his  department  and 
VRA  and  an  effort  being  made  to  return  those  under 
disability  to  gainful  employment.  A recipient  under 
this  program  can  be  given  up  to  nine  months  trial 
period  to  determine  if  he  is  ready  to  work.  He  still 
gets  his  benefits  during  this  time.  Their  goal  is  re- 
employment and  not  continued  disability  payments 
in  every  case  possible. 

Speakers  representing  various  state  agencies  de- 
scribed operation  of  Vocational  Rehabilitation  pro- 


grams in  their  particular  states.  This  was  one  of  the 
most  interesting  parts  of  the  program  to  me  since  it 
gave  the  opportunity  of  comparing  what  I know  of 
the  S.  C.  Vocational  Rehabilitation  program  with  that 
of  these  other  states.  It  seems  that  we  are  doing  as 
good  and  in  some  cases,  a better  job,  and  that  per- 
haps our  physician  VRA  relationship  is  better  in 
South  Carolina  than  in  some  areas  of  the  nation. 

This  conference  was  designed  to  promote  re- 
habilitation in  all  of  its  phases  at  the  state  level. 
Obviously  there  are  a great  many  dollars  available  in 
the  various  federal  agencies  and  wide  latitude  in  the 
term  rehabilitation  so  that  practically  all  disabling 
conditions  could  be  considered.  There  are  funds 
available  not  only  for  large  institutions  but  to  small 
communities  and  in  some  instances  to  private  prac- 
ticing physicians. 

There  is  no  doubt  that  the  government  is  playing  a 
major  role  in  rehabilitation  now  and  that  this  will 
increase  and  not  decrease.  It  would  appear  that 
physicians  may  carry  on  a more  active  role  directing 
medical  services  for  the  handicapped  and  indirectly 
the  vocational  goals  in  many  instances  by  advising 
the  counselors  and  placement  representatives  con- 
cerning the  physical  limitations  of  the  individual. 
Each  agency  has  some  rules  and  regulations  that  the 
physician  should  know  about.  The  way  to  do  this  is 
on  the  state  and  local  level  with  the  representatives  of 
the  various  agencies  and  particularly  Vocational  Re- 
habilitation. 

Generally  it  appears  that  South  Carolina’s  Physical- 
VRA  relationship  compares  well  with  that  of  others. 
Our  facilities  need  enlarging  and  improving  and  in 
this  we  are  far  behind  some  states  when  we  consider 
that  rehabilitation  includes  social,  psychological  and 
vocational  services  as  well  as  medical. 

Harry  W.  Mims,  M.  D. 


The  social  worker  in  the  private  practice  of  internal 
medicine.  M.  Wegner,  J.  Ruiz,  and  L.  Caccamo.  Arch 
Intern  Med  118:347-350  (Oct)  1966. 

To  help  carry  out  the  responsibility  of  compre- 
hensive medical  care,  the  participating  physicians  en- 
gaged the  services  of  a social  worker  for  their  private 
practice.  Selected  patients  and  their  families  re- 
ceived casework  services  within  the  office  setting  after 
interpretation  and  referral  by  the  physicians.  A close, 
cooperative  working  relationship  was  maintained 
throughout  hy  the  two  participating  disciplines.  Re- 
sponse by  the  patients  referred  was  largely  favorable, 
and  results  in  improving  the  patients’  overall,  as  well 
as  medical,  functioning  were  good. 
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THE  MONTH  IN  WASHINGTON 


Washington.  D.  C.— High  on  the  list  of  health 
legislation  to  be  considered  by  the  new  Congress 
convening  Jan.  10  are  proposals  to  amend  both  the 
medicare  and  medicaid  programs. 

Proposed  medicare  amendments  would  extend  the 
program  to  the  disabled,  include  podiatrists’  services, 
add  out-patient  drugs  to  Plan  B .and  authorize  that 
billing  for  services  of  hospital-based  physician  special- 
ists be  put  back  under  hospitals. 

Sen.  Russell  B.  Long,  (D..  La.),  chairman  of  the 
Senate  Finance  Committee  which  handles  medicare 
and  medicaid  legislation,  is  pushing  a proposal  de- 
signed to  get  physicians  to  prescribe  drugs  by 
generic  terms  for  patients  under  federally-aided 
medical  programs.  Such  an  amendment  died  in  a 
conference  committee  in  the  final  days  of  the  last 
Congress. 

Amendments  to  limit  federal  expenditures  under 
medicaid  (Title  XIX)  are  expected  to  get  early  con- 
sideration by  the  House  Ways  and  Means  Committee. 
The  committee  reached  agreement  on  such  legisla- 
tion shortly  before  adjournment  last  year,  but  it  was 
too  late  to  get  it  through  Congress. 

One  of  the  final  pieces  of  legislation  passed  by 
Congress  in  1966  authorizes  liberalization  of  the 
Keogh  law  under  which  physicians  get  a tax  break 
for  savings  put  in  qualified  pension  plans.  The  full 
amount  of  the  $2,500  annual  maximum  was  made 
tax  deductible.  Only  half  of  the  amount  was  tax 
deductible  under  the  original  law. 

Other  health  legislation  approved  by  Congress  in 
1966  includes: 

Croup  practice— authorizes  federal  mortgage  guar- 
antees for  construction  of  non-profit  group  practice 
facilities. 

Health  services— authorizes  the  Office  of  Economic 
Opportunity  (anti-poverty)  to  make  grants  for  com- 
prehensive health  services  programs,  including  birth 
control. 

Public  health— authorizes  1)  $145  million,  one- 
year  extension  of  PHS  programs,  including  $125 


million  for  project  grants  for  categorical  programs. 
States  and  the  PHS  are  given  greater  flexibility  in 
spending  the  money  among  the  various  categories  and 
including  other  “public  health”  projects;  2)  extends 
the  federal-aid  vaccination  program  for  three  years; 
3)  provides  for  family  health  services  for  migratory 
workers. 

Air  pollution— authorizes  a three-year,  $186  million 
extension  of  the  federal  anti-air  pollution  program 
and  provides  broader  authority  for  air  pollution  con- 
trol activities  by  localities. 

Water  pollution— authorizes  a $3.7  billion,  four-year 
program  for  cleaning  the  nation’s  waterways.  It 
includes  initiation  of  a massive  program  for  combat- 
ting pollution  in  major  water  basins. 

Child  care— prohibits  sale  of  toys  containing  hazard- 
ous substances  and  strengthens  existing  law  concern- 
ing household  hazardous  substances;  does  not  contain 
a disputed  provision  covering  children’s  aspirin  and 
other  drug  controls  in  the  original  legislation. 

Narcotics— permits  addicts  charged  with  non-violent 
crimes  to  choose  hospital  commitment  instead  of 
trial,  if  the  authorities  agree,  or  could  be  sentenced 
after  trial  to  hospitals  for  rehabilitation. 

Packaging— requires  that  over-the-counter  drugs 
and  grocery  products  bear  labels  clearly  showing  the 
contents,  quantity,  and  manufacturer. 

Mental  health— amends  original  law  to  provide 
grants  to  assist  in  the  establishment  and  initial  opera- 
tion of  community  mental  health  centers. 

Research  laboratory  animals— provides  for  federal 
regulations  covering  transportation,  purchase,  sale, 
housing,  care,  handling  and  treatment  of  such  animals. 

Military  medicare— amends  existing  law  to  provide 
for  out-patient  care  in  a physician’s  office  and  to 
include  retired  reservists  and  their  dependents. 

Allied  health  professions— authorizes  $105  million 
for  a three-year  program  to  train  more  medical 
technicians,  therapists  and  other  allied  health 
workers. 


Treatment  of  psoriasis  with  methotrexate . O.  Croth. 
Liikartidnigen  63:3000-3005  (Aug  10)  1966. 

A group  of  patients  with  psoriasis  not  responding 
to  conventional  therapy  were  given  intramuscular  or 
intravenous  injections  of  methotrexate  in  doses 
ranging  from  15  to  100  mg  at  intervals  of  one  to  two 
weeks.  The  results  were  impressive,  especially  when 
injections  did  not  exceed  50  mg  of  the  drug  per  dose 
and  if  they  were  given  at  shorter  intervals.  Larger 
doses  produced  more  untoward  reactions  but  did  not 
seem  to  have  greater  therapeutic  efficacy.  All  patients 
were  hospitalized  and  complete  laboratory  surveillance 
showed  that  the  most  common  abnormal  tests  were 
increased  SCOT  and  SGPT  rates. 
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A CONFERENCE  ON  TITLE  XIX 


The  major  emphasis  of  this  Title  XIX  will  be  on 
the  development  of  health  and  medical  care  programs 
for  individuals  and  families  who  cannot  otherwise 
afford  the  care  they  need.  The  law  will  assist  states 
to  extend  Kerr-Mills  type  medical  care  programs  to 
include  all  recipients  of  federally-aided  public  assis- 
tance programs,  and  individuals  and  families  who 
would,  if  sufficiently  needy,  qualify  for  financial 
assistance  under  these  programs.  States  can  also  in- 
clude all  other  medically  needy  children. 

The  timetable  for  full  implementation  of  this  pro- 
gram is  quite  extended;  however,  specific  deadlines 
must  be  met  in  order  for  a state  to  participate.  States 
may  start  this  new  program  at  any  time  on  or  after 
January  1,  1966.  If  they  have  not  started  by  January 
1,  1970,  they  can  no  longer  receive  federal  funds  for 
medical  care  in  the  assistance  programs. 

The  scope  of  the  potential  market  involved  in  the 
medical  care  section  of  this  law  is  difficult  to  visual- 
ize. However,  at  a glance  at  some  of  the  details  of 
the  determination  of  eligibility  gives  some  guidance 
in  making  a judgment  on  this  point.  A number  of 
current  public  assistance  programs  limit  the  state’s 
authority  to  determine  who  shall  receive  benefits. 
Title  XIX  makes  major  changes  in  these  limitations. 
For  instance,  the  law  prohibits  any  flat  ceiling  on 
income  for  eligibility.  Not  only  income,  but  incurred 
costs  for  medical  and  remedial  care  ( including  pre- 
miums for  health  insurance)  must  be  considered  in 
determining  need.  This  one  provision  dealing  with 
flexibility  allows  any  individual,  however  great  his 
income,  to  be  eligible  if  his  medical  costs  are  great 
enough. 

Therefore,  persons  able  to  pay  part  of  their  medical 
care,  but  unable  to  pay  the  entire  cost,  will  not  be 
excluded  from  eligibility  by  arbitrary  income  ceilings. 
Also,  adult  children  will  not  be  held  responsible  for 
the  medical  costs  of  caring  for  their  aged  parents. 
The  new  law  is  like  existing  Kerr-Mills  legislation  in 
that  states  cannot  set  requirements  that  a person  must 
have  been  a resident  for  a specified  period  of  time.. 
Eligibility  can  also  be  extended  to  aged  patients  in 
tuberculosis  and  mental  institutions. 

The  law  also  specifically  notes  that  a state  cannot 
impose  a “deduction,  cost-sharing  or  similar  charge” 
with  respect  to  inpatient  hospital  services  furnished 
under  medical  assistance.  It  can  impose  such  charges, 
or  enrollment  fees  or  premiums  for  other  medical 
assistance  furnished. 

Aside  from  hospitalization.  Title  XIX  funds  can 
be  used  to  assist  individuals  in  paying  health  insur- 
ance premiums. 

Scope  of  Services 

By  July  1,  1967,  every  Title  XIX  program  must 


include  at  least  five  specific  medical  care  services: 
inpatient  and  outpatient  hospital  care;  skilled  nursing 
home  care  (adult  only);  physicians’  services;  and 
laboratory  and  x-ray. 

By  July  1,  1975,  to  remain  eligible  for  federal 
matching,  the  plan  must  be  providing  “comprehensive 
care  and  services.”  The  term  “comprehensive  care 
and  services”  has  not  yet  been  defined  by  HEW,  as 
it  applies  to  Title  XIX  programs.  Some  indications 
of  the  scope  of  this  term  might  be  inferred  from  the 
law.  As  in  MAA,  a number  of  services  which  may  be 
included  in  Title  XIX  are  listed.  In  addition  to  the 
five  required  services,  the  list  includes:  any  remedial 
or  medical  care  furnished  by  practitioners  licensed  in 
the  state;  home  health  services;  private  duty  nursing; 
clinic  services;  dental  services;  physical  therapy;  pre- 
scribed drugs;  dentures;  prosthetic  devices;  eyeglasses, 
whether  prescribed  by  a physician  or  an  optometrist; 
other  diagnostic,  screening,  preventive,  and  re- 
habilitative services;  inpatient  hospital  and  skilled 
nursing  home  services  for  the  aged  in  tuberculosis 
and  mental  institutions;  and  any  other  medical  or 
remedial  care  recognized  under  state  law,  subject  to 
HEW  approval.  These  services  are  optional  with  the 
states.  No  determination  has  been  made  as  to  which 
will  be  required  in  the  1975  “comprehensive”  pro- 
gram. 

Another  key  point  is  concerned  with  the  legisla- 
tive interactions  between  Title  XIX  and  Title  XVIII, 
Public  Law  89-97.  Specifically,  between  medical 
assistance  and  social  security  health  insurance  for  the 
aged.  Nearly  all  those  now  on  OAA  and  MAA  rolls 
and  a large  proportion  of  those  who  become  65  in 
the  future  will  be  eligible  for  the  federal  insurance 
program.  For  those  over  65  who  are  not  eligible 
under  other  programs,  and  who  are  on  cash  grant 
assistance  rolls,  the  state  may  elect  to  use  Title  XIX 
funds  to  pay  the  premiums  for  the  voluntary  supple- 
mentary medical  insurance.  However,  the  state  agency 
administering  Title  XIX  can  request  designation  as  a 
“carrier”— i.e.  administrator  of  the  medical  insurance 
program  for  its  own  beneficiaries.  The  question  as  to 
whether  the  state  agencies  should  go  into  the  insur- 
ance business  was  posed  both  from  the  floor  and  the 
podium. 

The  conference  chairman  indicated  that  our  excel- 
lent prepayment  system  should  be  utilized  in  this 
effort,  and  that  physicians  should  request  that  Blue 
Shield  be  named  as  fiscal  intermediary  for  Title  XIX. 
It  was  interesting,  though,  that  the  government  people 
were  less  than  specific  on  this  point  and  even  hinted 
that  some  of  the  state  agencies  would  be  in  a posi- 
tion to  handle  this  type  of  business.  And  that  there 
might  be  a variety  of  ways  that  fiscal  intermediaries 
might  be  selected.  At  best  the  discussion  was  left 
largely  unsettled,  carrying  with  it  a vague  uneasiness 
for  this  observer. 
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In  brief,  Title  XIX  of  the  Social  Security  Act,  Medi- 
cal Assistance,  is  a federal  grant-in-aid  program  to 
assist  states  in  financing  medical  and  remedial  care 
for  the  needy.  Care  will  be  provided  through  a 


single  program  in  each  state,  providing  equal  benefits 
to  all  those  eligible. 

The  program  is  effective  January  1,  1966  and  is 
optional  with  the  state. 


Certification  Procedures  Under  Medicare 

Resolution:  Passed  unanimously  by  Indiana  State 
Medical  Association  House  of  Delegates 
13  October  1966 

Whereas,  Section  1801.  Title  XVIII,  of  Public  Law 
89-97  clearly  states,  “nothing  in  this  title  shall  be 
construed  to  authorize  any  Federal  officer  or  em- 
ployee to  exercise  any  supervision  or  control  over 
the  practice  of  medicine  or  the  manner  in  which 
medical  services  are  provided,  ; or  to  exercise 

any  supervision  or  control  over  the  administration  or 
operation  of  any  such  institution,  agency,  or  per- 
son.” and 

Whereas,  various  officials  of  the  Department  of 
Health,  Education  and  Welfare  have  been  ambigu- 
ous and  evasive  in  their  interpretation  as  to  what 
constitutes  certification  and  recertification  of  medi- 
care patients,  and 

Whereas,  Indiana  Blue  Cross,  acting  as  an  agent  of 
the  government,  interpreted  this  action  of  the  De- 
partment of  Health,  Education,  and  Welfare  as 
requiring  that  certification  and  recertification  con- 
tain the  words  “Medically  Necessary”  and  has  so 
advised  its  participating  hospitals,  and 

Whereas,  various  Indiana  hospitals  have  adopted  by 
administrative  action,  a specific  certification  form 
and  are  compelling  members  of  their  clinical  staffs 
to  sign  this  form  for  medicare  patients  upon  threat 
of  loss  of  admitting  privileges  for  all  patients,  and 

Whereas,  such  requirements  of  certification  and  re- 
certification of  “Medical  Necessity”  for  hospitaliza- 
tion of  medicare  patients  does  deviate  from  the 
ordinary  procedure  followed  in  providing  hospital 
care  to  all  patients,  and 

Whereas,  compliance  by  staff  physicians  with  such 
a requirement  would  establish  the  precedence  of 
Federal  Bureaucratic  control  over  the  individual 
practice  of  medicine,  set  the  medicare  patient  apart 
from  regular  patients  in  their  admission  procedure 
for  hospitalization,  and  have  the  effect  of  forcing 
physicians  to  participate  in  medicare  against  their 
will,  and 

Whereas,  all  hospitals  and  health  insurance  carriers 
including  Indiana  Blue  Cross  have  always  accepted 
an  admitting  diagnosis,  adequate  history  and  physi- 
cal examination,  and  periodic  progress  notes  as 
proper  documentation  for  need  of  hospitalization, 
and 
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Whereas,  it  is  the  desire  of  the  members  of  the 
Indiana  State  Medical  Association  to  continue  to 
serve  all  patients  in  need  of  hospital  medical  care 
in  the  usual  and  customary  manner  regardless  of 
whether  such  patients  are  medicare  recipients,  now 

Therefore  be  it  Resolved,  that  the  Indiana  State  Medi- 
cal Association  advises  its  members  to  continue  to 
support  ethical  and  equality  medical  care  for  all 
patients  and  to  record  same,  and  advises  its  mem- 
bers to  refuse  to  sign  special  certification  and  re- 
certification forms  or  execute  special  statements  of 
“Medical  Necessity”  for  hospitalization  of  medicare 
recipients,  and 

Be  It  Further  Resolved,  that  the  Indiana  State  Medi- 
cal Association  condemn  Indiana  Blue  Cross  and 
the  various  hospitals  that  have  required  special 
certification  and  recertification  forms  or  statements 
of  “Medical  Necessity”  and  demand  that  Indiana 
Blue  Cross  and  the  various  hospitals  accept  the 
usual  method  of  hospitalization  for  all  patients,  and 

Be  It  Further  Resolved,  that  the  Indiana  State  Medi- 
cal Association  instruct  its  delegates  to  the  Ameri- 
can Medical  Association  to  present  a similar  resolu- 
tion to  the  House  of  Delegates  of  the  American 
Medical  Association  at  its  next  session  and  secure 
its  passage  therein. 


Trophoblastic  Neoplasms 

The  Department  of  Obstetrics  and  Gynecology, 
Duke  University  Medical  Center,  announces  the 
establishment  of  the  Southeastern  Regional  Center 
For  Trophoblastic  Neoplasms.  This  Center  is  spon- 
sored by  a Health  Service  Project  Grant  Award  from 
the  Department  of  Health,  Education  and  Welfare, 
Division  of  Chronic  Diseases. 

This  project  in  Cancer  Control  is  established  for 
the  purpose  of  providing  urinary  gonadotropin  assays 
and  consultative  assistance  to  physicians  to  aid  in 
evaluation  of  patients  who  have  or  are  suspected  of 
having  abnormalities  in  trophoblastic  tissue  growth. 

Physicians  desiring  gonadotropin  assays  for  patients 
with  placental  abnormalities  as  molar  degeneration, 
hydatidiform  mole,  syncytial  endometritis,  chorio- 
adenoma destruens  and  choriocarcinoma  may  call  or 
write  the  Center  at  Duke  University  Medical  Center, 
Durham,  North  Carolina  (Area  Code  919.  684-8111). 

Roy  T.  Parker.  M.  D. 

C.  D.  Christian,  M.  D. 

Charles  B.  Hammond,  M.  D. 
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ATLAS  OF  HERNIA 
REPAIR.  Carl  H.  Cai- 
man, 1st  Edition,  The  C. 
V.  Mosby  Company,  St. 
Louis.  1966  Pp  159,  Price 
$16.75. 

This  Atlas  provides  a 
comprehensive  account  of 
many  important  features  of 
varied  forms  of  hernia.  The 
most  common  problems  in 
groin  defects  are  well  cov- 
ered in  the  first  half  of  the 
book  with  appropriate  considerations  of  history, 
anatomy,  classification,  diagnosis,  complications,  and 
various  methods  of  repair.  Other  varieties  of  hernia 
are  comprehensively  approached  in  the  other  half 
of  the  book,  chiefly  from  the  aspect  of  methods  of 
repair. 

The  Atlas  should  serve  as  a helpful  reference 
source  for  medical  students  and  surgical  house-staff 
having  an  introductory  experience  and  interest  in 
the  affairs  of  hernia  problems.  The  Atlas  would  be 
unappealing,  because  of  deficient  authorative  detail, 
to  those  already  grounded  in  herniology.  The  broad 
coverage  of  the  many  varieties  and  unusual  types 
of  hernia,  even  though  not  exhaustively  detailed, 
makes  the  book  attractive  to  any  one  interested  in 
the  definitive  care  of  such  problems. 

The  illustrations  are  generally  good  and  grossly 
adequate,  but  are  lacking  in  certain  details  for  those 
not  having  proper  knowledge  of  the  relevant  anatomy. 

Henry  B.  Gregorie,  Jr.,  M.  D. 


POISONOUS  SNAKES  OF  THE  EASTERN 
UNITED  STATES  WITH  FIRST  AID  GUIDE.. 
Harry  T.  Davis. 

This  handy  and  well  illustrated  small  booklet 
should  be  useful  to  the  physician  who  has  to  deal 
with  snake  bites,  either  as  a source  of  information  for 
himself  or  as  a means  of  acquainting  his  patients  with 
the  dangers  from  poisonous  snakes.  It  may  be  ob- 
tained for  the  small  price  of  twenty-five  cents  from 
the  Museum  Extension  Fund,  N.  C.  State  Museum, 
Box  2281,  Raleigh,  N.  C„  27602. 

J.  I.  W. 


MODERN  TREATMENT,  3:  No.  4.  (The  second 
half  of  Vol.  3.  Treatment  of  Respiratory  Allergy.) 
Edited  by  Samuel  O.  Freedman,  M.  D.,  Hoeber 


Medical  Division  of  Harper  and  Row  Pub.  Inc., 
New  York,  pp.  813-935.  1966. 

Through  a series  of  well  organized  essays,  Samuel 
O.  Freedman  edits  an  excellent  review  of  the  modern 
concepts  of  the  treatment  of  respiratory  allergy.  Al- 
though a concise  outline  of  the  present  theories  of 
immunology  and  its  relation  to  the  treatment  in 
allergy  is  presented,  most  of  the  comment  in  this 
booklet  revolves  around  the  treatment  of  asthma  and 
allergic  rhinitis.  Nevertheless,  brief  mention  is  also 
made  of  the  occupational  lung  diseases  with  im- 
munological features.  Space  is  even  allotted  to  nasal 
surgery  in  the  treatment  of  respiratory  allergy.  Con- 
troversial subjects  in  allergy  are  given  mention.  A 
section  is  devoted  to  the  psychiatric  approach  to 
bronchial  asthma  as  well  as  rehabilitation  concepts  of 
the  chronic  allergic  individual.  Undoubtedly,  this 
brief  review  is  one  of  the  best  this  reader  has  seen  in 
many  years  and  is  highly  recommended  for  the  gen- 
eral practitioner  as  well  as  specialists  in  all  fields  of 
medicine. 


SYNOPSIS  OF  NEUROLOGY.  Francis  M. 
Forster,  B.S.,  M.D.  Second  Edition.  C.  V.  Mosby 
Company,  St.  Louis.  1966.  Pp  199.  Price  $7.50. 

This  compact  volume,  written  primarily  for  medical 
students,  does  an  admirable  job  of  providing  a birds- 
eye  view  of  clinical  neurology.  As  the  title  implies,  it 
is  not  a substitute  for  the  standard  textbook  of  clini- 
cal neurology  but  rather  a supplement  to  enable  the 
student  to  relate  neurological  diseases  to  other  cate- 
gories of  disease  in  seeking  a comprehensive  grasp  of 
clinical  medicine. 

The  first  40  pages  summarize  the  clinical  and 
ancillary  neurological  examinations.  The  remainder  of 
the  book  deals  with  the  major  categories  of  neuro- 
logical diseases.  There  are  no  illustrations.  Two 
tables  on  anti-convulsant  drugs  and  one  on  drugs 
for  Parkinsonism  are  presented.  The  author  uses 
descriptive  diagnostic  terminology,  avoiding  most  of 
the  confusion  of  eponyms  which  characterizes  much 
of  the  neurological  literature.  Well  chosen  references 
which  treat  the  subject  in  depth  are  given  at  the  end 
of  each  chapter.  The  index  is  excellent. 

Inevitably,  there  are  important  omissions.  For 
example,  it  would  seem  to  this  reviewer  that  anoxic 
encephalopathy  should  be  included  among  the  com- 
mon metabolic  disorders.  Nevertheless,  both  the  stu- 
dent and  the  more  advanced  clinician  will  find  the 
book  helpful  as  a synopsis  of  clinical  neurology. 

Rhett  Talbert,  M .D. 
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THE  PEDIATRICIAN’S  OPHTHALMOLOGY, 
by  Sumner  D.  Liebman,  M.  D.  and  Sydney  S. 
Gellis,  M.  D.  The  C.  V.  Mosby  Company,  Saint 
Louis.  1966.  Pp.  352.  Price  $19.50. 

This  book  rates  a unique  position  when  compared 
with  similar  texts  covering  pediatric  ophthalmology. 
The  contributors  consist  of  the  most  learned  men  in 
each  individual  field.  The  chapters  covering  De- 
velopement  of  Vision  by  Marshall  Parks,  Strabismus 
by  Frank  Costenbader,  External  Diseases  by  James 
Allen,  Neuroophthalmology  in  Children  by  Frank 
Walsh,  Glaucoma  in  Infancy  by  Paul  Chandler,  Ocu- 
lar Manifestation  of  Pediatric  Systemic  Disease  by 
Trygve  Gunderson  et  al  are  only  a few  of  the  sub- 
jects and  authors  that  compile  this  text.  All  phases 
of  pediatric  ophthalmology  are  covered  concisely 
witnout  repetition.  The  book  is  lucid  in  its  context, 
avoiding  verbosity  and  makes  tor  easy  and  enjoyable 
reading.  The  text,  in  addition  to  being  instructive,  has 
clinical  value.  The  illustrations,  particularly  the  color 
plates,  are  of  the  highest  quality.  This  book  will  be 
if  infinite  value  in  the  library  of  pediatricians,  general 
practitioners  and  ophthalmologists  alike. 

George  S.  Croffead,  M.  D. 


CURRENT  DIAGNOSIS  edited  by  Howard  F. 
Conn,  M.  D.,  Robert  J.  Clohecy,  M.  D.  and  Rex  B. 


Conn,  Jr.,  M.  D.  W.  B.  Saunders  Company,  Phila- 
delphia and  London,  1966.  846  pages,  $17.50. 

In  this  volume  almost  300  contributors,  many 
outstanding  authorities  in  their  particular  field, 
have  presented  in  brief  form  definitions,  symptoms, 
physical  signs,  complications  and  diagnostic  methods 
for  many  of  the  diseases  and  disorders  that  affect 
man.  Descriptions  in  each  instance  are  concise,  and 
well  organized,  presenting  largely  information  of  aid 
in  diagnosis  of  the  specific  disorder  being  considered. 
No  reference  to  treatment  and  little  or  no  discussion 
of  pathologic  physiology  is  included.  As  the  title 
implies  the  content  is  primarily  information  regarding 
diagnosis.  Though  no  section  stands  out  particularly 
impressively  the  discussion  of  hematologic  disorders 
appears  especially  well  done.  As  a ready  reference  the 
book  will  be  of  some  value  to  the  practicing  physician. 
Brevity  of  presentations  and  omission  of  more  de- 
tailed discussion  of  pathologic  physiology  of  disease 
limits  usefulness  to  students,  even  though  the  preface 
indicates  that  presentation  of  the  more  unusual  facets 
of  the  various  disorders  discussed  is  emphasized.  It 
appears  to  this  reviewer  that  the  addition  of  brief 
discussions  regarding  current  therapy  would  have 
added  greatly  to  its  usefulness. 

Kelly  T.  McKee,  M.  D. 


The  sentinel  pile  and  Sir  Benjamin  Collins  Brodie. 
Leon  Banov,  Jr.,  M.  D.  (Charleston)  and  Miriam  E. 
Duncan,  B ,S..  Charleston,  S.  C.  Surg  Gynec  Obstet 
123:362-366,  Aug  1966. 

In  describing  the  physical  characteristics  of  the 
painful  anal  fissure,  attention  is  generally  called  to 
the  adjacent  sentinel  pile,  sometimes  specified  as 
the  sentinel  pile  o fBrodie.  However,  Sir  Benjamin 
Collins  Brodie  has  not  left  a written  description 
which,  in  any  way,  resembles  the  sentinel  pile  re- 
ferred to  by  some  of  our  present  day  writers.  More- 
over, his  contemporaries  do  not  link  the  sentinel  pile 
with  Brodie.  Only  in  some  twentieth  century  proctol- 
ogy books  is  the  name  of  Brodie  associated  with  the 
sentinel  pile.  By  whom,  when,  how,  or  where  the 
eponym,  the  sentinel  pile  of  Brodie,  was  introduced 
into  medical  usage  continues  to  be  a mystery  of  medi- 
cal history. 


Editorial:  Research  in  the  community  hospital. 
William  II.  Prioleau,  M.  D.  Charleston,  South  Caro- 
lina. Amer  Surg,  32:80.  Jan  1966. 

The  present  day  emphasis  upon  research  requires  a 
consideration  of  how  the  community  hospital  can 
effectively  participate  in  this  important  aspect  of 
medicine.  Research  activities  in  a hospital  have  the 
effect  of  raising  professional  standards  and  lending 
prestige  to  the  institution.  On  account  of  administra- 
tive, financial  and  public  relations  reasons,  a large 


animal  facility  is  generally  not  attainable.  In  the 
clinical  field  there  is  ample  opportunity  for  investiga- 
tive work.  Research  based  upon  patient  studies  and 
review  of  records  presents  no  difficulty  beyond  addi- 
tional technical  and  clinical  help.  Laboratories  can  be 
used  jointly  for  research  and  special  examinations 
upon  patients;  in  some  cases  at  a profit  to  the  hos- 
pital. The  same  applies  to  small  animal  laboratories. 
Community  hospitals  should  encourage  clinical  re- 
search as  an  important  aspect  of  their  role  in  con- 
tinuing medical  education. 


“Just  the  man  we  need  to  help  handle  the  patients  at 
the  clinic.” 
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Aerosol  Therapy 
with  compressed  air. 


Aerosol  — IPPB  Therapy 
with  room  air. 


Aerosol  — IPPB  Therapy 
with  oxygen  enriched  air. 


These  Puritan -Bennett  units  can  be 
prescribed  for  use  at  home  or  office... 

...  as  an  aid  in  the  treatment  of  pulmonary  infection,  pulmonary  inflammation, 
inadequate  ventilation,  and  to  improve  oxygenation. 

In  the  acute  or  severe  stages  of  disease,  aerosolized  medication  and  intermittent 
positive  pressure  breathing  are  administered  as  hospital  procedure. 
Puritan-Bennett  aerosol  and  IPPB  units  are  the  preferred  means  of  administration 
for  home  therapy.  They’re  reliable,  efficient,  and  simple  for  the  inexperienced  to 
use. 

These  units  also  lend  themselves  to  the  administration  of  inhalation  therapy  in 
your  office.  Ask  our  representative  for  more  details  and  ask  for  your  copy  of 
“AEROSOL  AND  IPPB  THERAPY.” 

WINCHESTER  SURGICAL  SUPPLY  CO. 

“CAROLINAS’  HOUSE  OF  SERVICE” 

200  S.  TORRENCE  ST.  CHARLOTTE,  N.  C. 
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WAVERLEY  SANITARIUM,  Inc. 

(Founded  in  1914  By  Dr.  and  Mrs.  J.  W.  Babcock) 

Waverley  Sanitarium  is  a hospital  for  the  treatment  of  nervous  and  mental  diseases 
including  Out  Patient  Department,  EST  Therapy,  Occupational  Therapy,  Recreational 
Therapy,  X-Ray  Department  and  Complete  Laboratory  Facilities. 


2727  Forest  Drive 
Columbia,  S.  C. 

AIR-CONDITIONED,  FIRE  SPRINKLER,  AND  FIRE-PROOF  THROUGHOUT 


For  Information  Call 
SUPERINTENDENT  253-2243 
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brings 
peace  to  the 
hyperactive 
colon 


CANTIL 

(mepenzolate  bromide) 


helps  restore  normal  motility  and  tone 


“In  40  of  44  cases  of  irritable  or  spastic 
colon,  Cantil  [mepenzolate  bromide]  or 
Cantil  with  Phenobarbital  reduced  or 
abolished  abdominal  pain,  diarrhea  and 
distention  and  promoted  restoration 
of  normal  bowel  function  ...  Cantil 
[mepenzolate  bromide]  proved  to  be 
singularly  free  of  anticholinergic  side- 
effects  . . . Urinary  retention,  noted  in 
two  cases  was  eliminated  in  one  by  re- 
ducing dosage.”' 


IN  BRIEF:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phe- 
nobarbital may  be  prescribed  if  sedation  is  required. 

Dryness  of  the  mouth  or  blurring  of  vision  may  occur  but  it  is 
usually  mild  and  transitory.  Urinary  retention  is  rare.  Caution 
should  be  observed  in  prostatic  hypertrophy— withhold  in  glau- 
coma. Cantil  with  Phenobarbital  is  contraindicated  in  patients 
sensitive  to  phenobarbital. 

Supplied:  CANTIL  (mepenzolate  bromide)— 25  mg.  per  scored 
tablet.  Bottles  of  100  and  250.  CANTIL  with  PHENOBARBITAL 
—containing  in  each  scored  tablet  16  mg.  phenobarbital  (warn- 
ing: may  be  habit  forming)  and  25  mg.  mepenzolate  bromide. 
Bottles  of  100  and  250. 

1.  Riese,  J.  A.:  Amer.  J.  Gastrocnt.  28  541  (Nov.)  1957 
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DACTILASE® 

Each  tablet  contains: 

Dactil®  (piperidolate  hydrochloride),  50  mg.; 
Standardized  cellulolytic*  enzyme,  2 mg.; 
Standardized  amylolytic  enzyme,  15  mg.; 
Standardized  proteolytic  enzyme,  10  mg.; 
Pancreatin  3X**  (source  of  lipolytic  activity), 

100  mg.;  Taurocholic  acid,  15  mg. 

•Need  in  human  nutrition  not  established. 

••As  acid  resistant  granules  equivalent  in  activity  to  300  mg.  Pancreatin  N.F. 


In  chronic  or  acute  indigestion,  fluttery, 
gassy  stomachs  obtain  prompt,  gratifying 
relief  through  the  antispasmodic,  surface 
anesthetic  and  enzymatic  activity  of 
Dactilase.  Dactilase  decreases  hypermotility 
and  pain  and  reduces  the  production  of 
gas.  Dactilase  does  not  induce  stasis,  but 
helps  restore  normal  tone.  It  has  little  or  no 
effect  on  enzyme  secretions,  but  adds 
enzymes,  thus  contributing  to  the  digestive 
efficiency  of  the  patient. 

Side  Effects  and  Contraindications: 

Dactilase  is  almost  entirely  free  of  side 
effects.  However,  it  should  be  withheld 
in  glaucoma  and  in  jaundice  due  to 
complete  biliary  obstruction. 

Administration  and  Dosage:  One  tablet 
with,  or  immediately  following,  each  meal. 
Tablets  should  be  swallowed  whole. 

Supplied:  Bottles  of  60  and  250. 

LAKESIDE  LABORATORIES,  INC,  Milwaukee,  Wisconsin  53201 
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For  cold  hands  and  feet,  nothing 
beats  hot  stoves— but  they  are 
awkward  to  carry  around.  Now 
Gerilid,  in  good-tasting  take-along 
chewable  tablets  can  provide 
rapid  vasodilation  of  peripheral 
circulation,  bringing  real  warmth 
to  the  extremities  and  decreasing 
sensitivity  to  sudden  temperature 
change.  Patients  like  Gerilid  and 
know  they  are  getting  relief. 


GERILID 


Each  chewable  tablet  contains: 
nicotinic  acid  (niacin)  75  mg.  and 
aminoacetic  acid  (glycine)  750  mg. 

Administration  and  Dosage:  One  or  two 

chewable  tablets  3 times  a day  before 
meals.  If  flushing  is  objectionable,  dosage 
may  be  lowered.  However,  tolerance  to 
flushing  usually  develops  without  loss  of 
efficacy  in  regard  to  vasodilation.  The 
recommended  dosage  should  not 
be  exceeded. 

Side  effects:  Occasional  lightheadedness 
or  transient  itching  which  may  disappear 
with  continued  use.  There  are  no  known 
contraindications:  however,  caution  is 
advised  when  there  is  a concomitant 
administration  of  a coronary  vasodilator. 

Supplied : Packages  of  50  chewable  tablets. 

Also  available  in  liquid  form  as 
Geriliquid®,  in  bottles  of  8 and  16  ounces. 

LAKESIDE  LABORATORIES,  INC.,  Milwaukee, Wisconsin  53201 
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In  fact,  there's  as  much  iron. ..250  mg. 

...in  a 5 cc.  ampul  of  Imferon  (iron  dextran 
injection)  as  in  a pint  of  whole  blood. 

When  iron  deficient  patients  are  intolerant 
of  oral  iron. ..or  orally  administered  iron 
proves  ineffective  or  impractical. ..or  if 
the  patient  cannot  be  relied  upon  to  take  oral 
iron  as  prescribed,  Imferon  (iron  dextran 
injection)  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves. 


WHAT’S  THE 

COMMON 

DENOMINATOR? 


. . . IRON 


IMFERON® 

(iron  dextran  injection) 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon 
(iron  dextran  injection)  will  measurably  begin  to  raise  hemo- 
globin and  a complete  course  of  therapy  will  effectively  rebuild 
iron  reserves.  The  drug  is  indicated  only  for  specifically- 
diagnosed  cases  of  iron  deficiency  anemia  and  then  only  when 
oral  administration  of  iron  is  ineffective  or  impractical.  Such 
iron  deficiency  may  include:  patients  in  the  last  trimester  of 
pregnancy;  patients  with  gastrointestinal  disease  or  those  re- 
covering from  gastrointestinal  surgery;  patients  with  chronic 
bleeding  with  continual  and  extensive  iron  losses  not  rapidly 
replenishable  with  oral  iron;  patients  intolerant  of  blood  trans- 
fusion as  a source  of  iron;  infants  with  hypochromic  anemia; 
patients  who  cannot  be  relied  upon  to  take  oral  iron. 
COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well- 
tolerated  solution  of  iron  dextran  complex  providing  an  equiva- 
lent of  50  mg.  in  each  cc.  The  solution  contains  0.9%  sodium 
chloride  and  has  a pH  of  5. 2-6.0.  The  10  cc.  vial  contains  0.5% 
phenol  as  a preservative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon 
body  weight  and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc. 
in  infants  to  5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly. 
Initial  test  doses  are  advisable.  The  total  iron  requirement  for 
the  individual  patient  is  readily  obtainable  from  the  dosage 
chart  in  the  package  insert.  Deep  intramuscular  injection  in 
the  upper  outer  quadrant  of  the  buttock,  using  a Z-track 
technique,  (with  displacement  of  the  skin  laterally  prior  to 
injection),  insures  absorption  and  will  help  avoid  staining  of 
the  skin.  A 2-inch  needle  is  recommended  for  the  adult  of 
average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few. 
Staining  of  the  skin  may  occur.  Excessive  dosage,  beyond  the 
calculated  need,  may  cause  hemosiderosis.  Although  allergic 
or  anaphylatoid  reactions  are  not  common,  occasional  severe 
reactions  have  been  observed,  including  three  fatal  reactions 
which  may  have  been  due  to  Imferon  (iron  dextran  injection). 
Urticaria,  arthralgia,  lymphadenopathy,  nausea,  headache  and 
fever  have  occasionally  been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject 
only  in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm 
or  other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is 
contraindicated  in  patients  sensitive  to  iron  dextran  complex. 
Since  its  use  is  intended  for  the  treatment  of  iron  deficiency 
anemia  only  it  is  contraindicated  in  other  anemias. 
CARCINOGENICITY  POTENTIAL:  Using  relatively  massive 
doses.  Imferon  (iron  dextran  injection)  has  been  shown  to 
produce  sarcoma  in  rats,  mice  and  rabbits  and  possibly  in 
hamsters,  but  not  in  guinea  pigs.  The  risk  of  carcinogenesis, 
if  any  in  man,  following  recommended  therapy  with  Imferon 
(iron  dextran  injection)  appears  to  be  extremely  small. 
SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes 
of  4;  10  cc.  multiple  dose  vials. 
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METAHYDRIN  (trichlormethiazide) 
is  prescribed  by  physicians  because  it 
not  only  approximates  the  diuretic 
efficacy  of  parenteral  meralluride 
injection  . . . but,  it  is  the  least  expensive 
of  all  "brand-name"  thiazides.  Therefore, 
when  you  prescribe  METAHYDRIN 
(trichlormethiazide)  your  patients  receive 
the  thiazide  diuretic  that  removes  a little 
more  salt  and  water  than  earlier 
thiazides,  with  relatively  less  loss  of 
potassium  . . . and,  it's  therapy  they  can 
more  easily  afford  . . . only  pennies  a day. 


SAVES 

LIVES 

SAVES 

MONEY 

WASTES 

WATER 


A 

... 


METAHYDRIN9 

(trichlormethiazide) 

oral  diuretic 

Dosage:  One  2 or  4 mg.  tablet 
once  or  twice  daily. 

Precautions:  As  with  all  effective 
diuretics,  vigorous  therapy  may  produce 
electrolyte  depletion.  Patients  with 
severely  reduced  renal  function  should 
be  observed  carefully  since  thiazides 
may  be  contraindicated.  Care  should 
be  taken  with  patients  predisposed  to 
diabetes  or  gout.  Patients  with  a 
tendency  to  potassium  deficiency,  as  in 
hepatic  cirrhosis  or  diarrheal  syndromes, 
or  those  under  therapy  with  digitalis, 
ACTH,  or  certain  adrenal  steroids,  also 
should  be  watched  carefully. 

Side  Effects:  Nausea,  flushing, 
constipation,  skin  rash,  muscle  cramps 
and  gastric  discomfort  have  occasionally 
been  noted;  rarely  thrombocytopenia 
and  bone  marrow  depression, 
photosensitivity,  cholestatic  jaundice, 
pancreatitis,  perimacular  edema,  gout 
and  diabetes  have  been  caused  by 
the  administration  of  thiazides. 
Contraindications:  Complete  renal 
shutdown;  rising  azotemia  or 
development  of  hyperkalemia  or 
acidosis  in  severe  renal  disease; 
demonstrated  hypersensitivity. 

How  Supplied:  Bottles  of  100  and 
1000  tablets. 
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BRING  IT  DOWN 
AND 

KEEP  IT  DOWN 


Metatensin  lowers  blood  pressure  and 
keeps  it  low— effectively  and 
economically.  It  combines  reserpine 
with  trichlormethiazide  which  affords 
more  potent  saluresis  with  less  loss  of 
potassium  than  from  earlier  thiazides. 
Reserpine  contributes  antihypertensive 
effect  by  relieving  anxiety  and  tension. 
Metatensin  is  well-tolerated  over  long 
periods;  with  its  effectiveness  and 
economy  it  assures  antihypertensive 
therapy  you  and  your  patients 
can  stay  with. 

METATENSIN9 

Each  scored  tablet  contains: 
METAHYDRIN®  (trichlormethiazide) 

2 mg.  or  4 mg.  and 
Reserpine  0.1  mg. 

Usual  adult  dose:  One  tablet  twice 
daily.  Precautions  and  side  effects: 

Patients  with  hepatic  cirrhosis  or 
diarrheal  syndromes,  or  under  therapy 
with  digitalis,  ACTH,  or  potassium-losing 
steroids,  should  be  observed  for  signs 
of  hypokalemia.  With  thiazides, 
electrolyte  depletion,  diabetes,  gout, 
granulopenia,  nausea,  pancreatitis, 
cholestatic  jaundice,  flushing,  mild 
muscle  cramps,  constipation, 
photosensitivity,  acute  myopia, 
perimacular  edema,  paresthesias, 
neonatal  bone  marrow  depression  in 
infants  of  mothers  who  received 
thiazides  during  pregnancy,  skin  rash 
or  purpura  with  or  without 
thrombocytopenia,  may  occur.  With 
reserpine,  untoward  effects  may  include 
depression,  peptic  ulcer  and  bronchial 
asthma.  Withdraw  medication  at  least 
7 days  prior  to  electroshock  therapy, 

2 weeks  prior  to  elective  surgery. 

Contraindications:  Complete  renal 
shutdown,  rising  azotemia  or  development 
of  hyperkalemia  or  acidosis  in  severe 
renal  disease. 

Supplied:  Metatensin  tablets,  2 mg., 

4 mg.— bottles  of  100  and  1000. 
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The  Journal  of  the  South  Carolina  Medical  Association 


When  depressed  patients  say: 

<5^ 

“1  can’t  sleep  at  night” 

“I’m  tired  all  day  long” 

NORPRAMIN' 

(desipramine  hydrochloride) 


non-sedating*  rapid-acting 
ANTIDEPRESSANT 


helps  restore  normal  patterns  of  sleep  and  activity 


Norpramin  (desipramine  hydrochloride) 
often  reverses  the  signs  and  symptoms 
of  depression  including  sleep  disturb- 
ances feeling  of  sadness,  guilt,  anxiety, 
worthlessness  and  bodily  complaints 
without  physical  basis.  In  2-5  days  most 
patients  become  more  hopeful,  active  and 
less  weighed  down  by  their  problems. 


Norpramin  (desipramine  hydrochloride) 
has  only  slight  sedative  qualities,  never- 
theless sleep  disturbances  and  restless- 
ness are  relieved  as  depression  is  lifted. 
If  anxiety  or  tension  develop  or  persist  a 
tranquilizer  may  be  added  or  dosage 
reduced.  Side  effects  are  usually  mild, 
occurring  in  about  1 of  4 patients. 


Indications:  In  moderate  to  severe  depression— neurotic  or  psychotic.  Dosage:  Optimal  results  are 
obtained  at  a dosage  of  two  25  mg.  tablets  t.i.d.  (150  mg. /day).  Contraindications  and  Precautions:  Glau- 
coma, urethral  or  ureteral  spasm,  recent  myocardial  infarction,  severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  an  MAO  inhibitor.  Safety  in  human  pregnancy  has  not  been 
established.  Adverse  Effects:  Usually  mild,  may  include:  dry  mouth,  constipation,  dizziness,  palpitation, 
delayed  urination,  "bad  taste”,  sensory  illusion,  tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea,  cramps,  weakness,  blurred  vision  and  mydriasis, 
rash,  allergy,  transient  eosinophilia,  granulopenia,  altered  liver  function,  ataxia  and  extrapyramidal  signs. 
Supplied:  Norpramin  (desipramine  hydrochloride)  tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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In  colicky  infants  Pediatric  Piptal  with 
Phenobarbital  slows  down  spasm,  diminishes 
pain  and  crying  and  improves  feeding  pat- 
terns. It  permits  sleep  and  rest  for  patient  and 
family.  The  less  than  hypnotic  amount  of 
phenobarbital  in  the  recommended  dose 
affords  a mild,  calming  action  and  enhances 
the  antispasmodic  action  of  Piptal  (pipenzo- 
late  bromide).  The  latter  drug,  as  reported  in 
the  medical  literature,  has  a favorable  ratio  of 
effectiveness  to  side-effects  which  is  unusual 
in  anticholinergics  and  thus  is  particularly 
appropriate  to  pediatric  use. 


PEDIATRIC  PIPTAL® 

WITH 

PHENOBARBITAL 

each  cc.  contains  6 mg.  phenobarbital  (warning:  may 
be  habit  forming);  4 mg.  Piptal®  (pipenzolate  bromide), 
and  20%  alcohol. 


Pleasant-tasting  Pediatric  Piptal  with 
Phenobarbital  is  miscible  in  milk,  formulas 
and  fruit  juices,  and  may  also  be  given  by 
dropper  directly  on  the  infant's  tongue.  Dos- 
age is  0.5  cc.  15  minutes  before  feeding;  in 
severe  cases,  1.0  cc.  four  times  daily.  High 
doses  may  occasionally  cause  constipation 
with  tenesmus  and,  rarely,  flushing  without 
fever.  It  is  contraindicated  in  bowel  obstruc- 
tion or  sensitivity  to  phenobarbital  or  anti- 
cholinergics. Available  in  30  cc.  dropper 
bottles,  droppers  calibrated  to  deliver  0.5  cc. 
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The  Journal  of  the  South  Carolina  Medical  Association 


Now,  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


■VI  h she's  experiencing  acute  discomfort  from  cold 
■/•toms,  it's  small  wonder  the  patient  becomes  dis- 
rfilid  about  her  condition. 

5lii/ill  breathe  easier  when  you  prescribe  Novahistine  LP. 
onistine  LP  is  a long-acting  decongestant  that  helps 
29  e normal  mucus  secretion  and  ciliary  activity — 
biologic  mechanisms  which  prevent  infection  of  the 
es  atory  tract.  A dose  of  two  tablets  taken  in  the  morn- 
g nd  repeated  in  the  evening  will  usually  keep  air 
al  ges  clear  for  24  hours. 

J*:autiously  in  individuals  with  severe  hypertension, 
'i«tes  mellitus,  hyperthyroidism  or  urinary  retention. 


Caution  patients  who  operate  machinery  or  motor  vehicles 
that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
chloride, 25  mg.,  and  chlorpheniramine  maleate,  4 mg. 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


For  relief  of  nasal  congestion. 


Wide-range  bactericidal  action 
for  genitourinary  infections 

— OMNIPEN' 

(AMPIGILLIN)  WYETH 


A penicillin  that  exhibits  effectiveness  within  the  gram- 
positive spectrum  of  penicillin  G*  and  the  gram-negative 
spectrum  of  chloramphenicol  and  the  tetracyclines.* 

Active  at  foci  of  infections — kidney,  ureter,  bladder  or 
urethra. 


Effective  against  many  gram-negative  and  gram-positive  path- 
ogens— thus  may  be  valuable  not  only  in  genitourinary  but 
also  in  common  respiratory  and  gastrointestinal  infections. 

Normally  produces  high  and  persistent  levels  in  blood  and 
high  concentrations  in  bile  and  urine. 

Significant  inherent  stability. 

* Exclusive  of  penicillinase-producing  bacteria. 


Indications:  Urinary  tract  infections,  especially  those  caused 
by  E.  coli,  Proteus  mirabilis,  and  Streptococcus  faecalis  and 
viridans;  respiratory  infections  caused  by  H.  influenzae, 
pneumococci,  streptococci,  and  nonpenicillinase-producing 
staphylococci;  and  gastrointestinal  infections  caused  by 
Shigella  and  Salmonella,  including  Sal.  typhosa. 


Contraindications:  Hypersensitivity  to  penicillin;  infec- 
tions due  to  penicillinase-producing  staphylococci  and  other 
penicillinase-producing  bacteria. 

Precautions:  If  allergic  reaction  occurs,  discontinue  ampi- 
cillin  and  administer  epinephrine,  corticosteroids,  antihis- 
tamines and/or  pressoramines  as  indicated.  Transient  moderate 


elevation  of  SGOT  values  of  undetermined  significance  was 
noted  in  a few  infants.  Liver  and  kidney  function  as  well  as 
hematopoietic  tests  are  advisable  during  therapy,  particularly 
in  infants.  As  with  other  antibiotics,  precautions  should  be 
taken  against  gastrointestinal  superinfection.  Safety  for  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Occasional  mild  side 
effects  as  urticaria,  skin  rash,  pruritus, 
diarrhea,  nausea  and  vomiting.  There  have 
been  no  reports  of  blood  dyscrasias,  liver 
or  kidney  damage.  Anaphylaxis  has  been 
reported. 

Composition:  Capsules,  250  mg. 

American  Hospital  Formulary 
Service  Category  No.  8:12.16. 

Wyeth  Laboratories  Philadelphia,  Pa. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vz  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2Vz , Aspirin  gr.  3Vz,  Caffeine  gr.  Vz. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


This  tiny  amount 
of  active  ingredient 
provides 
HBr  secure 
| protection 
I against 
I.  pregnancy 


Massive  .worldwide 
clinical  experience 

Weight  gain  as  infrequent 
as  weight  loss 

New  freedom  from 
undesirable  effects 


New  low  cost 


Contraindications-Mammary  or  genital  carcinoma  should  be 
ruled  out  prior  to  administering  Ovulen.  Undiagnosed  vaginal 
bleeding  is  also  a contraindication  to  Ovulen  use.  A history  of 
thrombophlebitis  or  pulmonary  embolism,  or  both,  is  a contra- 
indication to  the  use  of  Ovulen,  unless  its  use  is  judged  by  the 
physician  to  be  necessary  despite  the  possible  risk.  Ovulen  should 
not  be  used  in  women  with  suspected  or  overt  liver  dysfunction 
or  disease.  Ovulen  is  contraindicated  in  pregnant  and  nursing 
women  and  in  patients  with  a history  of  cerebrovascular  accident. 

Warnings-Medication  should  be  discontinued  pending  exam- 
ination if  there  is  sudden  partial  or  complete  loss  of  vision,  or  if 
there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine. 
Medication  should  be  withdrawn  if  examination  reveals  papille- 
dema or  retinovascular  lesions.  Since  the  safety  of  Ovulen 
therapy  in  pregnancy  has  not  yet  been  established,  it  is  recom- 
mended that,  in  a patient  who  has  missed  two  consecutive 
menstrual  periods,  pregnancy  be  ruled  out  before  oral  contra- 
ceptive therapy  is  continued. 

Precautions— Because  Ovulen  may  aggravate  a tendency 
toward  fluid  retention  in  some  patients,  it  should  be  administered 
cautiously  to  patients  with  a history  of  renal  or  cardiovascular 
disease  (including  hypertension),  asthma,  epilepsy  or  migraine. 
Any  possible  influence  of  long-term  Ovulen  therapy  on  pituitary, 
adrenal  cortical,  ovarian,  hepatic  or  uterine  functions  requires 
further  study.  Oral  contraceptives  also  should  be  administered 
cautiously  to  diabetic  patients  since  a decrease  in  glucose  toler- 
ance has  been  observed  in  some  patients  taking  these  drugs. 
Patients  on  Ovulen  may  occasionally  show  abnormal  glucose 
tolerance  tests,  but  this  does  not  necessarily  indicate  the  presence 
of  diabetes.  Significant  increases  in  platelet  count,  prothrombin 
and  proconvertin  tests,  plasma  thrombotic  activity  and  plasma 
proteolytic  activity  have  been  reported. 

Since  estrogens  may  affect  results  of  serum  protein  bound 
iodine  and  other  thyroid  function  tests,  these  tests  should  not  be 
considered  definitive  until  Ovulen  therapy  has  been  discontinued 
for  at  least  sixty  days.  Adrenal  steroid  serum  levels  and  excretion 
may  be  affected  by  estrogens;  the  Metopirone®  (SU-4885)  test  of 
pituitary-adrenal  function  may  also  be  depressed.  Abnormalities 
in  hepatic  function  tests  have  also  been  reported,  including  some 
interference  with  dye  excretion  by  the  liver.  This  interference 
may  give  rise  to  Bromsulphalein®  retention  and  jaundice  in  sus- 
ceptible individuals.  Serious  liver  dysfunction  should  be  ruled 
out  before  continuing  Ovulen  administration  when  abnormalities 
in  liver  function  tests  occur. 

Patients  with  a history  of  psychic  depression  should  be 
observed  carefully  during  treatment  with  oral  contraceptives, 
and  such  treatment  should  be  discontinued  if  depression  recurs  to 
a serious  degree.  Pre-existing  fibroids  may  increase  in  size  during 
Ovulen  therapy.  Such  fibroids  may  regress  to  pretreatment  size 
after  Ovulen  is  stopped.  In  the  event  of  breakthrough  bleeding 
the  possibility  of  nonfunctional  causes  should  be  borne  in  mind. 
Additional  means  of  contraception  should  be  used  during  the 
first  seven  days  of  Ovulen  administration  in  the  first  treated  cycle, 
because  early  ovulation  may  possibly  occur. 

Side  Actions— The  following  adverse  reactions  have  been 
reported  with  Ovulen;  however,  a causal  relationship  to  Ovulen 
administration  has  not  been  established  in  all  of  the  listed 
complaints:  headache,  dizziness,  depression,  breast  complaints, 
amenorrhea,  chloasma,  vomiting,  allergy,  edema,  migraine, 
pulmonary  embolism,  thrombophlebitis,  visual  difficulties, 
nervousness,  rash,  itching,  decrease  in  libido,  tiredness,  malaise, 
hair  loss  and  hair  growth.  A small  incidence  of  nausea,  spotting 
and  breakthrough  bleeding  has  been  reported;  these  complaints 
tend  to  diminish  markedly  or  disappear  after  the  first  cycle  of 
treatment.  Some  of  these  side  actions  have  required  discontinu- 
ance of  the  drug. 

Dosage-One  tablet  daily  for  20  consecutive  days  beginning 
5 days  after  the  onset  of  menstruation. 

Before  prescribing  see  Detailed  Product  information . Ovulen. 

An  extensive  list  of  references  on  Ovulen  is  included  in  the 
literature  mailed  to  physicians. 

Kesearch  in  the  Service  of  Medicine 
G.  D.  SEA  RLE  & CO. 

P.  O.  Box  5110,  Chicago,  Illinois  60680 
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Each  tablet  contains: 

ethynodiol  diacctatc  1 mg. 
* mestranol  0.1  mg. 


dry  wonder  about  a drug 


^ hen  you  know 

IECLOMYCIN 

BMETHYLCHLORTETRACYCLINE 

s effective  b.Ld. 


ed  e in  a wide  range  of  everyday  infections  — respira- 
yjinary  tract  and  others  — in  the  young  and  aged  — 
ijitely  or  chronically  ill  — when  the  offending  organ- 
ise tetracycline-sensitive. 
ndication  — History  of  hypersensitivity  to  demethyl- 
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ve  systemic  accumulation  and  liver  toxicity.  Under 
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therapy  is  prolonged,  serum  level  determinations 
advisable.  A photodynamic  reaction  to  natural  or 
il  sunlight  has  been  observed.  Small  amounts  of 
id  short  exposure  may  produce  an  exaggerated 
n reaction  which  may  range  from  erythema  to 
skin  manifestations.  In  a smaller  proportion,  pho- 
ic  reactions  have  been  reported.  Patients  should 
irect  exposure  to  sunlight  and  discontinue  drug  at 
: evidence  of  skin  discomfort. 

ions  and  Side  Effects  — Overgrowth  of  nonsuscep- 
ganisms  may  occur.  Constant  observation  is  essen- 


tial. If  new  infections  appear,  appropriate  measures 
should  be  taken.  Use  of  demethylchlortetracycline  during 
tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood)  may  cause  discoloration  of 
the  teeth  (yellow-grey-brownish).  This  effect  occurs  mostly 
during  long-term  use  but  has  also  been  observed  in  short 
treatment  courses.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs 
and  symptoms  have  disappeared  rapidly  upon  cessation 
of  treatment.  Side  reactions  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  dermatitis.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  med- 
ication and  institute  appropriate  therapy.  Anaphylactoid 
reactions  have  been  reported. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 
Should  be  given  1 hour  before  or  2 hours  after  meals, 
since  absorption  is  impaired  by  the  concomitant  admin- 
istration of  high  calcium  content  drugs,  foods  and  some 
dairy  products. 

Capsules:  150  mg;  Tablets:  film  coated,  300  mg,  150  mg, 
and  75  mg  of  demethylchlortetracycline  HCI. 
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Everyone  says  she’s  a barrel  of  fun 
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Many  overweight  patients 
can  benefit  from  the  appetite 
control  provided  by  the  sustained 
anorexigenic-tranquilizing 
action  of  BAMADEX  SEQUELS: 
anorexigenic  action  of 
amphetamine;  tranquilizing 
action  of  meprobamate; 
prolonged  action  through 
sustained  release  of 
active  ingredients. 

Bamadex  Sequels® 

DE XT RO- AMPHETAMINE  SULFATE  (15  mg.)  SUSTAINED  RELEASE  CAPSULES 
WITH  MEPROBAMATE  (300  mg.) 

to  help  establish 
a new  dietary  pattern 


Contraindications:  Dextro-amphetomine  sulfate:  in 
hyperexcitability  and  in  agitated  prepsychotic 
states.  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate. 

Precautions:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds,  who  have 
coronary  or  cardiovascular  disease,  or  are  severely 
hypertensive. 

Dextro-amphetomine  sulfate:  Excessive  use  by  un- 
stable individuals  may  result  in  psychological 
dependence. 

Meprobamate:  Careful  supervision  of  dose  and 
amounts  prescribed  is  advised,  especially  for  pa- 
tients with  known  propensity  for  taking  excessive 
quantities  of  drugs.  Excessive  and  prolonged  use  in 
susceptible  persons,  e.g.  alcoholics,  former  addicts, 
and  other  severe  psychoneurotics,  has  been  re- 
ported to  result  in  dependence  on  the  drug.  Where 
excessive  dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually.  Sudden  withdrawal  may 
precipitate  recurrence  of  preexisting  symptoms  such 
as  anxiety,  anorexio,  or  insomnia;  or  withdrawal  re- 
actions such  as  vomiting,  ataxia,  tremors,  muscle 
twitching  and,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  distur- 
bances, reduce  dosage  and  avoid  operation  of 
motor  vehicles,  machinery  or  other  activity  requir- 
ing alertness.  Effects  of  excessive  alcohol  consump- 
tion may  be  increased  by  meprobamate.  Appropri- 
ate caution  is  recommended  with  patients  prone  to 
excessive  drinking.  In  patients  prone  to  both  petit 
and  grand  mal  epilepsy  meprobamate  may  precipi- 
tate grand  mal  attacks.  Prescribe  cautiously  and  in 
small  quantities  to  patients  with  suicidal  tendencies. 
Side  Effects.-  Overstimulation  of  the  central  nervous 
system,  jitteriness  and  insomnia  or  drowsiness. 
Dextro-amphetamine  sulfate:  Insomnia,  excitability, 
and  increased  motor  activity  are  common  and  ordi- 
narily mild  side  effects.  Confusion,  anxiety,  aggres- 
siveness, increased  libido,  and  hallucinations  have 
also  been  observed,  especially  in  mentally  ill  pa- 
tients. Rebound  fatigue  and  depression  may  follow 
central  stimulation.  Other  effects  may  include  dry 
mouth,  anorexia,  nausea,  vomiting,  diarrhea,  and 
increased  cardiovascular  reactivity. 

Meprobamate:  Drowsiness  may  occur  and  can  be 
associated  with  ataxia;  the  symptom  can  usually  be 
controlled  by  decreasing  the  dose,  or  by  concomi- 
tant administration  of  central  stimulants.  Allergic  or 
idiosyncratic  reactions:  maculopapular  rash,  acute 
nonthrombocytopenic  purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever,  transient  leu- 
kopenia. A case  of  fatal  bullous  dermatitis,  following 
administration  of  meprobamate  and  prednisolone, 
has  been  reported.  Hypersensitivity  has  produced 
fever,  fainting  spells,  angioneurotic  edema,  bron- 
chial spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  stomatitis,  proctitis  (I  case),  anaphylaxis, 
agranulocytosis  and  thrombocytopenic  purpura,  and 
a fatal  instance  of  aplastic  anemia,  but  only  when 
other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity,  usually  after 
excessive  dosage.  Impairment  of  visual  accommo- 
dation. Massive  overdosage  may  produce  drowsi- 
ness lethargy,  stupor,  ataxia,  coma,  shock,  vaso- 
motor and  respiratory  collopse. 
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To  help  dispel  the  symptoms 
of  mild  depressive  states 


CONSIDER 


DEXAMYL® 


FIRST 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


Often  within  the  hour,  ‘Dexamyl’  works 
to  help  dispel  such  symptomsas  apathy, 
pessimism,  loss  of  interest  and  initia- 
tive, and  lack  of  ability  to  concentrate. 


Formulas:  Each  ‘Dexamyl’  Spansule®  capsule  (brand  of  sustained  release  capsule)  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextroamphetamine  sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  [Warning,  may  be  habit  forming].  Each  ‘Dexamyl’  Spansule  capsule 
No.  2 contains  15  mg.  of  Dexedrine  (brand  of  dextroamphetamine  sulfate)  and  V/2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming]. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the  physician  should  be 
familiar  with  the  complete  prescribing  information  in  SK&F  literature  or  PDR. 

Precautions:  Use  with  caution  in  patients  hypersensitive  to  sympathomimetics  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe  hypertension.  Do  not  use  in  patients 
taking  MAO  inhibitors.  Excessive  use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  instances,  withdraw  the  medication.  Use 
cautiously  in  pregnant  patients,  especially  in  the  first  trimester.  Side  effects:  Insomnia,  excita- 
bility and  increased  motor  activity  are  infrequent  and  ordinarily  mild. 
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721-0905 
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525-3217 
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15  Gm. 

FOR  TOPICAL  USE  ONU 

SYNALAR* 

[FLUOCINOLONE 

ACETONIDE] 

,,  . CREAM 

new  small  size 

E3 

SYNTEX 

LABORATORIES.  INC 
Palo  Alto,  Calif 


CAUTION 
Federal  law 
prohibits  dispensing 
without  prescription 

MADE  IN  U.S.A. 


Mu  a lit  i'o.o 

(fluocinolone  acetomde)  creai 

15  (will. 

for  even  greater 
economy  in 
office  or  hospital 
practice 


the  superiority 

topics 

with  the 


Now  you  can  prescribe  as  little  or  as  much  Synalar  Cream 
0.01%  as  is  needed  for  a particular  therapeutic  problem  in  a size 
that  permits  the  greatest  economy  for  your  patient.  The  new 
15  Gm.  tube,  for  example,  is  best  suited  for  short-term  therapy 
and  for  small  sites.  For  more  extensive  body  areas  prescribe  the 
45  Gm.  tube— a size  that's  also  ideal  for  your  treatment  table.  And 
the  120  Gm.  jar  is  most  economical  for  hospital  use.  Thus,  with 
Synalar  Cream  0.01%,  you  have  the  superiority  of  a modern  topi- 
cal corticosteroid  shown  to  be  more  effective  than  1%  hydrocor- 
tisone’ ' plus  the  economy  that  makes  therapy  practical  for  use 
in  more  dermatologic  conditions,  in  long-term  maintenance,  with 
occlusive  dressings  in  resistant  cases,  and  in  extensive  area 
involvement. 

Contraindications:  Tuberculous,  fungal,  and  mosl  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and  varicella).  Not  for  ophthalmic 
use  Contraindicated  in  individuals  wilh  a history  of  hypersensitivity  to  any 
ol  its  components  Precautions:  1.  Genera/-Synalar  Cream  0 01%  is  virtually 
nonsensitizing  and  nonirritating  Where  severe  local  infection  or  systemic 
infection  exists,  the  use  of  systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids  have  not  been  reported  to 


have  an  adverse  effect  on  pregnancy,  the  safety  of  their  use  on  prl 
females  has  not  absolutely  been  established  Therefore,  they  should! 
used  extensively  on  pregnant  patients,  in  large  amounts,  or  for  pro 
periods  of  time.  2.  Occlusive  dressing  mefhoct-With  occlusion  of  ext 
areas,  systemic  absorption  of  the  corticosteroid  may  occur,  and  s 
precautions  should  be  taken  Occasional  patients  may  show  contac 
tivity  to  a particular  dressing  material  or  adhesive.  Miliaria,  follicul 
pyodermas  have  been  seen  infrequently  with  the  use  of  this  techniqu 
development  of  infection  requires  appropriate  antibacterial  therapy 
continuation  of  the  occlusive  dressing  method  Local  atrophy  and 
have  been  reported  with  protracted  occlusive  dressing  therapy  While 
relapses  can  be  expected  to  occur  in  many  psoriatic  patients,  remi 
may  persist  for  several  weeks  to  several  months  in  favorable  case 
patient  whose  psoriasis  is  in  an  active  stage,  with  recent  appearance 
lesions,  may  not  be  a good  candidate  and  may  show  early  relapse, 
plastic  films  may  be  flammable,  and  due  care  should  be  exercised  i 
use  Similarly,  caution  should  be  employed  when  such  (ilms  are  usee 
left  near  children  to  avoid  the  possibility  of  accidental  sulfocatiorj 
Effects:  Side  effects  are  not  ordinarily  encountered  with  topically 
corticosteroids.  As  with  all  drugs,  however,  a tew  patients  may  rear 
vorably  to  Synalar  under  certain  conditions  References:  1 Cahn,  M N 
Levy,  E J J New  Drugs  1:262  (Nov  -Dec  ) 1961  2.  Meenan,  F.  O 
Med  Ass  52  75  (Mar.)  1963.  3 Robinson,  H.  M..  Jr.,  Raskin,  J , and  Du 
W.  J.  R.:  Southern  Med  J 56  797  (Jut  ) 1963. 
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120  Gm.  jar  15  Gm.  tube  45  Gm.  tube 
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(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus1'13  and  an  acceleration 
of  endometrial  changes.1'3’7'16  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


42-A 


The  Journal  of  the  South  Carolina  Medical  Association 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Contraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal- or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goldzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15.  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond.  D.  0.  Ibid.  6.  Rice-Wray,  E., 
Goldzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Stenl 
14:402  (Jul.-Aug.)  1963.  7.  Goldzieher,  J.  w.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers.  R.  D : GP  29:88  (Jan.)  1964.  9.  Tyler,  E T : 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel.  H.  W..  Mar- 
ti nez-M  ana  utou,  J..  and  Maqueo-Topete,  M . : Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  11.  Flowers,  C.  E.,  Jr  : N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goldzieher,  J. 
W Appl  Ther  6:503  (June)  1964.  13-  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188: 1 115  (June  29)  1964.  15.  Merritt,  R.  I : Appl  Ther 
6:427  (May)  1964.  16-  Newland,  D.  O : Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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WHEN 

THE  BACTERIAL  U.R.I. 


ACHROCIDIN 

Tetracycline  HCI-Antihistamine-Analgesic  Compound 


Each  tablet  contains:  Caffeine  30  mg 

ACHROMYCIN®  Tetracycline  HCI  125  mg  Salicylamide  150  mg 

Phenacetin  120  mg  Chlorothen  Citrate 25  mg 

The  patient  can  feel  better  while  getting  better.  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription- 
prompt  symptomatic  relief  together  with  early,  potent  control  of  the  tetracycline-sensitive  organisms  frequently  respon- 
sible for  complications  leading  to  prolonged  disability  in  the  susceptible  patient. 


Effective  in  controlling  complicating  tetracycline-sensitive  bac- 
terial infection  and  providing  symptomatic  relief  in  allergic 
diseases  of  the  upper  respiratory  tract. 

Contraindication— History  of  hypersensitivity  to  tetracycline. 

Warning-lf  renal  impairment  exists,  even  usual  doses  may  lead 
to  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  tetracycline  serum 
level  determination  may  be  advisable.  Hypersensitive  individuals 
may  develop  a photodynamic  reaction  to  natural  or  artificial  sun- 
light during  use.  Individuals  with  a history  of  photosensitivity 
reactions  should  avoid  direct  exposure  while  under  treatment  and 
treatment  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions— Some  individuals  may  experience  drowsiness,  ano- 


rexia, and  slight  gastric  distress.  If  excessive  drowsiness  occurs, 
it  may  be  necessary  to  increase  the  interval  between  doses.  Per- 
sons on  full  dosage  should  not  operate  any  vehicle.  Use  may 
result  in  overgrowth  of  nonsusceptible  organisms.  If  infections 
appear  during  therapy,  appropriate  measures  should  be  taken.  If 
adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medication 
and  institute  appropriate  therapy.  Infections  caused  by  beta- 
hemolytic  streptococci  should  be  treated  for  at  least  10  full  days 
to  help  prevent  rheumatic  fever  or  acute  glomerulonephritis.  Use 
of  tetracycline  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  early  childhood)  may  cause  discolora- 
tion of  the  teeth  (yellow-grey-brownish).  This  effect  has  been 
observed  in  usual  short  treatment  courses. 

Average  adult  dosage:  2 tablets  four  times  daily,  given  at  least 
one  hour  before,  or  two  hours  after  meals. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Artist's  rendering  of  the  urinary  bladder  illustrating  the  trigone,  circular, 
and  longitudinal  layers  of  smooth  muscle.  Note  the  spray  of  fibers  which 
passes  from  the  trigone  to  the  wall  of  the  urethra. 


GENITOURINARY  TRACT  SPASM 


Spastic  conditions  of  the  genitourinary  tract  as  a 
result  of  inflammation  or  calculi  are  often  difficult 
to  treat  due  to  the  combination  of  voluntary  and 
involuntary  neural  control  of  the  system.  Urine  enters 
the  bladder  in  periodic  spurts  brought  about  by  suc- 
cessive peristaltic  waves  that  begin  in  the  smooth 
muscle  of  the  renal  pelvis  and  pass  downward.  The 
normal  anatomical  constrictions  of  the  ureters  are 
of  clinical  importance  because  they  frequently  inhibit 
the  passage  of  small  calculi. 

Abnormal  distention  of  the  bladder  as  a result  of  an 
obstructed  outlet  due  to  stricture  of  the  urethra  or 
an  adenomatous  prostate  often  requires  consideration 
of  the  smooth  muscle  involved.  Because  prostatic 
tubules  invade  the  internal  smooth  muscle  layer  of 
the  urethra,  unusual  enlargement  of  the  prostate 
impedes  the  sphincter-like  action  of  this  muscle. 
Micturition,  with  inflammation  of  the  bladder  and 
attending  atonicity,  is  more  frequent  and  in  cases 
of  long  duration  (e.g.  tuberculosis)  contracture  of 
the  bladder  approaches  a permanent  state.  The  clin- 
ical importance  of  the  smooth  musculature  in  the 
urinary  tract  cannot  be  overemphasized. 


Roxane,  Inc. 


Philips  Roxane  Laboratories 
Medical  Illustration  Series 

Number  Five  — SPACOLIN 

Additional  copies  available  on  request. 


SMOOTH  MUSCULATURE 
OF  THE  URINARY  TRACT 


The  ureters  are  composed  of  three  layers  of  smooth  muscle,  an 
inner  longitudinal  layer,  a middle  circular  layer,  and  an  outer 
longitudinal  layer  which  course  the  entire  length  from  the  renal 
pelvis  to  the  wall  of  the  bladder  where  the  ureters  open  as 
slit-like  apertures  for  the  most  part  retaining  their  own  mus- 
culature. They  are  fairly  uniform  in  size  except  for  three 
slightly  constricted  portions,  one  at  the  ureteropelvic  junction, 
the  second  at  the  pelvic  brim,  and  the  third  at  the  extreme 
lower  end  of  the  ureter  as  it  passes  through  the  bladder  wall. 

The  smooth  musculature  of  the  bladder  is  constituted  in  three 
general  layers  with  poorly  defined  boundaries.  The  outer  layer 
is  composed  mainly  of  longitudinal  fibers  which  extend  to  the 
neck  of  the  bladder  where  certain  bundles  unite  to  form  a 
loop  around  the  anterior  surface  of  the  vesical  orifice.  Within 
this  loop,  the  circular  layer  forms  a wedge  below  the  outlet 
and  flows  down  the  urethra  in  an  oblique  direction  surround- 
ing the  canal  as  a thin  layer  which,  when  stimulated,  provides 
an  upward  pull  on  the  urethral  canal.  The  upward  pull  of  this 
loop  combined  with  the  downward  pull  of  the  longitudinal 


layer  gives  a sphincter-like  action  to  the  musculature  at  the 
bladder  neck  although  no  true  sphincter  is  present.  The  mus- 
culature of  the  trigone  arises  from  the  longitudinal  muscle 
fibers  of  each  ureter  and  spreads  over  the  muscles  of  the 
bladder  wall. 

The  male  urethra  is  for  the  most  part  mucous  membrane  which 
contains  loosely  arranged  longitudinal  and  circular  smooth 
muscle  layers.  In  the  prostatic  part  at  the  neck  of  the  bladder, 
the  circular  layer  is  highly  developed  and  acts  in  harmony  with 
the  descending  array  of  circular  fibers  of  the  bladder  con- 
tributing to  the  sphincter-like  control  of  the  neck. 

Spacolin  (Alverine  citrate)  is  a musculotropic  antispasmodic 
which  acts  directly  on  the  smooth  muscle  of  the  genitourinary 
tract  with  rapid  onset  and  long  duration.  Because  the  para- 
sympathetic nervous  system  is  avoided,  anticholinergic  side 
effects  do  not  occur.  Moreover,  Spacolin,  (Alverine  citrate)  is 
ideally  suited  for  relief  of  smooth  muscle  spasm  in  the  presence 
of  prostatic  hypertrophy. 


PHARMACODYNAMICS  OF  SPA  COLIN 

(Alverine  citrate) 


O A potent  musculotropic  counter-spasmodic. 

Little  or  no  effect  on  normal  muscle  tonicity  and 
motility. 

Spasmolytic  effect  is  2V2  to  3 times  stronger  than 
papaverine. 

Unrelated  to  atropine  or  atropine-like  drugs. 

Therefore  no  atropine-like  side  effects  such  as  dry 
mouth,  blurred  vision,  constipation  and  urinary 
retention. 

Not  contraindicated  in  glaucoma  or  prostatic 
hypertrophy. 


PHILIPS  ROXANE  LABORATORIES 

Division  of  Philips  Roxane,  Inc.  Columbus,  Ohio 


FAST  RELIEF  OF  SMOOTH 
MUSCLE  SPASM 

aAKAA,:  • 

(Alverine  citrate) 

Each  tablet  contains:  Alverine  citrate 120  mg. 

INDICATIONS:  Smooth'  muscle  spasmolytic  for 
use  in  spastic  colon,  spastic  conditions  of  the  gas- 
trointestinal tract,  biliary  dyskinesia,  cholecystitis, 
spasm  associated  with  peptic  ulcer,*  achalasia, 
pylorospasm,  spasm  attendant  to  diarrhea,  spastic 
conditions  of  the  genitourinary  tract  attributable  to 
inflammation  and  calculi,  certain  primary  dys- 
menorrheas and  as  an  aid  in  cystoscopic,  esophag- 
oscopic  and  gastroscopic  examinations. 

PRECAUTION:  Caution  is  recommended  when 
using  in  hypotensive  patients. 

SIDE  EFFECTS:  In  common  with  other  smooth 
muscle  depressants,  Spacolin  temporarily  lowers 
blood  pressure. 

DOSAGE:  One  tablet  after  meals  1 to  3 times  daily 
at  discretion  of  physician.  When  treating  spasm 
associated  with  peptic  ulcer,  achalasia  or  pyloro- 
spasm, administer  tablets  V2  hour  before  meals.  In 
dysmenorrhea,  one  tablet  3 times  daily  starting  at 
onset  of  discomfort. 

SUPPLIED:  Bottles  of  100  and  500-120  mg.  tablets. 

'Antacid  and  dietary  measures  are  of  primary  importance  in  ulcer 
treatment  and  should  not  be  neglected. 

Syncumo,  Uuphaston,  Measfes  Vaccine,  Acusul  and 
Acutuss  arc  other  significant  products  for  your  consideration. 


new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology -long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein  — results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  —provides  a “Yes-or-No”  answer  for  urine  "sugar  spill.” 

Ketones-detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 

...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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ly  is  one  man’s  gastric  ulcer 
lother  man's  duodenal? 


Geographic  variation  in  the  incidence  of  peptic 
lllll  ulcer  is  a familiar  fact.  But  the  proclivity  of  certain 
kinds  of  ulcer  for  certain  geographic  areas  is  a 
recently  recognized  phenomenon.1*2 

For  example,  in  one  particular  Norwegian  fishing 
village  there  is  a tendency  for  patients  to  develop 
a gastric  ulcer;  anywhere  else  in  Norway,  ulcers  are 
usually  duodenal.  Peruvians  high  in  the  Andes 
have  more  gastric  ulcers  than  their  compatriots  in 
the  lowlands.  Why?  Nobody  knows. 

Social  variations,  too.  Even  in  the  same 
phic  areas  there  are  interesting  variations.  An  Englishman’s  ulcer  depends 
social  standing — professional  men  suffer  with  duodenal  ulcers,  while 
lgmen  have  more  of  the  gastric  variety.  In  southern  India  the  pattern  is 
2d.  Here,  duodenal  ulcers  are  common  among  laborers  and  agricultural 
rs  and  rare  among  the  upper  classes. 

estigators  are  exploring  every  possible  theoretical  avenue  in  their  search 
cause  of  peptic  ulcer.  Of  all  the  factors  implicated  in  ulcerogenesis, 
te  that  is  generally  acknowledged  to  be  of  primary  importance  is  hyper- 
ion  of  gastric  acid.3’8  Or,  as  one  author  states  it:  “The  medical  management 
tic  ulcer  pharmacologically  is,  in  the  final  analysis,  concerned  largely 
he  effective  inhibition  of  peptic  activity.”3 

>inul  (glycopyrrolate)  provides  potent,  rapid,  specific  antisecretory  action 
ned  by  gastric  analyses  and  x-ray  evidence  of  clinical  effectiveness.3,7*9'12 
es  pain  with  “impressive”  promptness.8  Quickly  alleviates  acute  discomfort, 
Fectively  counteracts  gnawing  pain,  preprandial  midepigastric  pain, 
ng  and  other  ulcer  symptoms.7  Suppression  of  nocturnal  pain  is  “out- 
ng.”13  Maximally  effective  doses  may  be  given  with  minimal  side 
ms,  and  the  incidence  of  unwanted  anticholinergic  effects  is  negligible.3*7'14 


matter  what  the  uleer  theory... the  fact  is  that 

ioluillll 

ilyeopyrrolale) 


ROBINS 


(brief  summary  follows) 


liobliiul 

(glycopyrrolate) 

promotes  the 
essential  ulcer-healing 
environment 

Indications:  In  addition  to  its  primary  indica- 
tions for  duodenal  and  gastric  ulcer,  Robinul  (g'ly- 
copyrrolate)  is  indicated  for  other  GI  conditions 
that  may  benefit  from  anticholinergic  therapy, 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with 
phenobarbital)  is  indicated  when  these  situations 
are  complicated  by  mild  anxiety  and  tension. 
Contraindications:  Glaucoma,  urinary  bladder 
neck  obstruction,  pyloric  obstruction,  stenosis  with 
significant  gastric  retention,  prostatic  hypertrophy, 
duodenal  obstruction,  cardiospasm  (megaesopha- 
gus), and  achalasia  of  the  esophagus,  and  in  the 
case  of  Robinul-PH  Forte,  sensitivity  to  pheno- 
barbital. 

Precautions:  Administer  with  caution  in  the  pres- 
ence of  incipient  glaucoma. 

Adverse  Reactions:  Dryness  of  the  mouth, 
blurred  vision,  urinary  difficulties,  and  constipa- 
tion are  rarely  troublesome  and  may  generally  be 
controlled  by  reduction  of  dosage.  Other  side  ef- 
fects associated  with  the  use  of  anticholinergic 
drugs  include  tachycardia,  palpitation,  dilatation 
of  the  pupil,  increased  ocular  tension,  weakness, 
nausea,  vomiting,  headache,  dizziness,  drowsiness, 
and  rash. 

Dosage:  Dosage  should  be  adjusted  according  to 
individual  patient  response.  Average  and  maxi- 
mum recommended  dose  is  1 tablet  3 times  a day: 
in  the  a.m.,  early  p.m.,  and  at  bedtime.  See  prod- 
uct literature  for  full  prescribing  information. 
Supply:  Robinul  (glycopyrrolate  1 mg.);  Robinul 
Forte  (glycopyrrolate  2 mg.);  Robinul-PH  (glyco- 
pyrrolate 1 mg.)  with  phenobarbital  16.2  mg. 
(Warning:  May  be  habit-forming);  Robinul-PH 
Forte  (glycopyrrolate  2 mg.)  with  phenobarbital 
16.2  mg.  (Warning:  May  be  habit-forming.)  In 
bottles  of  100  and  500  scored  tablets. 

References:  1.  Jones,  F.  A.,  and  Gummer,  J.  W.  P. : 
Clinical  gastroenterology,  Springfield,  111.,  Charles  C 
Thomas,  1960,  pp.  322-3.  2.  Bockus,  11.  L.:  Gastroenter- 
ology, 2nd  ed.,  vol.  I,  Philadelphia,  Saunders,  1963,  p, 
468.  3.  Sun,  D.  C.  H. : Ann  NY  Acad  Sci  99:153  (Feb. 
28)  1962.  4.  Moore,  V.  A.:  Postgrad  Med  38:216  (Sept.) 
1965.  5.  Dragstedt,  L.  R.,  Woodward,  E.  R.,  Storer, 
E.  H.,  Oberhelman,  H.  A.,  Jr.,  and  Smith,  C.  A.:  Ann 
Surg  132:626  (Oct.)  1950.  6.  Posey,  E.  L„  Jr.,  Smith,  P., 
Turner,  C.,  and  Aldridge,  J.:  Amer  J Dig  Dis  10:399 
(May)  1965.  7.  Lamphier,  T.  A.,  Siegel,  L.,  and  Goldberg, 
R.  I.:  Amer  J Gastroent  37:551  (May)  1962.  8.  Kasich, 
A.  M.,  and  Fein,  H.  D.:  Ibid  39:61  (Jan.)  1963.  9.  Ep- 
stein, J.  H.:  Ibid  37:295  (Mar.)  1962.  10.  Moeller, 
H.  C.:  Ann  NY  Acad  Sci  99:158  (Feb.  28)  1962. 

11.  Slanger,  A.:  J New  Drugs  2:215  (Jul.-Aug.)  1962, 

12.  Barman,  M.  L.,  and  Larson,  R.  K. : Amer  J Med 
Sci  246:325  (Sept.)  1963.  13.  Shutkin,  M.  W.:  Amer  J 
Gastroent  38:682  (Dec.)  1962.  14.  Fleshier,  B. : J New 
Drugs2:211  (Jul.-Aug.)  1962.  A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia 


The  discomforts  of 

DIARRHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  by 

direct  musculotropic  action 

with 


BRAND  THIPHENAMIL  HC1 


Available  in  100  milligram  pink  sugar- 
coated  tablets. 

The  high  therapeutic  index  permits  dos- 
age sufficient  to  relieve  spasm  promptly. 
Administer  4 tablets  every  4 hours  until 
relief  is  constant,  then  adjust  mainte- 
nance dosage. 

Trocinate  BRAND  THIPHENAMIL  HCl 

Directly  relaxes  smooth  muscle  spasm 
Combats  hypermotility 
N on-mydriatic,  may  be  used  in  glaucoma 

Sixteen  years  of  clinical  use,  with  absence  of 
untoward  effects,  has  established  the  safety 
and  effectiveness  of  Trocinate. 

Trocinate  is  metabolized  in  the  body  and 
completely  eliminated,  which  is  a safety 
factor.  Dosage  must  be  sufficient  to  maintain 
the  therapeutic  blood  level. 

DISPENSED  IN  BOTTLES  OF 

100,  250  AND  2000  TABLETS 
Literature  and  samples  sent  upon  request 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRCINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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The  Jouhnal  of  the  South  Carolina  Medical  Association 


The  comfortable  way  to  get  well.™ 


When  headache,  fever,  pain, 
malaise  accompany  bacterial  URI 

Tetrex-APC 

WITH  BRISTAMIN® 

(tetracycline  phosphate  complex  with  analgesics  and  antihistamine) 


With  a single  prescription,  you 
can  add  all  the  known  benefits 
of  Tetrex  (tetracycline  phos- 
phate complex)  to  the  tradi- 
tional relief  provided  by  APC. 
At  the  same  time  Bristamin 
( phenyltoloxamine  citrate), 
provides  relief  of  allergic 
symptoms— watery  eyes,  rhi- 
norrhea  and  congestion. 


BRISTOL  THERAPEUTIC  SUMMARY.  For  complete 
information,  consult  Official  Package  Circular. 
Indications:  Upper  respiratory  infections  due  to 
sensitive  bacteria  where  concomitant  sympto- 
matic relief  of  fever,  malaise  and  congestion  is 
desired.  Contraindication  A past  history  of  hy- 
persensitivity to  one  or  more  components.  Warn- 
ings Photodynamic  reactions  have  been  produced 
by  tetracyclines  Natural  and  artificial  sunlight 
should  be  avoided  during  therapy.  Stop  treat- 
ment if  discomfort  occurs  With  renal  impairment, 
systemic  accumulation  and  hepafotoxicify  may 
occur.  In  this  situation,  lower  doses  should  be 
used  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  tri- 
mester of  pregnoncy,  neonatal  period  and  child- 
hood). Precautions  Antihistamines  may  cause 
drowsiness  and  patients  should  not  perform  tasks 


requiring  mental  alertness  while  taking  this  agent. 
Bacterial  or  mycotic  superinfection  may  occur. 
Infants  may  develop  increased  intracranial  pres- 
sure with  bulging  fontanels.  In  gonorrheal  ther- 
apy, serologic  tests  for  syphilis  should  be 
performed  initially  and  monthly  for  three  months. 
Adverse  Reactions:  Glossitis,  stomatitis,  nausea, 
diarrhea,  flatulence,  proctitis,  vaginitis,  derma- 
titis and  allergic  reactions  may  occur.  Usual 
Adult  Dose:  Two  capsules  q.i.d.  Continue  ther- 
apy for  at  least  10  days  in  beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before 
or  two  hours  after  meals.  Supplied:  Bottles  of  24 
and  100. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


BRISTOL 
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against  the  usual  gram-negative  urinary  pathogens 


Why  use  five...where  one  will  do? 


In  a recent  217-patient  hospital  study,1  urinary  tract  infections  were  treated  with  a 
variety  of  widely  prescribed  antimicrobial  agents  including:  a sulfonamide  (40  pa- 
tients), chloramphenicol  (20  patients),  nitrofurantoin  (33  patients),  nalidixic  acid  (30 
patients),  tetracycline  (27  patients),  colistimethate  sodium  (22  patients) . . . and  2 com- 
binations of  5 agents  each  (45  patients).  The  2 combinations  were  selected  to  afford 
maximal  theoretical  antibacterial  coverage  against  the  usual  urinary  pathogens.  They 
were  (1)  tetracycline,  chloramphenicol,  nitrofurantoin,  ristocetin  and  polymyxin  B; 
and  (2)  tetracycline,  chloramphenicol, erythromycin,  nitrofurantoin  and  colistimethate 
sodium. 

This  clinical  study  shows  that  the  two  combinations  of  antibiotics  were  not  superior 
to  some  of  their  single  components.  The  authors  point  out  that  antibiotic  antagonism 
often  negates  theoretical  advantages  of  multiple  therapy.  Coly-Mycin  Injectable 
(colistimethate  sodium)  was  one  of  the  single  components  that  was  shown  to  be 
equal  to  the  combinations  and  eradicated  bacteriuria  in  two-thirds  of  the  patients. 

Theoretical  choice  of  multiple  antibacterial  therapy  has  been  shown  to  be  no  more 
effective  than  one  well-chosen  agent  which  also  offers  least  patient  exposure  to 
possible  side  reactions,  toxicities,  allergic  manifestations  and  higher  drug  costs. 

1.  McCabe,  W.  R.,  and  Jackson,  G.  G.:  New  England  J.  Med.  272:1037, 1965. 


in  gram-negative  urinary  tract  infections  often  the  single  well-chosen  agent 


Coly-Myciir  Injectable 

(colistimethate  sodium) 


Indications:  Especially  indicated  for  the  treatment  of  severe  acute  and  resistant 
chronic  urinary  tract  infections  due  to  sensitive  strains  of  gram-negative  organisms. 
Also  indicated  in  respiratory  tract,  surgical,  wound  and  burn  infections  and  in  sep.ti- 
cemia  due  to  sensitive  organisms.  Particularly  indicated  when  any  of  these  infections 
are  caused  by  sensitive  strains  of  Pseudomonas  aeruginosa. 

Adverse  Reactions:  Occasional  reactions  such  as  circumoral  paresthesias,  tingling 
of  the  extremities,  pruritus,  vertigo  or  dizziness  may  occur.  Reduction  of  dosage  may 
alleviate  symptoms.  Therapy  need  not  be  discontinued,  but  such  patients  should  be 
observed  with  extra  care. 


Warning:  Patients  should  be  cautioned  not  to  drive  vehicles  or  use  hazardous  ma- 
chinery while  on  therapy. 

Precautions:  In  cases  of  impaired  or  suspected  renal  impairment,  use  with  greater 
caution  and  reduce  dosage  in  proportion  to  extent  of  impairment.  Transient  eleva- 
tions of  BUN  have  been  reported.  As  a routine  precaution,  appropriate  blood  studies 
should,  therefore,  be  made  during  prolonged  therapy. 

As  with  all  polypeptides,  the  possibility  of  muscular  weakness,  including  apnea,  due 
to  inadvertent  overdosage  or  normal  dosage  in  the  presence  of  impaired  renal  func- 
tion, should  not  be'overlooked.  In  cases  of  apnea,  medication  should  be  promptly  dis- 
continued and  assisted  respiration  given  until  serum  levels  fall  and  normal  breathing 
is  restored. 

Other  antibiotics,  such  as  kanamycin,  streptomycin,  dihydrostreptomycin,  polymyxin, 
and  neomycin,  may  also  have  varying  neurotoxic  or  nephrotoxic  potential.  They 
should  be  used  with  great  caution  concomitantly  with  Coly-Mycin  Injectable  (colis- 
timethate sodium). 

For  deep  intramuscular  injection  only. 

Dosage:  By  the  I.M.  route  only,  in  2 to  4 divided  doses  ranging  from  1 .5  to  5 mg./Kg./ 
day  (0.7  mg.  to  2.3  mg./lb./day).  Average  adult  dose  is  2.5  mg./Kg./day  (1.1  mg./ 
lb. /day).  In  the  presence  of  bacteremia,  septicemia,  or  other  serious  infection,  greater 
than  average  doses  may  be  required;  however,  maximum  daily  doses  should  not 
exceed  5 mg./Kg.  (2.3  mg./lb.)  where  renal  function  is  normal. 

Not  recommended  against  Proteus. 

Colistin  is  also  available  (as  colistin  sulfate)  in:  Coly-Mycin*  Pediatric  for  Oral  Sus- 
pension (not  for  systemic  use),  and  Coly-Mycin*  Otic  with  Neomycin  and  Hydro- 
cortisone. 


Full  information  is  available  on  request. 


WARNER  CMILCOTT 


Morns  Plains.  New  Jersey 


0l-0'*69-ft7 


NORTHSIDE  MANOR  HOSPITAL,  INC. 

(NON-PROFIT) 

811  Juniper  St.  N.  E.  Atlanta,  Georgia 
Phone:  875-8953  Area  Code:  404 

Winston  E.  Burdine,  M.  D.,  F.A.P.A.,  Medical  Director 

THIS  BEAUTIFULLY  DESIGNED  HOSPITAL  OFFERS  THE  MOST  COM- 
PLETE FACILITIES  IN  THE  SOUTH  FOR  THE  CARE  OF  THE  EMOTION- 
ALLY ILL. 

ALL  TYPES  OF  PSYCHIATRIC  TREATMENT  AVAILABLE 

Complete  hospital  facilities,  including  X-Ray,  Laboratory,  Operating  Room  for  minor 
emergencies. 

Occupational  therapy  — Recreational  facilities. 

Building  is  beautifully  decorated — completely  air-conditioned — music  in  every  room. 
Member  of:  Georgia  Hospital  Association  — National  Association  of  Private 
Psychiatric  Hospitals  — American  Hospital  Association 


A NEW  CONCEPT  IN  GERIATRIC  CARE 
LIVE  OAK  VILLAGE 

Summerville,  South  Carolina 

Modern  50-bed  Home  Featuring: 

Finest  24-Hour  Professional  Nursing  Care 
Daily  Rates  of  $9  - $12  - $15  Respectively  For: 

Four-bed  Wards,  Semi-Private  and  Private  Accommodations 
“Just  Minutes”  from  Interstate  26,  Situated  on  U.  S.  Highway  17A 

WRITE  OR  CALL  873-1541 


APPALACHIAN  HALL 

ESTABLISHED  — 1916 

ASHEVILLE  NOR^H  CAROLINA 


An  Institution  for  the  diagnosis  and  treatment  of  Psychiatric  and  Neurological  illnesses,  rest,  convalescence,  drug  and 
alcohol  habituation. 

Insulin  Coma,  Electroshock  and  Psychotherapy  are  employed.  The  Institution  is  equipped  with  complete  laboratory 
facilities  including  electroencephalography  and  X-Ray. 

Appalachian  Hall  is  located  in  Asheville,  North  Carolina,  a resort  town,  which  justly  claims  an  all  around  climate  for 
health  and  comfort.  There  are  ample  facilities  for  classification  of  patients,  rooms  single  or  en  suite. 

Wm.  Ray  Griffin,  Jr.,  M.  D.  Mark  A.  Griffin,  Sr.,  M.  D. 

Robert  A.  Griffin,  M.  D.  Mark  A.  Griffin,  Jr.,  M.  D. 

For  rates  and  further  information  write 
APPALACHIAN  HALL,  ASHEVILLE,  N.  C. 
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UP  TO  10-12  HOURS'  CLEAR  BREATHING  ON  ONE  TABLET 


Dimetapp*  Extentabs 

(Dimetane®  [brompheniramine  maleatel,  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


n sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
oreathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
jsually  without  drowsiness  or  over- 
I stimulation.  Its  key  to  success?  The 
loimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
Ulicited  side  effects  as  few  as  the  placebo,* 
earned  with  decongestants  phenyl- 
sphrine  and  phenylpropanolamine  — 
n a dependable  10-  to  12-hour  form. 

jchiller,  I.  W.,  and  Lowell,  F.  C : New  England 
. Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient's 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500. 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA  23220 

/4*H|^OBINS 


Phenaphen 
with  Codeine 

Each  capsule  contains: 

Phenobarbital  (14  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2'/2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 

14  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


the  only  leading  compound 
analgesic  that 
instead  of  caffeinates 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported.  „ . . 

/I'H'DOBINS 

A H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220  I V 


ikly,  most  antihyper- 
>ives  are  pretty  good  if 
give  an  adequate  dose, 
looking  for  one  with  a 
pie  regimen  so  that  mix- 
in  doses  and  therefore 
chance  of  side  effects 
minimized. 


sgrotorf 

talidone  50  mg.  reserpine  0.25  mg. 


Diet  daily 

;gs  pressure  down 

i age:  Both  components  ot  Regroton 
jg-acting. 

le  dosage:  One  tablet  daily  with 
ast. 

indications:  History  of  mental 
ision,  hypersensitivity,  and  most 
of  severe  renal  or  hepatic  diseases, 
i g:  Discontinue  2 weeks  before 
I anesthesia,  1 week  before  electro- 
therapy, and  if  depression  or 
ulcer  occurs.  With  administration 
ric-coated  potassium  supplements, 
ssibility  of  small  bowel  lesions 
be  kept  in  cnind. 
lions:  Reduce  dosage  of  con- 
nt  antihypertensive  agents  by  one- 
iscontinue  if  the  BUN  rises  or 
ysfunction  is  aggravated.  Electro- 
balance and  potassium  depletion 
cur;  take  particular  care  in 
is  or  severe  ischemic  heart  disease, 
patients  receiving'corticosteroids, 

C or  digitaHs.  Salt  restriction  is  not 
nended.  Use  with  caution  in 
s with  ulcerative  colitis,  gall- 
or  bronchial  asthma. 
lects:  Nausea,  vomiting,  diarrhea, 
cramps,  headaches  and  dizziness, 
al  side  effects  include  angina  pecto- 
<iety,  depression,  drowsiness, 
lycemia,  hyperuricemia,  lassitude, 
enia,  nasal  stuffiness,  nightmare, 
t,  urticaria,  and  weakness, 
details,  see  the  complete  prescrib- 

t irmation. 

s's  ility:  Bottles  of  100  and  1000  tablets. 


to  help  restore 
and  stabilize  the 


TABLETS  & GRANULES 


for  fever  blisters  I 
and  canker  sores  h 
of  herpetic  origin 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  Lactobacillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults.1,2,3,4 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.5,6,7,8 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 

HYNSON, WESTCOTT 
& DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 

(LX03) 


References : (1)  Siver,  R.  H.:  CMD,  27:109,  September 
1954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  38: 19-27, 
January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med., 
57:16-18,  January  1955.  (4)  Quehl,  T.  M.:  Jour,  of 
Florida  Acad.  Gen.  Prac.,  75:15-16,  October  1965.  (5) 
Weekes,  D.  J.:  N.Y,  State  Jour.  Med.,  58:2672-2673, 


August  1958.  (6)  Weekes,  D.  J.:  EENT  Digest, 
25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral 
Surg.,  Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961. 
(8)  Rapoport,  L.  and  Levine,  W.  I.:  Oral  Surg.,  Oral 
Med.  & Oral  Path.,  20:591-593,  November  1965. 
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Westbrook  Psychiatric  Hospital,  Inc. 

FOUNDED  1911 

Richmond,  Virginia 


A private  psychiatric  hospital  employing  modern  diagnostic  and  treatment  pro- 
cedures— electro  shock,  insulin,  psychotherapy,  occupational  and  recreational 
therapy — for  nervous  and  mental  disorders  and  problems  of  addiction. 


REX  BLANKINSHIP,  M.D. 
President 

THOMAS  F.  COATES,  JR.,  M.D. 
Assistant  Medical  Director 


JOHN  R.  SAUNDERS,  M.D. 
Medical  Director 

j.  McDermott  barnes,  m.d. 

Associate 


R.  H.  CRYTZER 
Administrator 

BROCHURE  OF  LITERATURE  AND  VIEWS  SENT  ON  REQUEST 

write  to: 


WESTBROOK  PSYCHIATRIC  HOSPITAL,  INC. 
P.  O.  Box  1514,  Richmond  27,  Virginia 
Telephone  266-9671 


A non-profit,  psychiatric  institution,  offering  therapeutic 
milieu,  group  and  individual  psychotherapy,  and  standard 
somatic  treatments.  Limited  day-patient  and  out-patient  serv- 
ices. The  hospital  is  located  in  a 75-acre  park  amid  the 
scenic  beauties  of  the  Smoky  Mountain  Range  of  Western 
North  Carolina,  affording  exceptional  opportunity  for 
physical  and  emotional  rehabilitation. 


Founded  in  1904 

Highland  Hospital,  Inc. 

ASHEVILLE,  NORTH  CAROLINA 
Affiliated  with  Duke  University 


Contact:  Medical  Director,  Highland  Hospital,  Asheville, 
\.C.  28801 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


TRADE-MARK  ® 


things  go 

better,! 

.-with 

CoKe 


YOUR  OWN  ORGANIZATION  SPONSORED 

INCOME  PROTECTION  PLAN 

HAS  PAID  OVER 

$87,800 

OF  BENEFITS  TO  MEMBERS  OF  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

FOR  TIME  LOST  DUE  TO  DISABILITY 


MORE  THAN  350  MEMBERS  NOW  COVERED 


LEARN  HOW  YOUR 

S.C.M.A.  INCOME  PROTECTION  PLAN 

CAN  HELP  YOU,  TOO 

PREMIUMS  FOR  ALL  INSUREDS  WERE  REDUCED  IN  1963 


CHARLES  W.  DUDLEY,  236  Ashley  Ct.,  Florence,  S.  C. 
Looks  Forward  to  Greeting  You  at  Your  Annual  Convention 
Ask  Him  For  Full  Details 

EDUCATORS  MUTUAL  LIFE  INSURANCE  COMPANY 

HOME  OFFICE,  LANCASTER,  PENNA. 
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SQUIBB  NOTES  ON  THERAPY 


MOLECULAR  REMODELING- 

laboratory  exercise  or  clinical  necessity? 


More  than  twenty-five  years  have  passed 
since  the  discovery  of  the  diuretic  activ- 
ity of  sulfanilamide  started  pharmacol- 
ogists on  a succession  of  molecular  re- 
modelings to  find  the  ideal  diuretic. 

Diuresis— a sought-after  clinical 
effect  from  an  unwanted  side  effect 

!e  It  started  in  1937  when  a clinician  re- 

s,  ported  that  the  administration  of  a sul- 
fonamide was  sometimes  accompanied 
by  an  unexplainable  side  effect— meta- 
bolic acidosis.1  Three  years  later  the 
side  effect  was  explained.  The  sulfona- 

J mide  radical  of  sulfanilamide  inhibited 
carbonic  anhydrase,2  the  enzyme  re- 
sponsible for  converting  carbon  diox- 
ide and  water  to  hydrogen  ions  and  bi- 
carbonate ions. 

Later,  other  investigators  showed  by 
dog  experiments  that  metabolic  acidosis 
probably  resulted  when  the  inhibition  of 
carbonic  anhydrase  upset  the  exchange 
of  hydrogen  and  sodium  ions,  causing 
increased  excretion  of  sodium  as  the 
bicarbonate.3 

It  was  twelve  long  years  after  the 
first  report  of  the  unexplainable  side 
effect  (metabolic  acidosis)  that  it  was 
finally  shown  that  large  doses  of  sulfa- 
nilamide administered  to  edematous 
patients  were  indeed  capable  of  pro- 
moting diuresis.4  However,  the  possibil- 
ity of  toxic  effects  from  its  prolonged 
use  and  its  relatively  weak  diuretic  ac- 
tion made  it  impractical  for  clinical  use 
as  a diuretic.5 

Because  the  inhibition  of  carbonic 
anhydrase  seemed  to  be  the  key  to  ef- 
fective diuresis,  investigators  began  to 
look  for  more  potent  enzyme  inhibitors 
—in  the  hopes  that  they  would  be  more 
effective  diuretics. 

The  most  important  of  these  early 
compounds,  acetazolamide,  enjoyed  sev- 
eral years  of  fairly  wide  clinical  use. 

Its  carbonic  anhydrase  inhibitory  ac- 
tivity was  several  hundred  times  greater 
than  that  of  sulfanilamide.0  The  in- 
crease in  inhibitory  activity,  however, 
increased  not  only  the  excretion  of  so- 
dium and  bicarbonate  ions,  but  also  the 
excretion  of  potassium.7  And,  like  its 
predecessor,  acetazolamide  precipitated 
mild  acidosis.  Its  prolonged  use  could 
result  in  hypokalemic  acidosis.7 

The  ‘thiazides’— an  answer  to  the 
metabolic  acidosis  caused  by 
carbonic  anhydrase  inhibition 

Despite  the  fact  that  the  sulfonamide 


group  appeared  to  be  responsible  for 
carbonic  anhydrase  inhibition  which  in 
turn  appeared  to  be  responsible  for  di- 
uresis, investigators  began  to  synthesize 
compounds  with  structural  alterations 
to  the  sulfonamide  group. 

The  first  major  breakthrough  came 
with  the  synthesis  of  chlorothiazide. 
Altering  the  sulfonamide  group  did  in- 
deed alter  the  ability  of  chlorothiazide 
to  inhibit  carbonic  anhydrase— it  was 
only  1 /10th  as  potent  as  acetazolamide 
in  inhibiting  the  enzyme.8  Despite  the 
drop  in  inhibitory  potency,  however, 
chlorothiazide  proved  to  be  an  effective 
diuretic— an  observation  that  led  to  the 
conclusion  that  its  diuretic  action  was 
due  to  some  mechanism  other  than  its 
action  on  carbonic  anhydrase.9’10 

For  effective  diuresis,  chlorothiazide 
was  administered  in  daily  dosages  rang- 
ing from  250  to  2000  mg.11  It  increased 
the  excretion  of  sodium  and  chloride; 
and,  to  a lesser  extent,  potassium  and 
bicarbonate.11  The  excretion  of  potas- 
sium appeared  to  be  maximal  at  higher 
dose  levels  at  which,  theoretically,  the 
carbonic  anhydrase  inhibitory  effect  is 
more  active.11  Its  prolonged  use,  there- 
fore, could  sometimes  result  in  meta- 
bolic hypokalemic,  hypochloremic  al- 
kalosis.7 

Naturetin— effective  diuresis  with 
more  favorable  electrolyte  balance 

Other  thiazides  followed  — with  im- 
provements being  aimed  at  two  particu- 
lar areas:  1.  attempts  to  increase  di- 
uretic action  in  relation  to  the  milli- 
gram potency  of  the  drug,  and  2.  at- 
tempts at  a more  favorable  sodium/ 
potassium  ratio  in  the  urine,  i.e.,  to  de- 
crease the  excretion  of  potassium  while 
maintaining  the  excretion  of  sodium.12 

One  of  these,  Naturetin,  Squibb  Ben- 
droflumethiazide,  has  made  advances 
on  both  these  points.  “By  adding  a 3- 
benzyl  radical  to  hydroflumethiazide  a 
rather  dramatic  reduction  in  dose  range 
is  accomplished.  With  this  drug,  effec- 
tive sodium  excretion  is  obtained  with 


doses  between  2.5  and  10  mg.,  which  is 
a 200  to  1 ratio  as  compared  to  chloro- 
thiazide. ..”13 

Moreover,  due  probably  to  its  virtual 
lack  of  carbonic  anhydrase  inhibition, 
Naturetin  (bendroflumethiazide)  has 
been  shown  to  cause  less  potassium  and 
bicarbonate  loss  and  less  alteration  in 
urinary  pH  than  either  chlorothiazide 
or  hydrochlorothiazide. 

Naturetin  is  outstandingly  effective 
not  only  in  establishing,  but  also  in 
maintaining,  excretion  of  retained  fluid 
in  edematous  patients.  And  its  duration 
of  action  is  sufficiently  prolonged  to 
allow  a single  daily  administration  in 
most  patients.  Naturetin  is  also  an  ef- 
fective antihypertensive  agent. 

Contraindications:  Severe  renal  impairment; 
previous  hypersensitivity. 

Warning:  Ulcerative  small  bowel  lesions  have 
occurred  with  potassium-containing  thiazide 
preparations  or  with  enteric-coated  potassium 
salts  supplementally.  Stop  medication  if  ab- 
dominal pain,  distension,  nausea,  vomiting,  or 
G.I.  bleeding  occur. 

Precautions:  The  dosage  of  ganglionic  block- 
ing agents,  veratrum,  or  hydralazine  when 
used  concomitantly  must  be  reduced  by  at 
least  50%  to  avoid  orthostatic  hypotension. 
Electrolyte  disturbances  are  possible  in  cir- 
rhotic or  digitalized  patients. 

Side  Effects:  Bendroflumethiazide  may  cause 
increases  in  serum  uric  acid,  unmask  diabetes, 
increase  glycemia  and  glycosuria  in  diabetic 
patients  and  may  cause  hypochloremic  alka- 
losis, hypokalemia;  cramps,  pruritus,  paresthe- 
sias, and  rashes  may  occur. 

Supplied:  Naturetin  (Squibb  Bendroflumethia- 
zide) 5 mg.  and  2.5  mg.  tablets.  Also  available 
Naturetin  c K [Squibb  Bendroflumethiazide 
(5  or  2.5  mg.)  with  Potassium  Chloride  (500 
mg.)].  For  full  information,  see  Product  Brief. 
References:  1.  Southworth,  H.:  Proc.  Soc. 
Exper.  Biol.  & Med.  76:58,  1937.  2.  Mann,  T. 
and  Keilin,  D.:  Nature  746:164,  1940.  3.  Pitts, 
R.  F.,  and  Alexander,  R.  S.:  Am.  J.  Physiol. 
744:239,  1945.  4.  Schwartz,  W.  B.:  New  Eng- 
land J.  Med.  240:173,  1949.  5.  Friedberg, 
C.  K.,  in  Moyer,  J.  H.,  and  Fuchs,  M.:  Edema 
Mechanisms  and  Management,  Philadelphia, 
W.  B.  Saunders  Co.,  1960,  p.  259.  6.  Cum- 
ming,  J.  R.;  Tabachnick,  E.,  and  Seelig,  M.,  in 
Moyer,  J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  254. 
7.  Werko,  L.,  in  Moyer,  J.  H.,  and  Fuchs,  M.: 
op.  cit.,  p.  188.  8.  Beyer,  K.  H.,  Jr.,  in  Moyer, 
J.  H.,  and  Fuchs,  M.:  op.  cit.,  p.  274.  9.  Maren, 
T.  H.,  and  Wiley,  C.  E.:  J.  Pharmacol.  & 
Exper.  Therap.  747:230,  1964.  10.  Earley, 

L.  E.,  and  Orloff,  J.:  Ann.  Rev.  Med.  75:149, 
1964.  11.  Fuchs,  M.,  and  Mallin,  S.  R.,  in 
Moyer,  J.  IF,  and  Fuchs,  M.:  op.  cit.,  p.  276. 
12.  Ford,  R.  V.,  in  Moyer,  J.  H.,  and  Fuchs, 

M. :  op.  cit.,  p.  290.  13.  cited  in  Fuchs,  M.,  and 
Mallin,  S.  R.  (ref.  11):  op.  cit.,  p.  283. 


Naturetin" 

SQUIBB  BENDROFLUMETHIAZIDE 

to  reduce  excess  fluid 

or  high  blood  pressure 


Squibb 


'The  Priceless  Ingredient*  of  every  product 
is  the  honor  and  integrity  of  its  maken 


what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

it’s  time 
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Tuberculin. 
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SQUIBB  NOTES  ON  THERAPY 


Breast-feeding 
and  the 

“modern  mother” 

Despite  a mild  resurgence  of  interest  in  the  impor- 
tance of  breast-feeding  a few  years  ago,  many 
women  today  do  not  choose  to  nurse  their  young. 
This  is  for  a variety  of  reasons  — social,  economic, 
cultural  and  sometimes  medical.  In  such  cases  the 
physician’s  task  is  to  find  the  most  suitable  means 
of  preventing  lactation  and  easing  the  pain  of  breast 
engorgement. 


The  means  of  therapy 

The  value  of  hormone  therapy  for  this  indication  is 
of  course  well  established.  Both  androgen  and 
estrogen  are  known  to  inhibit  the  production  and 
secretion  of  the  lactogenic  hormone  by  the  anterior 
pituitary.  As  estrogen  levels  decline  sharply  at  par- 
turition, lactogenesis  is  established.  When  androgen 
and  estrogen  are  administered  to  the  patient  before 
the  release  of  the  lactogenic  hormone  lactation  and 
breast  engorgement  are  usually  prevented. 

The  time  of  therapy 

The  time  of  administration  of  this  combined  medi- 
cation is  crucial;  it  must  be  given  early  enough  to 
suppress  the  pituitary  prolactin  and  last  long 
enough  to  permit  physiologic  readjustment  during 
the  puerperium.  Excellent  results  are  most  often 
seen  when  therapy  is  administered  before  the  onset 
of  the  second  stage  of  labor. 


However,  factors  other  than  effectiveness  must 
also  be  considered.  The  agent  selected  should  not 
interfere  in  any  way  with  parturition,  subsequent 
uterine  involution  and  the  restoration  of  normal 
ovarian  cyclic  function.  Furthermore,  it  should  not 
cause  rebound  breast  engorgement  or  other  mani- 
festations of  hormonal  imbalance. 

A balanced  formulation 

Providing  single-dose  therapy  for  the  prevention  of 
lactation  and  breast  engorgement,  Deladumone  OB 
is  a potent  androgen-estrogen  combination  with  a 
prolonged  action.  The  optimal  balance  of  andro- 
genic and  estrogenic  hormones  achieved  in  this 
preparation  minimizes  the  disadvantages  inherent 
in  single  hormone  therapy,  such  as  rebound  breast 
engorgement.  Involution  of  the  uterus  and  resump- 
tion of  menstrual  cycles  are  not  affected. 

As  reported  in  a recent  published  study  (Roser, 
D.  M.:  Obstet.  & Gynec.  27:73,  1966),  Deladu- 
mone OB  provided  good  suppression  of  breast  en- 
gorgement in  95.3%  and  suppression  of  lactation 
in  81.1%  of  86  obstetrical  patients.  These  results 
are  in  general  agreement  with  those  of  many  earlier 
investigations;  in  several  studies  this  injectable  an- 
drogen-estrogen combination  proved  to  be  superior 
to  oral  medication. 

Dosage: 

As  a single  injection  of  2 cc.  before  the  onset  of  the 
second  stage  of  labor. 

Contraindications: 

Established  or  suspected  mammary  cancer  or  geni- 
tal malignancy. 

Precautions  and  Side  Effects: 

Certain  patients  may  be  unusually  responsive  to 
either  estrogenic  or  androgenic  therapy.  In  such 
individuals  virilization,  uterine  bleeding  or  masto- 
dynia  may  occur. 

Supply: 

Deladumone  OB,  providing  180  mg.  testosterone 
enanthate  and  8 mg.  estradiol  valerate  per  cc.,  is 
available  in  2 cc.  Unimatic®  disposable  syringes  and 
in  2 cc.  vials.  Both  preparations  are  dissolved  in 
sesame  oil,  with  2%  benzyl  alcohol  as  a preservative. 
Before  use,  consult  product  literature  for  full  pre- 
scribing information. 

Deladumone  OB 

Squibb  Testosterone  Enanthate  (180  mg./cc.) 
and  Estradiol  Valerate  (8  mg./cc.) 

Single-dose  injection  for  lactation  inhibition 


Squibb 


'The  Priceless  Ingredient’  of  every  product 
is  the  honor  and  integrity  of  its  maker. 
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Eczema  of  many  years... 
controlled  in  two  weeks 


Before  treatment  After  treatment- 

with  ARISTOCORT  Topical 
Ointment  0.1%  for  two  weeks 


ARISTOCORT®  Triamcinolone  Acetonide  Top- 
icals  have  proved  exceptionally  effective  in  the 
control  of  various  forms  of  eczema:  allergic, 
atopic,  nummular,  psoriatic,  and  mycotic. 

In  most  cases  responsive  to  topical 
ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent.  The  0.5%  concentration  provides 
enhanced  topical  activity  for  patients  requiring 
additional  potency  for  proper  relief. 

Administration  and  Dosage:  Apply  sparingly  to  the 
affected  area  3 or  4 times  daily.  Some  cases  of  psoriasis 
may  be  more  effectively  treated  if  the  0.1%  Cream  or 
Ointment  is  applied  under  an  occlusive  dressing. 

Contraindications:  Tuberculosis  of  the  skin,  herpes 
simplex,  chicken  pox  and  vaccinia. 

Precautions  and  Side  Effects:  Do  not  use  in  the  eyes 
or  in  the  ear  (if  drum  is  perforated).  A few  individuals 
react  unfavorably  under  certain  conditions.  If  side 


effects  are  encountered,  the  drug  should  be  discon- 
tinued and  appropriate  measures  taken.  Use  on  infected 
areas  should  be  attended  with  caution  and  observation, 
bearing  in  mind  the  potential  spreading  of  infection 
and  the  advisability  of  discontinuing  therapy  and/or 
initiating  antibacterial  measures.  Generalized  derma- 
tological conditions  may  require  systemic  corticoster- 
oid therapy.  Steroid  therapy,  although  responsible  for 
remissions  of  dermatoses,  especially  of  allergic  origin 
cannot  be  expected  to  prevent  recurrence.  The  use  over 
extensive  body  areas,  with  or  without  occlusive  non- 
permeable  dressings,  may  result  in  systemic  absorption. 
Appropriate  precautions  should  be  taken.  When  occlu- 
sive nonpermeable  dressings  are  used,  miliaria,  follic- 
ulitis and  pyodermas  will  sometimes  develop.  Localized 
atrophy  and  striae  have  been  reported  with  the  use  of 
steroids  by  the  occlusive  technique.  When  occlusive 
nonpermeable  dressings  are  used,  the  physician  should 
be  aware  of  the  hazards  of  suffocation  and  flamma- 
bility. The  safety  of  use  on  pregnant  patients  has  not 
been  firmly  established.  Thus,  do  not  use  in  large  amounts 
or  for  long  periods  of  time  on  pregnant  patients. 

Available  in  5 Gm.  and  15  Gm.  tubes  and  Yz  lb.  jars. 


Aristocorf 


PHOTOGRAPHS  COURTESY  OF  M.  M.  NIERMAN,  M.D. 


Topical  Ointment  0.1%  and  Cream  0.1%,  0.5% 


Triamcinolone  Acetonide 


Also  available  in  foam  form. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

406*6 


66-A 


The  Journal  of  the  South  Carolina  Medical  Association 


some 
allergens 
are  red... 


whatever  their 
color,  shape, 
or  size... 


Benadryl® 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  red  and  round,  or  unseen 
and  unknown,  BENADRYL  provides  relief  of 
symptomatic  distress  through  its  antihistaminic 
and  antispasmodic  actions.  PRECAUTIONS: 
Persons  who  have  become  drowsy  on  this  or 
other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles 
or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics, 
sedatives,  or  tranquilizers  if  used  with 
BENADRYL  should  be  prescribed  with  caution 


because  of  possible  additive  effect.  Diphenhy- 
dramine has  an  atropine-like  action  which  should 
be  considered  when  prescribing  BENADRYL. 

SIDE  EFFECTS:  Side  reactions,  commonly  asso- 
ciated with  antihistaminic  therapy  and  generally 
mild,  may  affect  the  nervous,  gastrointestinal,  and 
cardiovascular  systems.  Most  frequent  reactions 
are  drowsiness,  dizziness,  dryness  of  the  mouth, 
nausea,  and  nervousness.  BENADRYL  is  available 
in  Kapseals®  of  50  mg.  and  Capsules  of  25  mg.  «««« 


PARKE-DAVIS 


PARKE,  DAVIS  A COMPANY,  Detroit.  M,ch'ttn  413 17 


“Heart  symptoms”— chest  pain,  tachycardia,  ar- 
rhythmia—invariably  alarm  and  preoccupy  the 
patient,  though  they  may  be  completely  without 
organic  basis.  Such  symptoms  often  are  somatic 
masks  of  psychic  tension,  arising  from  constant 
encounters  with  stressful  situations. 

When  the  problem  is  diagnosed  as  emotionally 
produced,  consider  Valium  (diazepam)  as  adjunc- 
tive therapy.  Valium  (diazepam)  acts  rapidly  to 
calm  the  patient,  to  reduce  his  psychic  tension  and 
relieve  associated  cardiovascular  complaints. 
neurotic  fatigue— the  chronic  tiredness  resulting 
from  emotional  strain  which  so  often  accompanies 
psychogenic  “heart”  symptoms  — also  can  be 
alleviated  by  this  highly  useful  agent.  Valium 
(diazepam)  often  achieves  results  where  other  psy- 
chotherapeutic agents  have  failed. 

Valium  (diazepam)  is  generally  well  tolerated,  and 
usually  does  not  impair  mental  acuity  or  ability  to 
function.  If  side  effects  such  as  ataxia  and  drowsi- 
ness occur,  they  usually  disappear  with  dosage 
adjustment. 

Contraindications:  Infants,  patients  with  history  of  convulsive 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  elderly 
patients  (not  more  than  1 mg,  one  or  two  times  daily)  to  preclude 
ataxia  or  oversedation.  Advise  patients  against  possibly  hazard- 


ous procedures  until  correct  maintenance  dosage  is  established; 
driving  during  therapy  not  recommended.  In  general,  concurrent 
use  with  other  psychotropic  agents  is  not  recommended.  Warn 
patients  of  possible  combined  effects  with  alcohol.  Safe  use  in 
pregnancy  not  established.  Observe  usual  precautions  in  impaired 
renal  or  hepatic  function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advisable  in  long- 
term use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations)  and 
changes  in  EEC  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepoxide  HC1. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic  reactions,  2 
to  5 mg  b.i.d.  or  t.i.d. ; severe  psychoneurotic  reactions,  5 to  10 
mg  t.i.d.  or  q.i.d.;  alcoholism,  lO  mg  t.i.d.  or  q.i.d.  in  first  24  hrs, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
1 or  2 mg/day  initially,  increase  gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  SO  for  con- 
venience and  economy  in  prescribing. 

Roche  Laboratories  Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110 


for  somatic  symptoms  of  psychic  tension 
•w-  -«r  ^ • 2-mg,  5-mg,  10-mg  tablets 

Valium 

(diazepam) 


mmm 


